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'Editorial 


The Expensive Psychiatric Scrap Heap 


The year 1942 may develop many un- 
foreseen things. But it will certainly 
not see any reduction in the huge pile of 
expensive psychiatric wreckage that has 
been accumulating in our medical back 
yard. To the physical wrecks accumu- 
lated there in the ordinary course of the 
American Way of Life must be added the 
constantly increasing increment of men- 
tal defense and war derelicts. The pile 
is growing in size at a rate that bids fair 
to impede the orderly scientific removal 
by the medical salvage crews of those who 
can be reconditioned or rehabilitated. 
Alcoholism, the industrial speed-up, re- 
jections by the Aarny and Selective Serv- 
ice boards of neuropsychiatric cases (the 
fifth most important cause for nonac- 
ceptance for full military duty) domestic 
and business difficulties may be expected 
to heap Pelion on Ossa, to create one of 
the gravest problems facing medicine in 
years. For the mechanism of rehabilita- 
tion is all too inadequate to keep up with 
the rapidly increasing numbers of those 
who must, some way be refitted into the 
productive structure of society. 

We face a condition, not a theory. 
What condition? In part, this : 

In the general military hospitals of the 
Nation, more than one-half the beds are 
occupied by patients with nervous and 
mental diseases, according to Lieut. Col. 
W i ll iam C. Porter of the Army Medical 
Corps. This figure includes veterans’ 
hospitals. 


The Army has no prow si on at present 
for any sort of limited service for these 
men after they have partially recovered. 
Ther' must be kept in the hospital until 
they are discharged. Colonel Porter es- 
timates that about one-fourth of all the 
beds in well-established general hospitals 
in the Army are occupied by such patients 
continuously. 1 After the}' are released, 
then what? 

The anxieties and tensions of war and 
other crises tend to increase alcoholism. 
With what result? “In Massachusetts, 
among first admissions to state mental 
hospitals in 1939, .... alcohol ranked 
third as a cause of mental diseases, con- 
siderably ahead of syphilis, which ranked 
sixth.” 2 If this is true in Massachusetts, 
what is the total for the Nation? 

The thirty-first annual report of the 
National Committee for Mental Hygiene 
says of the state mental hospitals “The. 
situation .... is daily becoming more 
critical and we must act to halt develop- 
ments that threaten a breakdown of 

their sendees Acute overcrowding, 

poor sanitation, dilapidated buildings, 
fire hazards, badly fed and poorly clothed 
patients, exposure to dangerous infections, 
shocking shortages of medical and nursing 
personnel, lack of essential therapies — 
the catalogue .... is a melancholy one. 
There is an estimated deficit of 150,000 
beds .... long waiting lists of patients, 

1 New York Times, Aug. 21, 1941, 

* Quart. J. Stud. Alcohol 2: No. 2 (Sept.) 1941. 
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many of whom languish in jails for want 
of hospital facilities.” This condition 
of affairs may in part be traced to econo- 
mies of the recent depression and is now 
further threatened by the induction of 
professional personnel into the armed 
forces and by state budget restrictions. 

The annual cost in public funds to 
maintain even such inadequate facilities 
as there are is nearly 3200,000,000, but 
only about S5, 000, 000 a year is allotted 
to the support of mental hygiene clinics 
to prevent the commitment of such men- 
tally ill patients, according to the Public 
Health Reports. 3 This same source al- 
leges that many cities of 50,000 to 100,- 
000 population have no qualified psy- 
chiatrist in practice and that “if they 
were distributed evenly according to 
population .... would provide one psy- 
chiatrist to every 57,247 persons in the 

country ” Well, in part, those are 

the conditions, believe it or not. 

Perhaps the lack of sufficient properly 
qualified medical personnel can be recti- 
fied in time. Perhaps the general prac- 
titioners, or at least many of them, can be 
re-educated to a better knowledge of how 
to understand and to treat these mental 
wrecks. Toward this end the Journal 
plans to publish from time to time articles 
on mental health which will be of particular 
interest to the general practitioner. 

Here and there “mental hygiene clinics 
are springing up, and in these child guid- 

i Pub. Health Rep. 56: No. 40 (Oct. 3) 1941. 


ance and habits are being stressed. The 
adult mental hygiene clinic appears to 
offer the most practical value.” Family 
care of some patients has been held to be 
safe for the community by Horatio M. 
Pollock, Ph.D., of the State Department 
of Mental Hygiene, writing in the Octo- 
ber, 1941, issue of Mental Hygiene. And 
it is well that some method of care for 
the psychoneurotic other than hospitaliza- 
tion should be receiving proper study and 
evaluation. 

A hospital plant “involves a minimum 
outlay of millions, 35,000,000 being about 
the average figure for a 2,000 bed hos- 
pital. The annual maintenance cost .... 
is approximately $800,000, and an at- 
tempt should be made to find less expen- 
sive methods of controlling mental dis- 
eases.” 4 

Is it not time for the various state 
medical societies and other groups in- 
terested in mental hygiene to appoint, if 
they have not already done so, hard- 
boiled, financially alert, and practical- 
minded committees on mental hygiene to 
study, in collaboration with civil agencies, 
the question of the best methods by 
which the urgent problems of the mentally 
ill can be solved inexpensively, rationally, 
practically, and in a manner realistically 
related to the inevitable lowered standard 
of living implicit in the Federal Tax pro- 
gram? 

* Gagnon, Solomon: New England J. Med. 225: 
No. 1 (July 3) 1941. 


How Long? 


In a recently published volume, Plain 
Words About Venereal Disease, Surgeon 
General Thomas Parran and his assist- 
ant, Dr. R. A. Vonderlehr, discuss the 
problem of venereal disease in the Army 
and Navy. Medical men have for many 
years advocated dealing with syphilis 
and gonorrhea realistically, at the source, 
as any other infectious disease is dealt 
with. But because of the fact that the 
source of these infections, arising in pros- 
titution and venery, is either profitable 
or pleasurable or both, progress has been 


much retarded. Free and factual dis- 
cussion has been discouraged by religious 
taboos and sabotaged by those who 
could reap huge profits from the exploita- 
tion of sexual intercourse as long as they 
could be protected from too much inter- 
ference in their business by constituted 
authority, itself often not above sharing 
generously in the proceeds of the traffic, 
as well as by the ignorance and fear of 
the customers. 

It is, therefore, a significant and 
practical advance when the New York 
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Times 1 discusses editorially the ques- 
tion of control of venereal disease in the 
armed forces. 

“Prostitution is the crux of the prob- 
lem presented. Wherever soldiers, sail- 
ors, and defense workers are mobilized 
the prostitutes are mobilized too. They 
settle down in shacks and houses. They 
come in trailers. They are highly or- 
ganized. They account for 25 per cent 
of all cases of syphilis in ordinary times 
and now for 75 per cent around camps 
and industries. Our tendency to treat 
syphilis and gonorrhea not so much as 
diseases but as the wages of sin partly ac- 
counts for the squeamishness of local 
communities to deal with the problem of 
prostitution drastically. Army and 
Navy officers have been little better. 
Despite all the evidence, they prefer 
regulation and inspection to suppres- 
sion.” 

The Times is a family newspaper. 
Families have sons in the armed forces 
and daughters in the community. Syphi- 
lis and gonorrhea are an individual 
and family concern. Both can be con- 
trolled if not eradicated. The knowledge 
and the means are available. 

It is true, as the Times points out, that 
honest difference of opinion exists as to 
the respective merits of regulation and 
suppression. But this is a minor mat- 
ter. The important thing is a body of 
public opinion, a body of family concern, 
which shall demand, and get, action 
based on available modem knowledge 
to remedy an absurd, stupid, and me- 
dieval tolerance of infectious diseases no 
different except in their symptoms and 
the manner of their acquisition from 
tuberculosis, leprosy, or typhoid. 

By such editorial comment as that to 
which we refer, the Times is initiating a 
powerful educational campaign in the 
place where it will do most good — namely, 
the home. Of the officers of the armed 
forces it says: 

“Their problem is difficult, because pros- 
titution does not stand by itself; it is 
part of a complex in which local poli- 


ticians, gangsters, real estate agents, a 
few corrupt physicians who issue certifi- 
cates of good health at a price, and some- 
times the police, are involved.” 

This places squarely in the laps of the 
local voters a responsibility to see that 
local police and health and legislative 
authorities get on the job and stay on it. 
Neither Washington nor the Arm} 1 ' or 
Navy can accomplish much without the 
help of local authorities backed by all the 
power of the will of the locality that these 
diseases be cleaned up. 

Sharp issue is taken by the Journal of 
the American Medical Association for 
November 29 with charges contained in a 
publicity article on the new book, Plain 
Words About Venereal Disease, and with 
some of the charges in the book itself. 
The Journal says that there seems to be 
every reason to believe that the venereal 
incidence in the Army is steadily declin- 
ing, notwithstanding charges to the con- 
trary in the publicity article and in the 
book. 

“Meanwhile,” says the Journal, "the 
Army Medical Department, confident 
that it is exerting every effort to make its 
control program effective, lists this out- 
line of its procedures: 

“(a) Physical examinations to prevent 
the induction into the service of selectees 
infected with venereal diseases. 

“(b) Education of the soldiers concern- 
ing the dangers of venereal diseases and 
advice as to the desirability of conti- 
nence. 

“ (c) Provision of prophylactic facilities 
for those who expose themselves to the 
risk of infection. 

“(d) Regular monthly physical in- 
spection of troops to detect infected indi- 
viduals. 

“ (e) Thorough treatment until all men 
who become infected are cured. 

“(f) Isolation of venereal disease pa- 
tients during the infective stages. 

“(g) Disciplinary measures for soldiers 
who become incapacitated because of 
venereal diseases, unless innocently ac- 
quired. 

“ (h) Cooperation with the Bureau of 
Medicine and Surgery, U. S. Navy; the 


1 Syphilis. And Defense, November 29, 1941, page 16. 
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U. S. Public Health Service; the Divi- 
sion of Medical Sciences, National Re- 
search Council; the American Social 
Hygiene Association; etc. 

“(i) The reporting to the responsible 
civil health authorities of known civilian 
sources from which soldiers are infected, 
in order that such sources may be traced 
and eliminated. 

“(j) The agreement with the U. S. 
Public Health Service whereby the latter, 
working through state and local agencies, 
has undertaken to eliminate civilian 
sources of venereal infection in extra- 
military areas. 

“(k) The May law which can be in- 
voked when — and preferably, as all 
leaders agree — only when existing civilian 
agencies responsible for the elimination 
of prostitutes in extramilitary areas fail 
to do so. 

“Plain Words About Venereal Disease 


tells of some plague spots — particularly 
in larger cities of the South and South- 
west — where segregated prostitution still 
prevails. The charge is made that 80 
per cent of commanding officers are op- 
posed to repression of prostitution and 
favor regulation (page 109). Yet actual 
newspaper accounts from many areas 
show that many officers are taking their 
responsibility most seriously. Perhaps 
the nation as a whole is not too ready to 
cede more of its obligations to federal 
control.” 

How long will it be before the several 
communities of the Nation will prepare 
and enforce, locally, as comprehensive 
a program to protect themselves as the 
Army and Navy are putting into prac- 
tice right now? 

In our view, the will to be rid of the 
sources of these infections must exist be- 
fore any program can be effective. 


' Buy U. S. Defense Botids and Stamps 


A Call to Service 
Dr. Frank H. Lahet 

President of the American Medical Association 

The establishment by the government of a Procurement and Assignment Agency 
properly places the responsibility for obtaining medical personnel in the hands of 
the medical profession. The success of this agency depends entirely on a few basic 
features: the complete cooperation of medicine in what even the most doubting 
must now admit is a truly national emergency; an unqualified willingness to serve 
the country however, wherever and whenever required; and a firm purpose to es- 
tablish the fact that medicine intends to maintain its place in the forefront as it al- 
ways has when a patriotic example is of such significance. 



THE DIRECT SUPRAVESICAL EXTRAPERIT ONEAL 
CESAREAN SECTION 

Raymond J. Pieri, M.D., and Francs R. Irving, M.D., Syracuse, New York 


A NY discussion of the modern evolution 
- of the truly extraperitoneal approach 
to the pregnant uterus, regardless of the 
technic employed, would be incomplete with- 
out at least an outline of the more ancient 
history of cesarean section. 

The delivery of an infant through the ab- 
dominal wall of its mother is probably cen- 
turies older than recorded history. It is 
likely that even the ancient Egyptians may 
have been aware of the procedure, and it is 
known that during many centuries of an- 
tiquity such operations were not rarely per- 
formed upon pregnant women who were pre- 
sumably dying or already dead. Indeed, 
Numa Fompilius 1 (715 b.c.), the second king 
of Rome, decreed it unlawful to bury a preg- 
nant woman before extraction of the fetus by 
abdominal section. Subsequently, the Ro- 
man law- made the latter procedure compul- 
sory throughout ancient Italy. While many 
instances are recorded of living children being 
thus born, 3 no claims are made that any 
mothers survived the ordeal. 

Before 140 b.c. the ancient Jewish laws, 4 
according to the Mischnejoth, made mention 
of the operation, while later (400 a.d.) the 
Talmud contained references to two types of 
abdominal delivery. 

Pickrell 5 states that the Chirurgis Guidcmis 
de Cauliaco (1363) was the first medical work 
to contain an account of the actual operation, 
while the first authentic case in which ab- 
dominal delivery was performed on the living 
woman was in 1491. Nearly a century later 
(1581) Rousset, in a published monograph, 
claimed successful abdominal delivery in 14 
cases. After Rousset and his claims of suc- 
cess, there was manifest in Europe a gradual 
increase in the number of accoucheurs who 
resorted to this means of delivery in compli- 
cated cases of dystocia. It must be remem- 
bered that advanced disease and deformity of 
the bony pelvis 6 were then more frequently 
encountered than at present. Vitamin and 
dietetic deficiencies and their relation to 
skeletal maldevelopment were still unknown. 


Head at the Annual Meeting of the Medical Society of 
the State of New York, Buffalo, New York, Apnl 19, 
1941. * 

From the Obstetrical Department of the College of 
Medicine, Syracuse University. 


In his excellent historical review Barry 7 
mentions the mortality rates following cesar- 
ean section reported during the nineteenth 
century from various parts of the scientific 
world. These ranged from 52 per cent 
(United States) and 84 per cent (England) to 
nearh’ 100 per cent (France and Austria) up 
to the year 1S69. Lister’s immortal work 3 
did not appear until 1867. Modern aseptic 
technic in obstetrics was still unborn. So 
was modern surgery. All laparotomies 
yielded a frightfully fatal toll. 

In spite of these abhorrent statistics, and 
the opposition to abdominal delivery which 
such dire results inevitably produced, cesarean 
section still remained, in some cases, the only 
alternative to destruction of the bring child 
by craniotomy. Aversion of the obstetric 
surgeon for the latter operation, plus its con- 
demnation by the Catholic Church, slowly 
overcame the deserved prejudices against 
delivery by abdominal section and encouraged 
repeated attempts at betterment of the sur- 
gical technic. 

Sanger 5 (1882), observing the principles of 
asepsis and by the use of sutures in the uterus, 
contributed much toward improvement of 
the operation. But with the passing years 
even the most refined skill in the performance 
of the original classic operation in unselected 
cases yielded, as it still yields, a high mor- 
tality rate (1 to 10 per cent). 

It is not surprising, therefore, that other 
types of section were devised. Porro 10 (1876) 
had introduced supravaginal amputation of 
the uterus after delivery of the child. This 
was followed by a decided decrease in the 
number of fatal results, especially in infected 
cases. 

The first premeditated low cervical section 
had been performed (DeLee) 11 by Osiander, 
of Goettingen, in 1805, and was repeated by 
the same operator in 1806. Jeorg 11 emulated 
Osiander. While none of the patients sur- 
vived these original procedures, the idea of 
incising the lower segment of the uterus was 
the forerunner of the present-day type of low 
cervical operation. 

Not until a century later did Frank 13 
(1907), of Cologne, recalling Osiander’s work, 
report his “exclusion” operation, whereby he 
entered the abdominal cavity by a transverse 
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Fig. 1. Relation of peritoneum to pelvic 
organs in nonpregnant state. A, parietal 
peritoneum; P, uterovesical space; E, extra- 
peritoneal space. 

suprapubic incision and then sutured the 
parietal peritoneum to the uterine peritoneum 
above the level of the lower uterine segment. 
He thus excluded the upper portion of the ab- 
domen from the operative field. Delivery 
was then accomplished through a transverse 
uterine incision. 

To Sellheim 14 and his prolific pen must go 
most of the credit for extensive studies and 
reports of the surgical anatomy of the pelvis. 
He found that the firm attachment of the 
peritoneum to the prevesical fascia is limited, 
for the most part, to the summit of the bladder, 
while laterally this adherence becomes less 
and less firm. Likewise, in 1910 he noted the 
advantages of operating through the low, 
noncontractile portion of the uterus. He de- 
vised several low cervical (intraperitoneal or 
transperitoneal) procedures, the so-called 
fourth operation of Sellheim providing the 
fundamental steps of the present laparotra- 
chelotomy of DeLee, Franz, Optiz, Kronig, 
and Beck. 

But none of these low operations — each of 
them greatly superior to the old, now almost 
obsolete, classic operation in which the con- 
tractile body of the uterus was incised — could 
completely overcome the lurking dread of 
peritonitis. Some danger of contamination 
as a result of uterine "spill” remained as a 



Fig. 2. Pregnancy at term. Deep engage- 
ment of head. A , parietal peritoneum; E, 
extraperitoneal space; F, transversalis fascia; 
P, uterovesical space; S, lower segment; V, 
visceral peritoneum. 

constant threat. This was especially true in 
the presence of infection, no matter how 
meticulously the exposed upper part of the 
abdomen was artificially isolated from the 
operative field. It is precisely in the in- 
fected case that extraperitoneal delivery be- 
comes a source of consolation to the sur- 
geon. 

To devise a truly extraperitoneal operation 
that can be performed with reasonable facility 
has long been the dream of the obstetric sur- 
geon. As early as 1820 Ritgen 15 attempted 
to enter the lower uterine segment by incising 
above and parallel to the right Pouparts’ 
ligament. By displacing the intact perito- 
neum upward and the bladder laterally he 
exposed and incised the uterus, but such 
severe hemorrhage ensued that the operation, 
gastroelytrotomy, was abandoned and com- 
pleted by the classic route. According to 
Dewees, 16 Physick had recommended a simi- 
lar operation in 1824 but had never attempted 
it. 

The year 1909 brought forth the two ex- 
traperitoneal operations of Doderlein 17 and 
Latzko. 18 The aim of each of these proce- 
dures is to reach the passive segment of the 
uterus by bluntly dissecting the peritoneum 
upward over the upper left of the bladder 
while that organ is pulled downward and to 
the right. Thus, there is exposed about one- 
half of the field originally covered by the 
latter organ. A longitudinal incision into 
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the uterus then serves as a means of deliver}- 
of the child. 

Aldrich 19 still further-modified this approach 
(1937) by incising the fascia of the perivesical 
capsule in the midline and retracting the 
bladder sufficiently to enter the uterovesical 
space. In the case of a large baby the space 
made available for deliver}- in these opera- 
tions, however, sometimes invited great risk 
of injur}- to maternal structures and made de- 
liver}- a formidable procedure. 

In the United States, until 1939, Davis, 90 
Burns, 51 Steele, 55 Norton, 53 and Aldridge had 
performed collectively what was probably the 
largest number of cases delivered by the 
Latzko or modified Latzko method. In 
January of that year Dr. Edward G. Waters 53 
reported a series of 32 cases in which he had 
successfully accomplished extraperitoneal de- 
liver}- in accordance with a new and ap- 
parently safer modification of operative 
technic. To demonstrate the surgical sim- 
plicity of this latter operation, to stress to 
the obstetric surgeon that it is both rational 
and practicable, and to emphasize its ad- 
vantages are the purposes of this presenta- 
tion. 

This so-called direct supravesical opera- 
tion is based upon certain well-established 
anatomic facts. 

The first essential, briefly expressed, is 
concerned with the distribution of the fascia 
endopelvina. 31-55 The latter (pelvic fascia) 
is practically a continuation of the transver- 
sals fascia, a thin, avascular aponeurosis 
which forms a line of cleavage between the 
inner surface of the transversus abdominis 
muscles and the extraperitoneal fat. The 
transversalis fascia lines the entire abdominal 
wall and in the midline separates the peri- 
toneum from the posterior sheath of the recti 
muscles from above downward to a short dis- 
tance below the navel. Here, the posterior 
rectus sheath terminates in a definite margin 
(linea semicircularis). From this point the 
transversalis fascia, lying now between the 
peritoneum and the posterior surface of the 
recti, descends to become more or less con- 
tinuous with the pelvic fascia. The main 
sheet of the pelvic fascia gives off four layers, 
one a laminated layer that encloses the 
bladder (fascia vesicae or perivesical fascia) 
and a second that envelops the uterus (fascia 
uteri). A third layer forms the vesicovaginal 
septum, while the fourth forms the rectovag- 
inal septum. 

It is well known to all who are familiar 
with surgery of the lower uterine segment 



Fig. 3. Pregnancy at term. Floating head. 
The bladder is distended with solution. A, 
parietal peritoneum; B, bladder; E, extraperi- 
toneal space; P, uterovesical space; S, lower 
segment; V, visceral peritoneum. 

that the peritoneum covering the uterovesical 
space (see Fig. 1) is freely movable and that 
the bladder can be separated from the uterus 
bloodlessly and with remarkable ease be- 
tween the respective fascial coverings of 
these two organs. This loose attachment be- 
tween peritoneum, bladder, and lower uterine 
segment, greatly increased during pregnancy, 
permits enlargement of the gravid uterus and 
proper function of the bladder (see Fig. 2), 
which obviously could not distend if restricted 
by rigid fascial or peritoneal bands. Only at 
the summit and posterior aspect of the bladder 
are the peritoneum and perivesical fascia in- 
timately adherent to each other. This close 
adherence is limited to a relatively small 
area. 

Cognizant of these factors, we have per- 
formed a series of extraperitoneal operations 
employing a technic that is practically identi- 
cal with that demonstrated by Waters. 

After the usual preoperative preparation 
for cesarean section, a retention catheter is 
connected to an ordinary irrigator containing 
500 cc. of sterile indigo-carmine or methy- 
lene blue solution, of which about one-half 
or more is allowed to flow into the bladder 
(Fig. 3). 

Distended in this manner, the bladder 
carries with it the adherent peritoneum up- 
ward into the superficial portion of the pro- 
posed operative area (the extraperitoneal 
space). This facilitates the t ask of dissec- 
tion. 
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Fig. 1. Relation of peritoneum to pelvic 
organs in nonpregnant state. A, parietal 
peritoneum; P, uterovesical space; E, extra- 
peritoneal space. 

suprapubic incision and then sutured the 
parietal peritoneum to the uterine peritoneum 
above the level of the lower uterine segment. 
He thus excluded the upper portion of the ab- 
domen from the operative field. Delivery 
was then accomplished through a transverse 
uterine incision. 

To Sellheim 14 and his prolific pen must go 
most of the credit for extensive studies and 
reports of the surgical anatomy of the pelvis. 
He found that the firm attachment of the 
peritoneum to the prevesical fascia is limited, 
for the most part, to the summit of the bladder, 
while laterally this adherence becomes less 
and less firm. Likewise, in 1910 he noted the 
advantages of operating through the low, 
noncontractile portion of the uterus. He de- 
vised several low cervical (intraperitoneal or 
transperitoneal) procedures, the so-called 
fourth operation of Sellheim providing the 
fundamental steps of the present laparotra- 
chelotomy of DeLee, Franz, Optiz, Kronig, 
and Beck. 

But none of these low operations — each of 
them greatly superior to the old, now almost 
obsolete, classic operation in which the con- 
tractile body of the uterus was incised — could 
completely overcome the lurking dread of 
peritonitis. Some danger of contamination 
as a result of uterine “spill” remained as a 



Fig. 2. Pregnancy at term. Deep engage- 
ment of head. A, parietal peritoneum; E, 
extraperitoneal space; F, transversalis fascia; 
P, uterovesical space; S, lower segment; V, 
visceral peritoneum. 

constant threat. This was especially true in 
the presence of infection, no matter how 
meticulously the exposed upper part of the 
abdomen was artificially isolated from the 
operative field. It is precisely in the in- 
fected case that extraperitoneal delivery be- 
comes a source of consolation to the sur- 
geon. 

To devise a truly extraperitoneal operation 
that can be performed with reasonable facility 
has long been the dream of the obstetric sur- 
geon. As early as 1820 Ritgen 15 attempted 
to enter the lower uterine segment by incising 
above and parallel to the right Pouparts’ 
ligament. By displacing the intact perito- 
neum upwaid and the bladder laterally he 
exposed and incised the uterus, but such 
severe hemorrhage ensued that the operation, 
gastroelytrotomy, was abandoned and com- 
pleted by the classic route. According to 
Dewees, 16 Physick had recommended a simi- 
lar operation in 1824 but had never attempted 
it. 

The year 1909 brought forth the two ex- 
traperitoneal operations of Doderlein 17 and 
Latzko. 18 The aim of each of these proce- 
dures is to reach the passive segment of the 
uterus by bluntly dissecting the peritoneum 
upward over the upper left of the bladder 
while that organ is pulled downward and to 
the right. Thus, there is exposed about one- 
half of the field originally covered by the 
latter organ. A longitudinal incision into 
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Fig. 7. The finger raises the peritoneal 
fold. Note the “tugging” of the fascia. Dis- 
section across the bladder proceeds from left to 
right. L S., lower uterine segment. 



Fig. S. As dissection continues the divested 
bladder drops downward. More and more of 
the lower segment is thus exposed. 


bladder fundus permits exposure of a portion 
of the lower uterine segment as the peritoneal 
fold or "sac” is carefully sought and identified 
(Fig. 6). 

The bladder is now emptied, and under 
direct vision the left index finger is introduced 
into the vesico-uterine space below the ex- 
posed peritoneal fold and is gradually insinu- 
ated toward the operator between the lower 
uterine segment and the bladder. With 
slight traction upward (Fig. 7) the edge of 
the peritoneal plica is placed on a stretch. 
The posterior perivesical fascia is now in 
front of the finger and is clearly visible “tug- 
ging” between the edge of the peritoneal fold 
and the bladder. Incision of this fascia with- 
out damage to peritoneum is now meticulously 
accomplished from left to right, the divested 
bladder dropping downward as it is freed in 
this fashion (Fig. 8) while the severed fascia 
adheres to the peritoneal fold above. In 
some cases a prominent median umbilical 
ligament (urachus) is encountered, apprizing 
the operator of the location of the midline. 
The dissection, however, traverses the entire 
adherent area. Experience has shown that 
preservation of the urachus is irrelevant and, 
therefore, optional. Any bleeding vessels 
injured during the dissection are easily li- 
gated with fine catgut. Shortly, the peri- 
toneal plica above is entirely freed from the 
bladder below. Between them in the back- 
ground (Fig. 9) lies the lower uterine segment. 
Excellent exposure of the latter is secured, 
using a wide, curved retractor to hold the 



• FlG ‘ , Tlle nterovesical fold of peritoneum 
is completely separated from the bladder, which 
is now held behind the pubes by means of a re- 
tractor. 


bladder downward, a lateral retractor on each 
side, and a fourth to retract the freed and in- 
tact ve^co-uterine fold above. The opera- 
tive field is spacious, bloodless, and completely 
extrapentoneal. Even additional space, sel- 
dom necessary, may be created by bluntly 
separating upward more of the peritoneum 
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Fig. 4. (After Waters ) A T-shaped incision 
is made over the bladder down to muscularis 
The peritoneal attachment is above the trans- 
veise portion of the incision 



Fig. 5. Dissection of the perivesical fascia up- 
ward carries with it the adherent peritoneum. 


The operator works usually from the pa- 
tient’s right side. Through either a low left 
paramedian incision or a Pfannenstiel inci- 
sion the recti muscles are separated and re- 
tracted laterally from the midline, exposing 
the intact transversalis fascia between the 
linea semicircularis above and the pubes be- 



Fig 6. As the peritoneum and fascia are dis- 
sected upward, the left top of the bladder is 
carefully pushed downward, revealing L S 
(the lower uterine segment) and the left margin 
of the peritoneal “sac ” 


low. The area thus exposed demarcates the 
proposed operative field. The outline of the 
distended bladder is visible through the intact 
transversalis fascia, which is now carefully 
incised vertically to expose the underlying 
and more closely ivoven layers of the peri- 
vesical capsule of fascia. 

A short (1 or l*/ 2 inch) vertical incision 
through the laminations of this fascia down 
to the bladder muscularis is now- cautiously 
made in the midline, beginning a few centi- 
meters below the bladder fundus in order to 
avoid the peritoneum. Various small blood 
vessels on the surface of the muscularis aid as 
a landmark at this stage of the procedure. 
With the closed scissors or with the knife 
handle the fascia is freed from muscularis 
and incised transversely. The bladder mus- 
cularis has now partially been exposed by two 
incisions not unlike the letter T (Fig. 4) made 
through the anterior perivesical fascia. Sep- 
aration of the fascia above the transverse in- 
cision (Fig. 5) carries upward with it the peri- 
toneum. Meanwhile, with the aid of a 
sponge, separation of the bladder downward 
is be-un over the upper left border of this 
organ" seeking the margin of the vesico-uterine 
fold This step is facilitated by previous 
labor and by the usual dextrorotation of the 
pregnant uterus, which makes the left portion 
of the vesico-uterine space more shallow. 
Here, the loose areolar tissue lateral to the 
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TABLE 1. — Results or Operation in 11 "Clean” Cases 


Case 

Hours of 

Delivery 

.—Baby’s 

Weight— - 


Compli- 

Day of 
Discharge 

No. 

Labor 

by 

Pounds 

Ounces 

Culture Yield 

cations 

1 

11 

Version 

6 

10 

Negative 

Infected 

wound 

19 

6 

19 

Forceps 

8 

14 

Staphylococcus 

None 

14 

7 

H 

Yectia 

7 

1 

Negative 

None 

12 

9 

21 

Manual 

7 

7 

Negative 

None 

14 

12 

0 

Breech 

7 

3 

Negative 

None 

14 

13 

0 

Forceps 

Vectis 

7 

0 

Negative 

None 

13 

14 

23 

8 

2 

Negative 

None 

15 

15 

29 

Vectis 

8 

4 

Negative 

None 

14 

17 

0 

Vectis 

6 

14 

Negative 

None 

13 

19 

17 

Vectis 

7 

15 

Negative 

None 

14 

20 

15 

Vectis 

S 

3 

Negative 

None 

12 


TABLE 2. — Results or Operation in 9 Cases or Actual or Suspected Uterine Inpectios 


Case 

Hours of 

Tem- 

perature 

✓—Baby’s 

Weight — ^ 

No. 

Labor 

F. 

Pounds 

Ounces 

o 

96 

103.2 

8 

9 

3 

29 

101 

7 

10 

4 

34 

9S.ff 

10 

8 

5 

26 

102 

9 

10 

8 

39 

100.8 

10 

3 

10 

29 

100.2 

8 

0 

11 

34 

9S.6 

8 

0 

16 

37 

101.5 

7 

7 

18 

56 

102.1 

7 

13 


Culture Yield 

Delivery 

Complica- 

Day of 
Dis- 

by 

tions 

charge 

Staphylococcus, 

streptococcus 

Negative 

Vectis 

Infected 

wound 

21 

Forceps 

None 

15 

Staphylococcus 

Version 

Infected 

wound 

Distention 

17 

Streptococcus 

Version 

17 

Bacillus coli, 
staphylococcus 

Vectis 

None 

14 

Negative 

Forceps 

None 

14 

Negative 

Forceps 

Infected 

wound 

None 

16 

Negative 

Forceps 

13 

Negative 

Forceps 

Profuse 

drainage 

19 


For purposes of comparison, all of the so- 
called “clean” cases, including the four elec- 
tive operations, are tabulated in Table 1. It 
will be seen from this table that the results 
following the extraperitoneal operation in this 
group compare favorably with those that 
might be expected to follow any transperi- 
toneal lower segment operation in similar 
cases. Case 1 was a primipara with an im- 
parted shoulder presentation. A purulent 
infection of the incision was the sole cause of 
her longer-than-average stay in the hospital. 
The recovery of the staphylococcus organism 
by culture during operation in Case 6 did not 
affect convalescence. 

The cases that were considered as poten- 
tially infected are included with those that 
were assum ed to be actually infected. These 
are listed in Table 2. It is evident from this 
table that no serious complication was en- 
countered in spite of positive culture reports 
in several instances. Aside from the wound 
infections, only 1 case presented any abdom- 
inal signs. This was Case 5, in which marked 
abdominal distention was noted on the sec- 
ond day. Prompt relief followed the admin- 
istration of prostigmin and a simple enema. 
Eight of this group were morbid postopera- 
tively, a not unexpected sequel to their fe- 
brile preoperative condition. 

During delivery of the baby the preserva- 
tion of the integrity of the peritoneal fold 


and of the incision in the lower uterine seg- 
ment was remarkable. The former was not 
injured, while in only 1 case was extension of 
the uterine incision observed, although ver- 
sion and extraction were performed in 3 cases. 

Conclusions 

1. Twenty cases of direct supravesical 
extraperitoneal cesarean section are presented. 

2. There was no maternal or fetal mor- 
tality in this series. 

3. The results in these cases, 9 of which 
were preoperatively termed actually or po- 
tentially infected, were uniformly good. 

4. The technic of the operation proved to 
be not too difficult, although meticulous care 
had to be taken in the separation of bladder 
fascia from bladder muscularis. 

5. The birth opening made available by 
following this technic proves to be larger and 
more accessible than that secured by the 
Latzko or modified Latzko method. 

6. With a not too difficult operation at his 
disposal the obstetric surgeon can, with greater 
equanimity, allow the borderline case a 
longer test of labor. 

7. Especially in infected cases, it is hoped 
that other hands will further demonstrate the 
safety and satisfactory results of what we 
believe to be an operation that will enable the 
accoucheur to reduce the hazards in this type 
of case. 
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Fig. 10. Additional retractors expose a wide 
area of the lower segment. The proposed 
crescentic incision is made as indicated (see 
text). 


from the anterior surface of the lower seg- 
ment. 

The uterine incision is started as a “nick” 
in the lower segment about an inch above the 
bladder retractor. Culture of the amniotic 
fluid is routine. With bandage scissors the 
incision, as recommended by Dr. Waters, is 
carried widely toward each side, curving the 
ends upward to a level 1 to l 1 /* inches above 
the original nick. This creates a crescentic 
apeiture, the curved diameter (Fig. 10) of 
which makes possible a much larger opening 
than could be provided by any straight in- 
cision similarly located. The spill is re- 
moved by suction. 

In vertex presentations, either the face or 
the vertex is brought to the front, delivery 
being accomplished manually or with for- 
ceps exactly as in laparotrachelotomy, or (as 
also recommended by Waters) a single blade 
of the instruments, aided by suprafundal 
pressure, may be used as a vectis to raise the 
head out of the pelvis. Simultaneously, 
ergotrate is administered intravenously, thus 
usually obviating the necessity of manual ex- 
traction of the placenta and membranes, a 
maneuver that is especially undesirable in 
the piesence of infection. Several T-shaped 
clamps are used to grasp the edges of the 
uterine wound. The operative field is sponged 
dry, and the uterine incision is closed by 
two layers of running chromic No. 1. sutures. 
The second layer (Lembert) inverts the first 
layer and effectively seals the operative field 
from the uterine cavity and vagina. 

Using warm moist sponges, inspection is 


carefully made for bleeding points and dam- 
age to the bladder, which is refilled mean- 
while if necessary. The transversalis fascia 
over the bladder is sutured, and the uterovesi- 
cal space is drained with rubber tissue. The 
peritoneal fold is then allowed to fall into 
place (but is not sutured). Two or three 
sutures are used to coaptate the separated 
recti muscles. Ordinarily, no retention su- 
tures are considered necessary, the closure 
being completed with a continuous chromic 
No. 2 suture in the rectus fascia and clips to 
the skin. 

The catheter is permitted to remain in the 
bladder forty-eight hours, while the rubber 
drain, depending upon the degree of infection 
present, is not removed for three to five days. 

Summary of Results in 20 Cases 

During the ten months preceding this re- 
port we have performed the operation 
as above described upon a series of 20 
patients without maternal or fetal mortality. 

The operating time is of interest, varying 
from ninety minutes to forty-two minutes. 
In general, the earlier operations consumed 
more time because of inexperience with the 
technic. With 3 exceptions in which nitrous 
oxide, oxygen, and ether w r ere employed, 
spinal anesthesia was chosen. In 5 cases the 
peritoneal cavity was inadvertently opened 
during dissection but before incising the 
uterus. In each instance the opening was 
immediately tied off (not sutured) before 
continuing the operation. In 2 instances the 
bladder was entered and repaired at once. 
In neither case did any vesical complication 
follow. 

Fifteen of our cases were primiparas and 5 
w r ere multiparas. Sixteen had been in labor 
for periods that varied from eleven hours to 
ninety-six hours. Four operations were per- 
formed as elective procedures prior to the 
onset of labor. Three of these were upon 
women each of whom had been delivered once 
previously by laparotrachelotomy. The 
fourth was an elderly primipara with a breech 
presentation near term and a borderline 
pelvis. 

Of the 16 patients who had been in labor, 7 
were “clean” cases and 9 were actually or 
potentially infected at the time of operation. 
Vaginal examinations during labor or rup- 
tured membranes of over ten hours’ duration 
were the criteria for our classification of po- 
tential infection. The presence of fever was 
the additional criterion for assuming the pres- 
ence of actual infection. 
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An Analysis of 108 Clinic Patients 

Ralph R. Braund, M.D., and George E. Binkley, M.B. (Tor.) F.A.C.S., 

New York City 


PROGRESS during the last twenty- 
L years in the treatment of cancer of the 


■five 

rec- 


tum is encouraging to all students of oncology. 
Xo greater strides have been made in the en- 
tire field of cancer therapy. Improved pre- 
operative and postoperative management has 
given the surgeon better control of the met- 
abolic processes of patients. This, together 
ivith improvements in surgical technic, has 
resulted not only in a lower operative mor- 
tality but also in an increased operability 
rate and a higher percentage of five-year sur- 
vivals. 


Twenty-five years ago the operability in 
the larger private clinics did not exceed 30 
per cent, with an immediate mortality of 20 
per cent plus. Today, in some private clinics 
the operability rate for rectal cancer has 
reached the high average figure of 60 per cent, 
"Kith an operative mortality under 10 per cent. 
More encouraging is the corresponding in- 
crease in the number of five-year survivals 
from 26 per cent in 1925 to 60 per cent plus 
in 1910. Unfortunately, however, the early 
diagnosis of cancer of the rectum has not kept 
pace with the advances made in treatment. 

In the free clinic of the Memorial Hospital 
so many new patients are seen with far-ad- 
vanced and hopelessly incurable cancer of 
the rectum that we thought it would be of 
interest to determine the reasons for the de- 
lay in these patients presenting themselves 
for treatment. It is hoped that by present- 
ing these reasons, together with the sympto- 
matology and proper methods of examination, 
the general practitioner may become more 
“cancer conscious” and arrive at the proper 
diagnosis without undue delay. 

The general practitioner has the greatest 
opportunity to recognize the disease in the 
early stages. The extensive educational pro- 
gram for the laity conducted by radio, press, 
and lecture will be of no avail if physicians 
fail to make an early diagnosis of a cancer 
and tail to give adequate advice. 

Detailed histories were taken on 108 un- 
selected patients with cancer of the rectum 
who were admitted to the rectal clinic be- 
tween July 1, 1939, and December 31, 1940. 


From the Colon and Rectal Service of Memorial Hos- 
pital for the Treatment of Cancer and Allied Diseases. 
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We were interested chiefly in family history', 
symptomatology, time interval from onset of 
symptoms until they sought medical advice, 
type of examination and treatment received 
prior to admission, and lapse of time before 
reference to the clinic. 

Family History 

It is difficult to obtain an accurate family- 
history of cancer from many- patients. This is 
true when dealing with a group, many of 
whom are foreign bom and have little knowl- 
edge of the cause of death of members of 
their families. The feeling that cancer stig- 
matizes a family is also encountered. Pa- 
tients may- stoutly- deny such history and 
then, after reflecting that truth might affect 
the method of treatment, report at their next 
clinic visit instances of cancer in the family. 
Thirty-one, or 28.9 per cent, of our patients 
gave a family history of cancer in 41 relatives, 
10 of whom had cancer of the rectum (Table 
1 ). 

Symptomatology 

Symptoms usually described in textbooks 
as offensive, purulent, bloody stool, alternate 
diarrhea and constipation, pain, weight loss, 
intestinal obstruction, tenesmus, wasting, 
and cachexia are not early manifestations of 
the disease, though they are too often present 
before the diagnosis of rectal cancer is made. 
In our experience they are invariably associ- 
ated with large advanced lesions, frequently- 
inoperable and incurable. 

To record, in sequence, symptoms caused 
by carcinoma of the rectum is difficult if one 
desires to emphasize early manifestations of 
the disease.. Confusion is added by the fact 
that many- intestinal conditions produce the 
clinical picture of carcinoma. Unfortunately, 
the early , almost unnoticed changes in bowel 
habits produced by rectal cancer often mis- 
lead the physician because they are easily 
relieved by bland diets and mineral oil. The 
early symptoms of rectal cancer may- be sum- 
med up by the statement that any mild sy-mp- 
tom that is sufficient to attract the patient’s 
attention to this part of his anatomy may be 
a symptom of cancer. In these patients the 
nrst recognizable symptoms of their rectal 
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Discussion 

Dr. E. G. Waters, New York City — It must be 
apparent to one who considers the anatomy of 
the pelvis, and especially fascial distribution, 
that there are but two feasible anatomic ap- 
proaches to the uterus by an extraperitoneal 
route One is a paravesical approach with lat- 
eral displacement of the bladder, and the other is 
a supravesical approach 

The paravesical approach was first proposed in 


1806 by Joerg and was first performed by Ritgen 
in 1821. Thomas in 1871 and Asa B. Davis in 
1915 and 1924 reported experiences with an oper- 
ation embodying the same approach. In 1909 
Latzko again made a paravesical approach to the 
uterus but entered the abdomen in a totally dif- 
ferent manner. He used a left lower rectus ap- 
proach, distending the bladder to outline it and 
to reach the extraperitoneal space, thus avoiding 
the inguinal incisions of the other operators 
The supravesical approach w as first proposed by 
Physick in 1824, and unsuccessful attempts were 
made to develop a satisfactory technic in 1908 by 
Frank and in 1909 by Sellheim 

The first series of 32 cases which I reported in 
1939, illustrating anatomic principles not previ- 
ously given sufficient attention, represents a 
utihzation of the second or supravesical type of 
approach I wish to compliment Drs. Pieri and 
Irving on the excellence of their presentation and 
for the pictures we have seen here. We are con- 
vinced from our own experience with the opera- 
tion that it fills a place in operative obstetrics for 
the management of the potentially and actually 
infected case in labor better than any other pro- 
cedure with which w e have had experience. We 
have, at this time, more than 150 patients oper- 
ated on by the supravesical approach according 
to the technic I first outlined in 1937, with but 1 
death As a matter of fact, mortality in this 
group of cases, representing the w orst risks w here 
the highest mortality figures might be expected, 
actually show s a low er mortality rate than for all 
other forms of cesarean sections performed on so- 
called “clean cases ” 

Obviously, this is not an operation for the 
tyro or the occasional obstetric operator. It 
demands a theoretic and working knowledge 
of pelvic anatomy, especially of the investing 
endopelvic fascia It has completely displaced 
Porro, Portes, and similar operations in our clinic 
Many “borderline” cases have avoided cesarean 
operations by getting more adequate trial labors 
With an operation of this sort in reserve, one 
needs to hasten less We confidently believe 
that further experience by those whose combina- 
tion of pelvic anatomic knowdedge, operative 
ability, and obstetric judgment is good will prove 
the operation a safe procedure for use on the 
worst cases we encounter. 

The experiences of Dr. Eisaman in Pitts- 
burgh, Drs. Irving and Pieri, and others now em- 
ploying this technic seem to justify this confi- 
dence. 


A Vicar had been beaten badly on the golf 
links by a parishioner thirty years his senior, 
and he was rather disgruntled “Cheer up,” 
his opponent said “Remember, you win at 


the finish You’ll probably be burying me some 

da “Even then,” said the Vicar, “it will be your 
jjolg ” —Canadian Doctor 
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Mucus . — Mucus is a common finding in 
conditions producing prolonged frequency of 
stool. This too often leads to the diagnosis 
of colitis when the real disease is a precan- 
cerous polyp or a carcinoma. The mucus 
resulting from carcinoma is usually accom- 
panied by frequent stools, pus, blood, and 
foul-smelling flatus. It is indicative of ulcera- 
tion and advanced disease. The presence of 
mucus was noted by 31 patients at the time 
of admission. In only 1 case was it the first 
symptom noted. 

Other Symptoms . — Other symptoms fre- 
quently seen have been summarized in Table 
2 and need not be taken up in detail. They 
are all evidence of well-established disease. 


Duration of Disease Before Treatment 

The duration of disease for each patient 
was computed from the onset of symptoms 
that could be interpreted as due to cancer. 
All patients considered were admitted to the 
free clinic of the Memorial Hospital. In 
some instances they had delayed seeking 
medical care because of their inability to pay 
for private medical sendee. Others delayed 
because they failed to recognize the serious- 
ness of their symptoms; still others, because 
they suspected the presence of cancer and 
feared the truth. The average inten-al from 
onset of symptoms to seeing a physician was 
eight and nine-tenths months. Rosser 5 re- 
ports an average time from onset of symptoms 
to operation of ten months. Shedden 5 states 
that 63 per cent of his 111 cases delayed four 
or more months before diagnosis was made 
and that 41 per cent delayed seeking medical 
opinion two months or more. Brindley, 2 in a 
review of 167 cases, finds an average duration 
of symptoms before examination of nine 
months, and in those patients with inoperable 
lesions it averaged fourteen months. 

Eight of our 108 patients came directly to 
the clinic and had not seen a physician prior 
to their admission. Of the remaining 100 
patients, an accurate diagnosis was made 
early in 25, and they were referred to the 
clinic within one month from the day they 
first sought medical opinion. In the remain- 
ing 75 patients there was an average addi- 
tional delay of nine and nine-tenths months 
from the time they sought medical advice 
until they were referred to the clinic. Analy- 
sis of Table 3 indicates that 69.4 per cent 
of the 108 patients remained untreated for an 
average of eighteen and eight-tenths months 
after the onset of symptoms. One-half of 


TABLE 3. — Duration or Disease Betore Treatment 


Number 

of 

Patients 


Before seeking medical advice, 

aU patients 10S 

Admitted without previous 

medical advice S 

Referred within one month after 

seeking medical advice 25 

Referred later than one month 

after seeking medical advice 75 

Delay after seeking medical ad- 
vice before referral to the clinic 75 

Duration of disease before ad- 
mission 75 


Average 

Delay, 

Months 

S.9 


9.9 

1S.S 


this delay interval was due to the failure of 
physicians to make the correct diagnosis. 

It is the duty of every physician to make a 
careful rectal examination of every patient 
who presents hims elf with a complaint refer- 
able to any part of the gastrointestinal tract. 
The procedure is simple, being easily per- 
formed in the office. The only prerequisite 
for a satisfactory examination is that the 
bowel must be thoroughly cleansed. This is 
accomplished by the oral administration of 
castor oil or licorice powders the day' before. 
Should there be a suspected obstruction, we 
prefer cleansing the rectum with enemas. 

Rectal examination consists of inspection 
of the perianal skin, palpation of the anal 
canal and lower rectum with the finger, and 
inspection of the lower sigmoid, rectum, and 
anal canal by means of suitable instruments. 
The preliminary examination may be carried 
out in the Sims position. By haring the pa- 
tient bear down, the physician is able to pal- 
pate the upper limits of the rectum. Sig- 
moidoscopic examination is performed with 
the patient in the knee-chest position, the 
knees separated about 8 inches, the head 
turned to one side, and the side of the pa- 
tient’s face resting on the examining table. 
If the face is turned to the right, the left arm 
and forearm are placed beneath the patient, 
permitting the patient’s left shoulder to rest 
on the table. This prevents the tendency of 
the patient to crawl forward during proctos- 
copy. The back must be flat or scaphoid, 
never arched. An electrically lighted, well- 
lubricated sigmoidoscope is passed, and 
careful inspection is made of the lower sig- 
moid, rectum, and anal canal. Should a 
tumor be found, a confirmatory biopsy must 
be taken in every instance. The presence of 
streaks of mucus or blood on the wall of the 
rectum may denote a tumor above the field 
of vision. 

X -ray studies may often fail to reveal the 
presence of lesions in the rectum proper, even 
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TABLE 1 . — Family Hibtory of Patients tyitb Rectal 
Cancer 


Patients with no history of cancer in family, 77 
Patients with history of cancer in family, 31 


Relationship of Member "Who 

Rectal 

Other 

Had Cancer 

Cancers 

Types 

Fathers 

1 

9 

Mothers 

3 

4 

Sisters 

1 

7 

Brothers 

4 

6 

Maternal aunts 

1 

1 

Paternal aunts 


1 

Paternal uncles 


1 

Paternal grandfathers 


1 

Paternal great uncles 


1 • 

Total 

10 

31 


TABLE 2. — -Symptoms Noted by 10S 
Rectal Cancer 

Patients with 

Symptoms of Rectal 

First 

Noted Before 

Cancer 

Symptom 

Admission 

Blood in the stool 

32 

87 

Constipation 

30 

51 

Flatus 

28 

47 

Diarrhea 

12 

36 

Pain 

4 

36 

Mucus in the stool 

1 

31 

Loss of weight 

0 

20 

Change in size of stool 

0 

18 

Tenesmus 

0 

14 

Obstruction 

0 

8 

Loss of appetite 

1 

1 


cancers were, in their order of frequency, blood 
in the stool, constipation, increase in flatus, 
diarrhea, pain, and mucus (Table 2) . 

Blood in the Stool. — Blood in the stool may 
have its origin in any portion of the alimen- 
tary tract and is frequently associated with 
rectal cancer. Persistent bright blood, un- 
less associated with extreme diarrhea, is in- 
dicative of ulcerative pathology below the 
splenic flexure. Low-lying lesions may pro- 
duce tarry stools if evacuation is delayed 
or if the physiologic action of the bowel 
moves the contents of the ampulla and recto- 
sigmoid upward. Since hemorrhoids may 
cause bleeding, they sometimes result in an 
error in diagnosis. Shedden 8 reports that 36 
of 111 cases of carcinoma of the rectum had a 
previous diagnosis of “piles.” The cancer 
bleeding in the beginning may be only a faint 
pink in the toilet or on the cleansing paper. 
In other instances there may be frank hemor- 
rhage of sufficient magnitude to produce ten 
or more evacuations of nothing but blood 
during a twenty-four-hour period. The pass- 
ing of blood with the stool was the first 
symptom noted by 32 of our patients; 87 of 
the group had rectal bleeding at some time 
prior to admission. 

Constipation. — The word “constipation” 
is an indefinite term. By constipation, as an 
early symptom, we mean a sudden or gradual 
onset of difficulty in securing a good evacua- 
tion where there had previously been soft, 


well-formed, daily stools. As the bowel 
sluggishness progresses, large doses of cathar- 
tics are often taken without satisfactory elim- 
ination. Barely have we seen the clinical 
picture of constipation alternating with diar- 
rhea, a condition so frequently described in 
textbooks. Fifty-one of our patients com- 
plained of constipation as one of the symp- 
toms of their disease; in 30 it was the first 
symptom. 

Flatus. — In 28 patients an appreciable in- 
crease in flatus was the first symptom of their 
disease. It was noted by 47 before admission. 
Flatus is usually considered dietary, but in an 
individual eating his customary diet we be- 
lieve it has definite clinical significance and 
should lead to a suspicion of neoplasm in the 
large bowel. It is often an early symptom of 
rectal cancer and is readily noticed by the 
patient because of the foul odor due to slough- 
ing of tumor tissue. In 2 patients it was the 
only symptom at the time of admission and 
was the cause of their seeking medical aid. 

Diarrhea or Frequent Bowel Movements . — 
Although diarrhea is a common symptom of 
cancer of the rectum and was noted by 36 of 
our patients before coming to the clinic, it was 
the first symptom in only 12 cases. It is usu- 
ally associated with a large, ulcerated, in- 
fected 'lesion and consists of the frequent 
passage of mucus, blood, liquid feces, and 
foul-smelling flatus. 

Pain. — Pain from cancer of the rectum is 
due to any one of three causes or to a combina- 
tion of the three. Frequent evacuations may 
produce acute, severe anal pain. There may 
also be pain or ache referred to the buttocks 
or over the coccyx and sacrum. The second 
type of pain produced by partial obstruction 
is colicky and is relieved by expelling flatus 
or stool. It comes and goes, being readily 
produced should the patient be subjected to 
undue nervous strain. Colicky, cramplike 
pain is located chiefly in the lower left abdom- 
inal quadrant and is more marked with lesions 
about the rectosigmoid junction. The lumen 
need be only mildly constricted by an annular 
or pedunculated lesion to produce such pain. 
The third type of pain is that produced by in- 
vasion or compression of the regional sensor} 7 
nerves. This is a relatively late symptom 
and indicates perirectal extension or involve- 
ment of the anal canal. The patients de- 
scribe it in the beginning as an ache in the 
region of the lower sacrum and coccyx. In 
the present group of patients only 4 had pain 
as an initial symptom, while 36 had pain at 
the time of admission. 
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Summary 

1. The great progress made in the last 
twenty-five years in the treatment of cancer 
of the rectum has not been accompanied by a 
corresponding improvement in making an 
early diagnosis. 

2. Thirty-one of 108 patients gave a 
definite history of cancer in 41 blood rela- 
tives, 10 of whom had cancer of the rectum. 

3. The early symptoms of rectal cancer 
simulate the symptoms of inflammatory dis- 
ease of the anus and rectum. The symptoms 
listed here and in the literature are symptoms 
of unknown pathology that on proper ex- 
amination may prove to be due to a well-es- 
tablished cancer. 

4. The 108 patients sought medical ad- 
vice on an average of eight and nine-tenths 
months after the onset of symptoms attribut- 
able to their rectal cancer. 

5. Of the 100 patients referred by their 


family physicians, the disease was diagnosed 
without undue delay in 25, and they were re- 
ferred within one month after their first visit. 
In 75 patients there was an additional aver- 
age delay of nine and nine-tenths months be- 
fore they were referred to the clinic. During 
this delay they received inadequate or im- 
proper therapy. 

6. The delay in making immediate diag- 
nosis was the result of the physician’s failure 
to make a complete rectal examination or his 
inability' to interpret his findings. 
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DERMATOLOGY COURSE TO BE GIVEN 
A course on dermatology has been arranged by 
Dr. George M. Mackee,' New York Skin and 
Cancer Unit, New York Post-Graduate Medical 
School and Hospital, Columbia University, for 
the Montgomery County Medical Society. The 
lectures, to be held at the Elks Club, Amster- 
dam, New York, on Tuesday evenings at 8:30 
p.m., follow: 

January 6. — The Modem Conception of Al- 
lergy; Its Relation to Derma- 
tology. (Lantern slides.) 

Francis Pascher, M.D., instructor 
in dermatology and syphilology, 
New York Post-Graduate Medi- 
cal School, Columbia University, 
New York City 

January 13. — The Diagnosis and Treatment of 
Common Skin Diseases. (Ex- 
clusive of eczema, drug eruptions, 
cancer and syphilis.) 

Laird S. Van Dyck, M.D., asso- 
ciate, Department of Derma- 
tology and Syphilology, New York 
Post-Graduate Medical School, 
Columbia University, New York 
City 

January 20. — The Modem Conception of Ec- 
zema with Special Reference to 
Dermatophytosis (Athletes’ Foot) . 
(Lantern slides.) 

Royal M. Montgomery, M.D., 
instructor in dermatology and 
syphilology, New York Post- 
Graduate Medical School, Co- 
lumbia University, New York 
City 


January' 27. — Drug Eruptions. (Lantern 
slides.) 

E. W. Abramowitz, M.D., associ- 
ate clinical professor of derma- 
tology and syphilology, New 
York Post-Graduate Medical 
School, Columbia University, 
New York City 

February 3. — The Diagnosis and Treatment of 
Cutaneous Cancer and Precan- 
cerous Lesions. (Lantern slides.) 
Frank Fraser, M.D., consultant, 
Department of Dermatology' and 
Syphilology, New York 'Post- 
Graduate Medical School, Co- 
lumbia University, New York 
City 

February 10. — Cutaneous Tuberculosis and Al- 
lied Conditions. (Lantern slides.) 
Anthony C. Cipollaro, M.D., as- 
sociate, Department of Derma- 
tology' and Syphilology, New 
York Post-Graduate Medical 
School, Columbia University, 
New York City 

February 17. l ire Diagnosis, Cutaneous Mani- 
festations, and Clinical Course of 
Syphilis. 

Girsch Astrachan, M.D., associ- 
ate, Department of Dermatology 
and Syphilology', New York 
Post-Graduate Medical School, 
Columbia University, New York 
City 
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T ^BLE 4 — Types of Examination Given Prior to 
Admission 


Patients 


Digital only 


37 

X-ray only 


9 

Proctoscopy without biopsy 


23 

Proctoscopy with biopsy 


11 

No examination 


20 

Total 


100 

TABLE 5 — Number of Physicians Seen Prior to 

Admisbion 



Patients Physicians 


54 

1 


31 

2 


11 

3 


3 

4 


1 

5 


8 

0 



without the benefit of a contrast medium. 
Such an examination is only a gesture and 
has no diagnostic value (Table 4). 

In Table 5 we show the number of phy- 
sicians seen by each patient before being re- 
ferred to the clinic. This shopping for medi- 
cal care by 46 patients who saw from two to 
five physicians is evidence of the patients' 
dissatisfaction with, and failure to improve 
under, the prescribed treatment. In a few 
instances it was the direct result of being ad- 
vised that an operation was essential. These 
patients, having the layman’s dread of an 
operation, would seek further confirmation 
of its necessity. 


TABLE 6- 


-Treatment Received b\ 77 Patients Prior 
to Admission 


Diet and medicine 
Hemorrhoidectomy 
Injections for hemorrhoids 
Fulguration 

Attempt at local excision through the rectum 

X-rays 

Radon 

Suppositories 

Injections of % accines made from excretions 

Colonic irrigations with application of AgNOi 

Application of AgNOs 

Prostatic messages 

Sitz baths 

Olive oil enemas 

Vitamin B pills 

Abdominal belt 

Total 


Patients 

35 

8 

3 
1 

4 
2 
4 
7 
4 
2 
2 
1 
1 
1 
1 
1 

77 


when quite large. The rectum is capable of 
holding large quantities of barium and fills so 
readily that the lesion is often obscured unless 
the radiologist is especially astute and has 
been forewarned of the possibility of a low 
lesion; therefore, x-ray investigation of the 
terminal parts of the intestinal tract should 
not be employed prior to sigmoidoscopic ex- 
amination. 

Of the 100 referred patients, 20 had not re- 
ceived a rectal examination, their treatment 
having been based on their symptoms. 
Thirty-seven had received a digital examina- 
tion, which should have been sufficient to 
make a tentative diagnosis had the examina- 
tion been properly performed. In this group 
of patients over 90 per cent of the rectal can- 
cers were within reach of the examining finger. 
Thirty-four of the group had received a proc- 
toscopic examination prior to admission. 
Unfortunately, it was delayed in many in- 
stances until tlie disease was far advanced. 
A confirmatory biopsy had been obtained on 
only 11 patients. Nine patients had re- 
ceived only an x-ray examination. One pa- 
tient had received a fluoroscopic examination 


Treatment Given Prior to Admission 

Table 6 illustrates the numerous varieties 
of treatments that patients received prior to 
admission to the clinic. It is quite evident 
from this list that the diagnosis was in error 
except for the 6 patients who received inade- 
quate irradiation. 

Discussion 

Every physician throughout his student 
and intern training has repeatedly been shown 
the importance of making a rectal examina- 
tion, yet the frequency with which this single 
test is omitted, even in the presence of a his- 
tory of objective rectal symptoms, is appall- 
ing. 

Prom this review of the 108 patients there 
is conclusive evidence that the diagnosis of 
rectal cancer in clinic patients is open to 
great improvement. This improvement may 
be brought about in two ways: (1) by teach- 
ing the laity that any rectal symptom, no 
matter how mild, may be a symptom of rectal 
cancer and that all such symptoms should be 
carefully investigated by a private clinician 
or in a suitable clinic and that if by chance the 
symptoms should prove to be caused by can- 
cer the possibility of the patient regaining his 
normal health is excellent, providing appro- 
priate treatment is undertaken at once; (2) 
by educating the profession to recognize the 
danger signals and the importance of a 
thorough investigation of all rectal symptoms. 
No physician should ever treat any patient 
with rectal symptoms without first making a 
thorough rectal examination. Should a tu- 
mor be found, a comfirmatory biopsy must 
be taken in every instance. It is impossible 
to overestimate the importance of a thorough 
rectal examination in all cases vith rectal 
and intestinal symptoms. 
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tages of external application, such as irregular 
absorption in rate and amount of energy with 
inconstant, negative, or overdosage effects. 
Furthermore, in such event one might hope 
for the constant and safe production of cer- 
tain of the beneficial physiologic effects al- 
ready mentioned, e.g., the bactericidal effect, 
a detoxification effect, a rise in general resist- 
ance, etc. 

Technic and Dosage 

In 1934 Knott and Hancock 33 reported the 
rather spectacular recovery' of 2 apparently 
moribund cases — 1 of septicemia, 1 of brain 
abscess — following the ultraviolet irradiation 
of a predetermined amount of the individual’s 
blood and immediate reinjection of that blood. 
The technic of this method of irradiating 
blood has since been somewhat modified by’ 
Knott and in its modified form is that referred 
to in this paper as the Knott technic of ultra- 
violet blood irradiation therapy. 

The irradiation of blood with ultraviolet 
energy with a hemo-irradiator (Fig. 1) is 
made possible by a combination of three de- 
vices: (1) a modified Knott irradiation cham- 
ber, (2) an automatic transfusion pump, and 
(3) a water-cooled mercury-quartz burner. 

The automatic transfusion pump allows 
blood to be pumped by propulsion through 
rubber tubing and through the Knott cham- 
ber at whatever rate is desired, thus carefully 
controlling the time of exposure to ultraviolet 
energy of each cubic centimeter of blood as it 
passes through the chamber. An intermit- 
tent exposure is obtained by a rotating shutter 
interposed between the irradiation chamber 
and the mercury burner. 

The water-cooled type of mercury-quartz 
burner is used and is fastened approximately 
1 cm. from the quartz window of the irradia- 
tion chamber through which the blood is 
pumped. 

The clinical application of this combination 
consists of withdrawing a predetermined 
amount of venous blood from an individual 
titrating it (one part 2.5 per cent sodium cit- 
rate to five parts blood) and immediately 
returning it to the same individual through 
the hemo-irradiator to the vein from which it 
was withdrawn. The immediate return to 
the venous circulation of irradiated blood 
through a closed system obviates the rapid 
loss from irradiated blood of ultraviolet en- 
ergy) which occurs if blood is, for example, 
spread out in open flat receptacles during ir- 
radiation. 

In using this method it is necessary to be 



Fig. 1 . Blood irradiation machine (hemo- 
irradiator). 1. Glass-tipped adapter for the 
suction or withdrawal end of the rubber tubing 
system. 2. Glass-tipped adapter for the intra- 
venous or injection end of the system. This is 
fitted to a needle in the patient’s vein. Citrated 
blood that has just passed through the irradia- 
tion chamber (see 4) and thus irradiated is 
returned to the venous circulation through 
this adapter. 3. Water-cooled, mercury-quartz 
burner, the source of high-intensity ultraviolet 
energy used in irradiating blood. 4. Knott 
irradiation chamber with quartz window held in 
contact with mercury-quartz burner. Blood is 
passed through this chamber, its time of exposure 
being carefully and automatically adjusted. 
5. Hemo-irradiator starting switch. 6. Syn- 
chronized transfusion pump. 7. Dial regulating 
rate of flow and time of exposure. 8. Volt- 
meter. 

sure that three important factors are kept 
constant. These are: (1) the amount of 
blood withdrawn and irradiated, (2) the time 
of exposure to ultraviolet energy', and (3) the 
intensity and the wavelength of the spectral 
energy used. 

The amount of blood to be used is calcu- 
lated from the formula A = Iv IF, where A is 
the amount in cubic centimeters to be with- 
drawn, K is a constant (1.5 in this work), and 
TF is weight expressed in pounds. The 
amount of blood used rarely exceeded 300 cc., 
as can readily be seen from the formula. 

The time of exposure is considered to be 
the time required for the passage of 1 cc. of 
blood through the Knott irradiation chamber 
while exposed to the ultraviolet emanation 
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A Study of 103 Cases with Clinical Observations on the Effects of a New 
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F OR the past two and one-half years in 103 
unselected cases of acute pyogenic infec- 
tion we have successfully used the Knott 
technic of ultraviolet blood irradiation ther- 
apy as a method of controlling infection. 
This technic consists of withdrawing and ci- 
trating a carefully predetermined amount of a 
patient’s blood and immediately passing it 
through a hemo-irradiator, a machine that 
properly irradiates the citrated blood and re- 
turns it intravenously to the patient. The 
hemo-irradiator is by design so constructed as 
to regulate all dosage factors and, by the pre- 
cision of its operation, makes the administra- 
tion of this therapy a safe and efficient proce- 
dure. In this paper we shall briefly review a 
few known biochemical and physiologic effects 
of ultraviolet energy, give the essential details 
of the Knott technic, and present the results 
obtained by us in controlling acute pyogenic 
infection. A correlation of the observed 
clinical effects of this therapy with several es- 
tablished biochemical and physiologic effects 
of ultraviolet will be made wherever this is 
possible. 

The application to physical medicine of ul- 
traviolet energy is not new but has been used 
for many years as a valuable therapeutic 
weapon. During these years much has been 
learned about the various biochemical and 
physiologic effects of ultraviolet irradia- 
tion. 

The bactericidal properties of ultraviolet 
have long been recognized as due to much ex- 
cellent pioneer work by Downes and Blount, 1 
Ward 2 and, more recently, Coblentz, 3 Bayne- 
Jones, 4 Wyckoff, 6 Bachem, 6 and others. 

The detoxification effect of ultraviolet is 
not generally known by the medical profession 
and certainly has not been emphasized enough 
when one considers the fine work of Jodl- 
bauer and von Tappeiner 7 and Noguchi 8 
early in the century and of Macht, 9 Schubert, 10 
Welch, 11 etc., in their studies on detoxification 
with ultraviolet. Certainly, the inactivation 
of snake venoms and bacterial toxins are 
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examples of what may be accomplished by 
ultraviolet. 

Vasodilation is commonly observed wher- 
ever ultraviolet energy is used. Studies on 
this mechanism have been reported by Bal- 
derrey and Barkus, 12 T. Lewis, 13 Krogh, 14 
Ellinger, 15 and Kawaguchi. 16 

Photosensitization and photodynamic ef- 
fects must be mentioned because of the many 
photosensitive chemotherapeutic agents so 
widely used today. The early work of Jodl- 
bauer and von Tappeiner 17 ' 18 laid the founda- 
tion for recent work by Epstein, 19 Blum, :0 
and many others. 

The effects on various proteins have been 
carefully studied and reported by Becker and 
Szendro, 21 S. J. Lewis, 22 W. C. M. Lewis, 23 
Smith, 24 and Spiegel-Adolf. 25 * 26 ' 27 

The ability of blood irradiated with ultra- 
violet to absorb oxygen has been investigated 
by Mayerson and Laurens, 28,29 Miley, 30 and 
Harris. 31 

Secondary emanatory phenomena have been 
observed to occur according to Weis, 32 Becker 
and Szendro, 21 and Rahn. 33 

Finally, the effect on general resistance has 
been the subject of extensive work and has 
been reviewed carefully by Clark. 34 It is 
common knowledge that certain, as a rule 
rather low, dosages of externally applied ultra- 
violet radiations stimulate the general resist- 
ance of animals and human beings to infec- 
tion. 

In addition to these selected references, 
work in this field has been well described by 
Blum, 35 Duggar, 35 and Ellis, Wells, and Hey- 
roth. 37 

In attempting to use these known effects 
therapeutically, it had been found necessary 
to depend on external application. Valuable 
though such a method may be when local ef- 
fects are desired, it is, nevertheless, subject to 
many disadvantages contingent upon any at- 
tempt to obtain general or systemic effects by 
the external use of therapeutic agents. It is 
apparent, then, that if ultraviolet energy 
could be administered directly to the blood 
stream (i.e., intravenously) safely and effi- 
ciently in easily controlled dosage one might 
expect the elimination of certain disadvan- 
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Fig. 2. Case 1. Acute, markedly hemolytic streptococcic oropharyngitis. Ultraviolet blood 
irradiation therapy was administered immediately on the patient's admission to the hospital because 
of her rapidly progressing toxic symptoms. Throat cultures taken on admission showed a profuse 
growth of markedly hemolytic streptococci. Toxic symptoms subsided within twenty-four hours; 
throat culture became negative in seventy-two hours. She was discharged on the sixth day in excel- 
lent condition. 

Fig. 3. Case 2. Incomplete septic abortion; septic endometritis. Seven days of sulfanilamide 
therapy failed to improve this case, as did four days, withdrawal of sulfanilamide. "Twenty-four hours 
following ultraviolet blood irradiation therapy the patient’s toxic symptoms subsided completely' and 
her temperature fell to normal. She convalesced uneventfully and was discharged from the hospital 
in apparently excellent condition on the twenty-first day, ten days after blood irradiation. 


lowed up two and a half years later. Xor 
have there been observed any delayed harm- 
ful effects on kidney function or, in fact, on 
any body function. Although it is not the 
purpose of this paper to discuss these effects 
of ultraviolet blood irradiation therapy', it 
may be added that these findings correspond 
with those of other workers in this field, e.g., 
Rebbeck,” Knott and Hancock, 33 and Bar- 
rett,' 10 as well as with our own findings in over 
300 other individuals who have received this 
therapy for diseases of a more chronic na- 
ture. 

Abstracts of Four Typical Case Histories 

For the purpose of a more detailed observa- 
tion of the results of this treatment there fol- 
lows a series of brief abstracts of case histories 
of a few selected cases from Table 1. 

Case 1 (see Fig. 2). — A woman, aged 31, was 
referred to the Hahnemann Hospital by Dr. G. 
Miley. A diagnosis of acute, markedly hemo- 
lytic streptococcic oropharyngitis was made. 

The patient was admitted on April 4, 1940, 
complaining of generalized aching and chilliness 
and sore throat. Her temperature on admis- 
sion was 102.1 F. 

Blood irradiation therapy was instituted at 
3:00 p.m. on the admission day. By 6:00 p.m. 
of the same day her temperature was 101.2 F. 
She was perspiring profusely. A blood culture 
taken April 4, 1940, was sterile after ninety-six 
hours’ incubation. A culture from the throat 
taken April 4, 1940, showed numerous colonies 
of markedly hemolytic streptococci. 


On April 5 and April 6 the patient’s tempera- 
ture still showed a slight rise in the afternoons to 
peaks of 101 F. on April 5 and 99.6 F. on April 6. 
A second throat culture taken April 5 still 
showed markedly hemolytic streptococci, but a 
culture taken from throat on April 6 showed 
only a few mildly hemolytic anaerobic strep- 
tococci. The patient’s temperature was normal 
and remained so until the date of discharge, 
April 9, 1940, at which time her general condition 
was good. 

Case 2 (see Fig. 3).— A woman, aged 32, was 
referred to the Hahnemann Hospital by Dr. H. 
Crowther. 

She was admitted on January' 28, 1940, com- 
plaining of abdominal pain and foul-smelling 
black vaginal discharge. She gave a history of 
having passed a small fetus two weeks earlier, 
following which the severe abdominal pain and 
discharge appeared. Physical examination re- 
vealed an extremely toxic patient with a tem- 
perature of 102.4 F.; pulse, 128; and respira- 
tions, 22. A routine blood count showed 3,850,- 
000 red blood cells; 13.6 per cent, hemoglobin; 
and 9,050, white blood cells. A routine urinaly'- 
sis was essentially' negative. A provisional di- 
agnosis of septic endometritis following spon- 
taneous abortion was made. Sulfanilamide 
10 grains four times a day, was begun January 29 ! 
On January 30 the dose was increased to 20 
grains every 3 hours, four doses daily. On the 
next day the patient became increasingly toxic 
and suffered from chills and her temperature 
rose to 103 F. The sulfanilamide level of blood 
rose to 8.2 mg. per hundred cubic centimeters. 
She continued to run a septic temperature, her 
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TABLE 1. — Results in Cases of Acute Pyogenic 
Infection Given Ultraviolet Blood Irradiation 
Therapy at the Hahnemann Hospital, Philadelphia, 
from November 1, 1938 to April 1, 1941 

No. of Recov- 
Cases ered Died 

Early: 


described below; the average time of exposure 
in this work was ten seconds. 

In irradiating blood ultraviolet wavelengths 
within the range, from 2,399 to 3,654 ang- 
strom units were used. The intensities cor- 


Puerperal sepsis 
Incomplete septic abortion 
Acute ulcerative gingivitis 
secondary to third molar 
abscess 

Acute furunculosis or car- 
bunculosis 

Acute Streptococcus herao- 
lyticus oropharyngitis 
Acute pansinusitis 
Acute tracheobronchitis 
Acute pyelitis 
Wound infections 
Fever of undetermined origin 
Moderately Advanced : 

Puerperal sepsis 
Incomplete septic abortion 
Pelvic abscesses; pelvic peri- 
tonitis 

. Peritonitis, generalized 
Wound infections 
Acute femoral thrombophlebi- 
tis 

Acute Streptococcus hemo- 
lyticus oropharyngitis 
Fever of undetermined origin 
Bronchopneumonia 
Acute osteomyelitis, ad- 
vanced nephrosis 
Acute cholecystitis, choleli- 
thiasis 

Double otitis media 
Streptococcus viridans septi- 
cemia secondary to paro- 
titis 

Acute suppurative hemor- 
rhagic cystitis 
Apparently Moribund: 

Puerperal sepsis 
Incomplete septic abortion, 
hemorrhagic shock 
Peritonitis, generalized 
Appendiceal abscess 
Pelvic abscesses, pelvic peri- 
tonitis 

Wound infections 
Fever of undetermined origin 
Lobar pneumonia 
Bronchopneumonia 
Pyelonephritis, cystitis, sec- 
ondary to bladder carci- 
noma 

Rectal abscesses, cystitis, ijei- 
tis, advanced arteriosclero- 
sis 

Bacillus coli abscess of scro- 
tum 

Streptococcus hemolyticus or- 
opharyngitis complicating 
mastoidectomy 
Extensive trauma, # terminal 
bronchopneumonia 
Septicemias; 

Staphylococcus aureus 
Staphylococcus albus sec- 
ondary to Staphylococcus 
albus pneumonia 
Streptococcus hemolyticus 
Streptococcus nonhemo- 
lyticus 

Streptococcus viridans sub- 
acute bacterial endocar- 
ditis 

Streptococcus nonhemo- 
lyticus endocarditis 


responding to the wavelengths used are shown 
in this table: 


2 

2 

A 

viTF/cm. 2 

A 

mW/cm.* 

7 

7 

2,399 

55,000 

2,967 

224,000 

1 

1 

2,483 

88,000 

3,022 

435,000 

1 

1 

1 

1 

1 

2,436 

273,000 

3,125-3,132 

718,000 

1 

2,652 

239,000 

3,342 

73,000 

2 

1 

2 

1 

2,753 

86,000 

3,473 

41,000 


2,804 

139,000 

3,650-3,654 

1,538,000 

7 

8 

7 

8 

2,897 

96,000 




7 7 

10 10 

3 3 

3 3 

1 1 

2 2 

1 1 

1 

1 1 

1 1 


1 1 
1 1 


The technic of administration consists, 
briefly then, in the withdrawal of a calculated 
amount of blood from a patient’s vein, usu- 
ally from an arm vein. It is then stirred 
gently with 2.5 per cent citrate, one part of 
citrate solution to five parts of blood. This 
citrated mixture is then poured through 
sterile gauze into a transfusion buret from 
which it is returned by the action of the syn- 
chronized electric transfusion pump of the 
hemo-irradiator to the patient’s venous cir- 
culation. 


2 2 

2 o Tabulation of Results 

| i All cases of acute pyogenic infection given 

ultraviolet blood irradiation at Hahnemann 
f l 1 Hospital, Philadelphia, up to April 1, 1941, 

2 i l are included in this report. The majority 

i i 1 (63) of the cases reported received no form 

of chemotherapy; a minority (40) were ad- 
t 1 mittedly chemotherapeutic failures. 

The results of the use of this therapy in 
1 1 the treatment of cases of acute pyogenic in- 

i i fection can most readily be seen in tabular 

form in Table 1. This table is divided into 
1 1 three classifications according to the degree 

l i of toxic symptoms present at the time of the 

4 4 first irradiation — namely, as early, moder- 

ately advanced, or apparently moribund. 

1 i It will be observed from a study of Table 1 

. that 100 per cent of the early, and 98 per cent 

2 1 1 of the moderately advanced, cases recovered; 

moreover, 47 per cent of the apparently mori- 
4 4 bund cases recovered. Obviously, the earlier 

1 1 the treatment was applied the better were the 


Moder- Appar- 



Early 

ately 

Ad- 

vanced 

entlv 

Mori- 

bund 

immary: 

Number of cases 

20 

47 

36 

Number recovered 

20 

46 

17 

Percentage recovered 

100 

98 

47 

Number died 

0 

1 

19 

Percentage died 

0 

2 

53 


results obtained. 

In none of the cases treated has there been 
observed any harmful delayed effects, such 
as deleterious effects on the blood itself, as 
can be judged by the presence of normal red 
and white cell count and structure, as well as 
normal hemoglobin content in patients fol- 
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Fig. 4. Case A.M.2, puerperal sepsis; pelvic peritonitis followingcesareansection. Patient’s condi- 
ion became increasingly critical, despite sulfanilamide. Twenty-four to thirty-six hours following 
blood irradiation on the sixth day her high fever and toxic symptoms subsided. She was discharged 
on the sixteenth day of hospitalization, ten days after blood irradiation. 

Fig. 5. CaseM.A.14, woundinfection,pelvicthrombophlebitisfollowinghysterectomy. Following 
hysterectomy this patient faded to run a normal postoperative course. Instead there developed a 
wound infection and a probable pelvic thrombophlebitis with increasingly severe toxic symptoms. 
On the fourth day following operation, blood irradiation therapy was instituted. Patient’s toxic 
symptoms subsided within twenty-four hours; her wound infection rapidly disappeared. She con- 
valesced uneventfully and was discharged in excellent condition thirteen days later. 


gen tent was discontinued, and his distention was 
greatly lessened. The next day, December 11, 
dyspnea and cyanosis reappeared and blood 
irradiation therapy was repeated. The next 
morning the dyspnea and cyanosis disappeared. 
At this time the Wangensteen tube was pre- 
maturely removed and patient again became 
distended. A blood transfusion was given and 
the Wangensteen apparatus was reapplied on 
December 13. The patient became somewhat 
dyspneic and toxic symptoms began to reappear. 
Blood irradiation was given a third time. On 
the following day his general clinical condition 
was greatly improved. His abdomen was al- 
most normally soft and peristalsis, which had 
disappeared the previous day, was re-established. 
From this point on he began to improve. It was 
possible for the first time to remove gradually 
all drainage tubes. On December 20 secondary 
suture of the abdominal wound was done, and the 
patient continued to convalesce uneventfully 
and was discharged from hospital in apparently 
fine condition on January 14, 1939. 

In order to show a more detailed picture of 
the effect of ultraviolet blood irradiation 
therapy on septic temperatures, a series of 
graphs of peak temperatures selected from 
cases reported in Table 1 (see Figs. 4 to 7) are 
shown. These are typical of the whole group 
presented in this paper. 

General Clinical Observations 

During this work several rather outstanding 
clinical events were noted, and their relation 
to the known physiologic effects of ultraviolet 


mentioned earlier in this paper have been 
correlated insofar as possible. These may 
best be summarized as folio ws : 

1. The bactericidal effect has been noted 
throughout this work. A complete disap- 
pearance of the invading bacterial organism 
was found to occur except in cases of Staphy- 
lococcus aureus septicemia and in cases of 
subacute bacterial endocarditis. 

2. The detoxification effect, to me, has 
been the most striking of all effects observed 
in cases of acute pyogenic infection following 
ultraviolet blood irradiation therapy. There 
occurs in these cases almost uniformly, twelve 
to seventy-two hours following this therapy, a 
pronounced subsidence of toxic symptoms, 
such as nausea, vomiting, delirium, fever 
general malaise, rapid pulse, rapid respira- 
tion, etc. In this connection we have ob- 
served that there often occurs a marked fall 
in abnormally high temperatures. If, how- 
ever, abscess formation is present or occurring, 
the abnormally high temperature will drop to 
a level slightly above normal; in such cases 
all toxic symptoms usually disappear and the 
elevated temperature drops to normal upon 
drainage of the abscess. In fact, we have 
found a disappearance of toxic symptoms in 
combination with a slightly elevated tempera- 
ture following ultraviolet blood irradiation 
therapy to be pathognomonic of abscess for- 
mation. 

3. Grossly discernible peripheral vasodila- 
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general condition became worse, and her sulfanil- 
amide blood level dropped to 3.4 mg. per hundred 
cubic centimeters on February 4, on which day 
her red blood cells were 2,900,000; hemoglobin, 
10.1 per cent; and white blood cells, 10,050. 
On February 6 and February 7 the patient’s 
condition became extremely critical. Since sulfa- 
nilamide had failed, it was stopped at 10:00 
a.m. on February 7. 

Blood irradiation therapy was instituted at 
2:00 p.sr. on February 7. On the following day 
the patient appeared slightly improved gener- 
ally. Her temperature fell to 99.4 F. On 
February 9 the temperature fell to 98 F. Her 
clinical condition, forty hours following blood 
irradiation, was strikingly improved at this time, 
and from this point on she convalesced unevent- 
fully, leaving the hospital in apparently excellent 
health on February 18, 1940. 

Case S . — A girl, aged 18, was referred to the 
Hahnemann Hospital by Dr. D. A. Roman. 
A diagnosis of puerperal sepsis with probable 
staphylococcemia and eclampsia was made. 

The patient, who had been attending prenatal 
clinic because of increasing signs of pre-eclampsia, 
was admitted at term on April 3, 1940, complain- 
ing of nausea and severe headache during the 
twelve hours previous to admission. A physical 
examination revealed the following signs of im- 
pending pre-eclampsia: ankle and facial edema, 
blood pressure of 152/102, 4 plus albuminuria, 
and the presence of waxy granular casts in the 
urine. A routine blood examination showed 
3,810,000 red blood cells, 12.7 per cent hemo- 
globin, and 11,300 white blood cells. Three 
hours after admission she began to have mild 
convulsions. Cesarean section was advised and 
performed immediately. Eclampsia continued 
the day following cesarean section. Two days 
after the operation, April 5, albuminuria was 
greatly decreased and the patient began to im- 
prove, her blood pressure falling steadily. Her 
temperature continued to fluctuate between 98 
and 101.4 F. for the first fourteen days after 
cesarean section. In the meantime, on April 11 
she had been transferred to the septic ward. 
Her general condition remained good and, de- 
spite an occasional temperature rise, she ap- 
peared to be improving in every respect until 
April 18 when her temperature rose to 102.6 F. 
at which time she complained of pain in her left 
leg. At this time a physical examination re- 
vealed no evidence of phlebitis. Her left leg 
pain continued and the temperature of 102 F. 
persisted. At this time, despite the absence of 
inflammatory signs, a diagnosis of phlebitis of 
the left leg was made on April 21. At this time 
the patient became moderately toxic, and mild 
convulsions appeared. 

Blood irradiation therapy was instituted on 
April 22. The following day her temperature 
fell to 98.4 F. and then rose to 102.8 F., her con- 
dition being generally unchanged. One blood 
culture taken on April 22 proved negative ; one 


taken immediately before irradiation showed 
numerous colonies of Staphylococcus albus; 
one taken on April 24 was negative. On April 
24 the patient was generally improved; her 
left leg pain and convulsions had disappeared 
completely, but her temperature remained ele- 
vated for the next three days. Blood irradiation 
therapy was repeated on April 27. In the next 
twenty-four horn's the patient’s condition im- 
proved markedly. Her temperature fell to 98.4 
F., rose to 100.4 F., and fell immediately to 98.2 
F. From this point on, she convalesced un- 
eventfully and was discharged from the hospital 
in apparently excellent condition May 3, 1940. 

Case 4 - — A man, aged 52, was referred to the 
Hahnemann Hospital by Dr. L. Bower. A 
diagnosis of acute gangrenous appendix, general- 
ized peritonitis, complicated by paralytic ileus 
and lobar pneumonia was made. 

The patient was admitted on December 2, 
1938, suffering from acute abdominal shock and 
giving a history of acute abdominal pain with 
nausea and vomiting twenty-four hours prior to 
admission. A physical examination revealed the 
probable presence of acute appendicitis. A 
routine urinalysis was negative. There were 
20,250 leukocytes and 89 per cent neutrophils. 
He was operated upon on December 2 and a 
gangrenous appendix was removed. Appen- 
dectomy was followed by colostomy via lumen 
of the base of the appendix. A penrose drain 
was inserted, the peritoneum was closed, and 
the skin wound was packed with iodoform gauze. 

The day following the operation he apparently 
developed right-sided atelectasis accompanied 
by dyspnea. His temperature rose to 102 F. 
On December 5 the patient was placed in an 
oxygen tent and later that evening an increasing 
abdominal distention was noticed and his tem- 
perature rose to 103 F. No peristalsis could be 
found and a diagnosis of acute widespreading 
peritonitis was made. Prontosil was started, 
20 cc. daily. On December 6 the peristalsis re- 
mained absent, and a blood transfusion was 
given. This was repeated December 8. The 
patient became more and more dyspneic and 
prontosil was stopped; his toxic symptoms in- 
creased; rales were heard over a widespread pul- 
monary area; and increasing leg and ankle edema 
became apparent. On December 9 he became 
markedly cyanotic, dyspnea became advanced, 
abdominal distention increased, he apparently 
was succumbing to an overwhelming toxemia, 
secondary to his peritonitis, paralytic ileus, and 
intrapulmonary complications. 

Blood irradiation therapy was instituted on 
December 9. A few minutes afterward the 
patient’s cyanosis had disappeared, his skin be- 
came quite pink, his dyspnea was markedly 
relieved, and he slept well throughout the night 
following blood irradiation therapy, the first 
sleep he had had since admission. The follow- 
ing day he appeared markedly improved in every 
respect. Peristalsis had reappeared, the oxy- 
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Fig. 4. Case A.M.2, puerperal sepsis; pelvic peritonitis followingcesareansection. Patient’s condi- 
ion became increasingly critical, despite sulfanilamide. Twenty-four to thirty-six hours following 
blood irradiation on the sixth day her high fever and toxic symptoms subsided. She was discharged 
on the sixteenth day of hospitalization, ten dajs after blood irradiation. 

Fig. 5. CaseM.A.14, woundinfection,pelvicthrombophlebitisfollowinghysterectomy. Following 
hysterectomy this patient failed to run a normal postoperative course. Instead there developed a 
wound infection and a probable pelvic thrombophlebitis with increasingly severe toxic symptoms. 
On the fourth da}- following operation, blood irradiation therapy was instituted. Patient’s toxic 
symptoms subsided within twenty-four hours; her wound infection rapidly disappeared. She con- 
valesced uneventfully and was discharged in excellent condition thirteen daj-s later. 


gen tent was discontinued, and his distention was 
greatly lessened. The next day, December 11, 
dyspnea and cyanosis reappeared and blood 
irradiation therapy was repeated. The next 
morning the dyspnea and cyanosis disappeared. 
At this time the Wangensteen tube was pre- 
maturely removed and patient again became 
distended. A blood transfusion was given and 
the Wangensteen apparatus was reapplied on 
December 13. The patient became somewhat 
dyspneic and toxic symptoms began to reappear. 
Blood irradiation was given a third time. On 
the following day his general clinical condition 
was greatly improved. His abdomen was al- 
most normally soft and peristalsis, which had 
disappeared the previous day, was re-established. 
From this point on he began to improve. It was 
possible for the first time to remove gradually 
all drainage tubes. On December 20 secondary 
suture of the abdominal wound was done, and the 
patient continued to convalesce uneventfully 
and was discharged from hospital in apparently 
fine condition on January 14, 1939. 

In order to show a more detailed picture of 
the effect of ultraviolet blood irradiation 
therapy on septic temperatures, a series of 
graphs of peak temperatures selected from 
cases reported in Table 1 (see Figs. 4 to 7) are 
shown. These are typical of the whole group 
presented in this paper. 

General Clinical Observations 

During this work several rather outstanding 
clinical events were noted, and their relation 
to the known physiologic effects of ultraviolet 


mentioned earlier in this paper have been 
correlated insofar as possible. These may 
best be summarized as follows : 

1. The bactericidal effect has been noted 
throughout this work. A complete disap- 
pearance of the invading bacterial organism 
was found to occur except in cases of Staphy- 
lococcus aureus septicemia and in cases of 
subacute bacterial endocarditis. 

2. The detoxification effect, to me, has 
been the most striking of all effects observed 
in cases of acute pyogenic infection following 
ultraviolet blood irradiation therapy. There 
occurs in these cases almost uniformly, twelve 
to seventy-two hours following this therapy, a 
pronounced subsidence of toxic symptoms, 
such as nausea, vomiting, delirium, fever, 
general malaise, rapid pulse, rapid respira- 
tion, etc. In this connection we have ob- 
served that there often occurs a marked fall 
in abnormally high temperatures. If, how- 
ever, abscess formation is present or occurring, 
the abnormally high temperature will drop to 
a level slightly above normal; in such cases 
all toxic symptoms usually disappear and the 
elevated temperature drops to normal upon 
drainage of the abscess. In fact, we have 
found a disappearance of toxic symptoms in 
combination with a slightly elevated tempera- 
ture following ultraviolet blood irradiation 
therapy to be pathognomonic of abscess for- 
mation. 

3. Grossly discernible peripheral vasodila- 
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Fig. 4. Case A.M.2, puerperal sepsis; pelvic peritonitis following cesarean section. Patient’s condi- 
ion became increasingly critical, despite sulfanilamide. Twenty-four to thirty-six hours following 
blood irradiation on the sixth day her high fever and toxic symptoms subsided. She was discharged 
on the sixteenth day of hospitalisation, ten days after blood irradiation. 

Fig. 5. Case M.A.14, wound infection, pelvic thrombophlebitisfollowinghysterectomy. Following 
hysterectomy this patient failed to run a normal postoperative course. Instead there developed a 
wound infection and a probable pelvic thrombophlebitis with increasingly severe toxic symptoms. 
On the fourth day following operation, blood irradiation therapy was instituted. Patient’s toxic 
symptoms subsided within twenty-four hours; her wound infection rapidly disappeared. She con- 
valesced uneventfully and was discharged in excellent condition thirteen days later. 


gen tent was discontinued, and his distention was 
greatly lessened. The next day, December II, 
dyspnea and cyanosis reappeared and blood 
irradiation therapy was repeated. The next 
morning the dyspnea and cyanosis disappeared. 
At this time the Wangensteen tube was pre- 
maturely removed and patient again became 
distended. A blood transfusion was given and 
the Wangensteen apparatus was reapplied on 
December 13. The patient became somewhat 
dyspneic and toxic symptoms began to reappear. 
Blood irradiation was given a third time. On 
the following day his general clinical condition 
was greatly improved. His abdomen was al- 
most normally soft and peristalsis, which had 
disappeared the previous day, was re-established. 
From this point on he began to improve. It was 
possible for the first time to remove gradually 
all drainage tubes. On December 20 secondary 
suture of the abdominal wound was done, and the 
patient continued to convalesce uneventfully 
and was discharged from hospital in apparently 
fine condition on January 14, 1939. 

In order to show a more detailed picture of 
the effect of ultraviolet blood irradiation 
therapy on septic temperatures, a series of 
graphs of peak temperatures selected from 
cases reported in Table 1 (see Figs. 4 to 7) are 
shown. These are typical of the whole group 
presented in this paper. 

General Clinical Observations 

During this work several rather outstanding 
clinical events were noted, and their relation 
to the known physiologic effects of ultraviolet 


mentioned earlier in this paper have been 
correlated insofar as possible. These may 
best be summarized as follows : 

1. The bactericidal effect has been noted 
throughout this work. A complete disap- 
pearance of the invading bacterial organism 
was found to occur except in cases of Staphy- 
lococcus aureus septicemia and in cases of 
subacute bacterial endocarditis. 

2. The detoxification effect, to me, has 
been the most striking of all effects observed 
in cases of acute pyogenic infection following 
ultraviolet blood irradiation therapy. There 
occurs in these cases almost uniformly, twelve 
to seventy-two hours following this therapy, a 
pronounced subsidence of toxic symptoms, 
such as nausea, vomiting, delirium, fever, 
general malaise, rapid pulse, rapid respira- 
tion, etc. In this connection we have ob- 
served that there often occurs a marked fall 
in abnormally high temperatures. If, how- 
ever, abscess formation is present or occurring, 
the abnormally high temperature will drop to 
a level slightly above normal; in such cases 
all toxic symptoms usually disappear and the 
elevated temperature drops to normal upon 
drainage of the abscess. In fact, we have 
found a disappearance of toxic symptoms in 
combination with a slightly elevated tempera- 
te' 6 following ultraviolet blood irradiation 
therapy to be pathognomonic of abscess for- 
mation. 

3. Grossly discernible peripheral vasodila- 
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to normal following hemo-irradiation. We 
have been unable to find delayed harmful ef- 
fects of any nature in over 1,000 applications 
of the Knott technic of ultraviolet blood ir- 
radiation. 

Up to the time of the writing of this paper, 
in the treatment of cases of acute pyogenic 
infection uncomplicated by septicemia we 
have never seen an infection progress to the 
point where a septicemia has ensued. 

We have often seen, as have others, a com- 
plete failure of chemotherapeutic agents inso- 
far as controlling the infection is concerned. 
Many of these cases have responded to ultra- 
violet blood irradiation therapy subsequent 
to chemotherapeutic failure. We have yet 
to witness a case in which ultraviolet blood 
irradiation therapy failed and chemotherapy 
succeeded. 

The above clinical observations are in 
close agreement with those made by others 
working with the Knott technic of ultraviolet 
irradiation of blood — notably, Hancock, 13 
Rebbeck, 33 and Barrett. 40 

Summary 

1. A method of irradiating human blood, 
that originally devised, and recently modified, 
by Knott, is described. 

2. The amount of blood used (predeter- 
mined according to approximate body weight), 
the time of exposure (optimally ten to twelve 
seconds in the treatment of acute pyogenic 
infections), and the wavelengths and intensity 
of the spectral energy used form the basis for 
estimating and maintaining a relatively con- 
stant dosage. 

3. A report of cases of acute pyogenic in- 
fection treated at Hahnemann Hospital over 
a period of twenty-nine months is given; the 
clinical response has been consistently ex- 
cellent. 

4. A rapid subsidence of toxic symptoms 
with subsequent recovery in all of the early 
cases, all of the moderately advanced cases, 
and in some of the apparently moribund 
cases of acute pyogenic infection was found 
to occur. Other beneficial physiologic ef- 
fects — e.g., bactericidal effect, vasodilation, 
venous oxygen increase — were observed to 
occur following this therapy. 

5. As yet, no case of acute pyogenic in- 
fection uncomplicated by septicemia, after 
receiving ultraviolet blood irradiation therapy 
according to the Knott technic, progressed to 
a septicemia. 


Conclusion 

1. The Knott technic of irradiating blood 
with ultraviolet must be considered, in view 
of the various physiologic effects it produces, 
a method of applying ultraviolet energy in- 
travenously. 

2. This method has been found to be valu- 
able for controlling acute pyogenic infections 
rapidly and efficiently. 

3. The technic described is essentially a 
hospital procedure, at present. It requires 
careful training in its use and when properly 
administered is without harmful aftereffects. 

4. Experience with the Knott technic of 
irradiating blood has convinced us that it of- 
fers more to the patient suffering from acute 
pyogenic infection than any other therapy 
yet known. 
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THE PRACTICAL MANAGEMENT OF ECZEMA IN INFANTS 
AND CHILDREN 

Eaul D. Osborne, M.D., James W. Jordon, M.D., and Joseph J. Hallbtt, M.D.. 
Buffalo, New York 


I N 1938 we published our impressions re- 
garding the importance of contact and 
environmental allergens as a cause of eczema 
in infants and children. 1 Our observations 
along this line extended back to 1926. We 
called attention to the inadequacies of scratch, 
intradermal, and patch tests and to elimina- 
tion diets in the management of these cases. 
We concluded that dietary regulations are of 
minor importance in children past 3 years of 
age, are slightly more important in children 
from 1 to 3, and are of importance in from 15 
to 20 per cent of babies under 1 year of age. 
For the purposes of this paper we have re- 
viewed the records of 124 patients who were 
carefully examined and treated during the 
years 1938 to 1940. Our recent observations 
have more than confirmed our original views. 
We are convinced that hypersensitivity to 
foods as a cause of eczema in infants is a 
minor factor certainly in not over 10 to 15 
per cent of cases, and in older children is of 
considerably less importance. 

Erroneous conclusions are easily drawn in 
the treatment of eczema in infants and 
children. Observers are apt to forget that 
approximately 50 per cent of all infants and 
children with eczema markedly improve or 
are entirely cured when hospitalized in the 
ordinary children's ward, devoid of wool and 
feathers, and put on normal diets. Recently, 
one observer 3 reported on the effectiveness 
of soybean food in the treatment of this form 
of eczema. Detailed scrutiny of this paper, 
however, reveals the fact that the children 
were hospitalized and all contact and en- 
vironmental allergens were removed. He 
concluded that 50 to 60 per cent of infants 
and children with eczema are benefited by 
soybean foods. I submit that under the 
conditions of the treatment the percentage 
benefited would have been the same if he had 
not fed soybean food but had put the children 
on a normal house diet. Just recently, an- 
other observer reported improvement in ap- 
proximately 50 per cent of cases on the feed- 
ing of lard in cases hospitalized. These con- 

Read at the Annual Meeting of the Medical Society 
of the State of New York, Buffalo, New York, April 30, 
1941. 
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elusions are entirely unjustified. Another 
observation that should not be forgotten is 
that most children hypersensitive to some 
particular food show symptoms of intestinal 
disturbance when that particular food is in- 
gested. Furthermore, hypersensitivity to in- 
gested foods is usually, but not always, mani- 
fested in the skin by an urticarious reaction. 
It is always necessary to determine whether 
an eczema is secondary to an urticarial reac- 
tion in the skin or is a pure dermatitis from 
the onset. Eczematous response to ingested 
foods is the exception and not the rule. 

Scratch and Intradermal Tests 

Our opinion regarding the efficacy of 
scratch and intradermal tests is no different 
today than it was three years ago. In our 
opinion they are of exceedingly limited value. 
We have never been able to correlate the re- 
sults of our tests or those of others with the 
actual clinical facts brought out by history 
and subsequent course. To rationalize 
scratch and intradermal tests to food pro- 
teins, one must assume that the ingested pro- 
tein is absorbed at least partially unchanged 
and reaches the cutaneous cells in relatively 
the same form in which it exists in the ma- 
terial used for testing. Although this has 
been shown to be trueof certainfoods, particu- 
larly egg albumen, it demands a considerable 
stretch of the imagination to assume that 
this occurs in every instance in which a posi- 
tive reaction to a scratch or an intradermal 
test exists. It is significant that many der- 
matologists and allergists have recently 
called attention to the shortcomings of 
scratch, intradermal, and patch tests. 3-3 

Patch Tests 

We are also of the opinion that patch tests 
are of limited value in the practical manage- 
ment of eczema in infants and children. 
Actual clinical trial is the only sure test. 
Patch tests on infants and young children are 
of value when two, three, or four strongly 
suspected contact substances can be applied 
next to an entirely normal area of skin ad- 
jacent to an eczematous area. In this way 
clear-cut reactions can sometimes be ob- 
tained. With infants it is frequently im- 
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-azijisnas jo juajxa pna aajSap oqj jo ajannjsa 
na pna maajjs poojq aqj qSnojqj uaSjaqa 
3otpnajjo aqj jo uoijauimasstp jo aanoppi/j 
•sqaaqo pna ‘sjsim ‘sappre aqj jo suoijajiuni 
diaqs jo pna ,‘uiqo aqj pna ‘dp jad’dn aqj 
‘ason aqj sa qons ‘saaaa aajj pajiraq jfjdjaqs 
jo .‘jasuo jo aaia aqj jo ajou jupioijjad 
qjm ‘juaijad aqj jo uoijaniuiaxg; -g 
•noijaoqdda paoj 

Aq Apaioadsa ‘jnamjaaij snoiAOij (j) 

•sAo j pna ‘snoijoj pnaq ‘soijara 
-sod spaqjaj pna spaqjom aqj ‘opdaq 
‘sAaids jaasm ‘sjao ‘sSop ‘siaqjaaj ‘jqis ‘jooai 
J sjapjiod ‘spo pajaoipam ‘sjaainiaqo Aopunaj 
‘sdaos Snipnpm ‘saonajsqns jaajnoQ (a) 

•suoijaqiaoaxa jo saouapiAa 
Aioqs oj ‘aaaa jsjg aqj jCpaioadsa ‘sqoaj 
-ja jnanbasqns jo ajis aqj pua amazoa jo 
aaxa jsig aqj jo noijaaoj joaxa aqj^ (p) 

•iCjiAijisnasjad^Cq oj anp amazoa 
qjiAi a§a jo s^ap qi Japan jnajni na naas 
jaAan 9Aaq a^ -jasno ja aSa aqjp (a) 

•asn ajnjnj joj papjoo 
-aj si notjarajopi siqjg ‘spooj ogioads 
oj snoijaaaj ajingap jo A'Jojsrq y (q) 

•asaa janpiAipni aqj ni aonajjodnn jqSqs jo si 
S H1 •jSiapa jo iCjojsiq ^praaj aqj, (a) 
jo noijaSijsaAuj -j 
•aAijoaga jsom aqj 
aq oj sainpaaojd SuiMopoj aqj ptmoj aAaq aAi 


najppqo pna sjnajni tn amazoa Snqpnaq nj 
ajnpsDOjj jo potpaj^ 

•jsaj ajns jCpio aqj si jauj laonnp janjoa 
jaqj pna anjaA pajrtnq jo aJB X'aqj jaqj aAap 
-aq aAi ‘najppqo pua sjnajni m sjsaj qojad 
SnipjaSaj snoissajdmi jno Smzijammng 
• jaoo jo ja jaaAis jtzznj a jo saojS 
jooAi a jaaAi ppqo aqj Snpvaq sa qons ‘jauj 
jaotnqo janjoa Aq aoijoajd ni auop Apsaa jsom 
si srqj, -Apaorapo jnasajd noijipnoo aqj ajam 
-yxojdda ‘Apman — Snijsaj qojad jo apu jsjp 
aqj Aiopoj jsnm aAi ‘aAijaSan si aonajsqns 
uiajojd a qjiAi jsaj qojad a jaqj ajajs nao aAi 
ajojag -uoijoijj aqj mojj Smjpisaj npjs aqj 
jo noisajqa ajnnnn ‘asjnoo jo ‘pna Ajassaoan 
aj a uoijoijj pua ajnjsiom jaqj uoissajdim jno 
si ji ‘aonajsqns a qons qjm joajnoo mojj 
amazoa jo qojad pazpaooj a jo uoijonpojd 
aqj ni jnasajd noijipnoo jaoinpo janjoa aqj 
ajannxojdda jon saop aonajsqns niajoJd a qjm 
jnajm na jo mja jo qoaq aqj no jsaj qojad y 
•maajjs poojq aqj ni naSjapa Snipuapo aqj jo 
uoijammassip aqj jo jpisaj a sa saaja jaqjo no 
padopAap SBq sijijamjap oidoja ‘Ajjnanbasqn9 
‘pna aaja jaajpdod aqj jo ‘sjsijai ‘Aioqp ‘span 
‘spaaqo aqj no naaq saq qojad janiSuo siqj 
‘Apansjp -sjoqjaaj jo jooAi qjm joajnoo jo 
ajis joaxa aqj ja ppqo jo jubjui na nt amazoa 
snomanbsojamaqjAja jo qojad a jo jnamdopA 
-ap aqj paAjasqo Apuanbajj aAaq a^\. 'uoij 
-apioisaA qjm paraadmoooa naaq jbasu aAaq 
pna paAapp naaq Apansn aAaq sjsaj aAijisod 
asaqj ‘najppqo pna sjuajni qjoq ni aonajs 
-qns uiajojd qjm sjsaj qojad aAijisod naas 
Apanoisaooo aAaq aAi apq^y •najppqo pna 
sjnajni jo amazoa ui saonajsqns uiajojd qjm 
sjsaj qojad oj suoijoaaj aAijisod jo saSajuao 
-jad q3rq ApAijapj pajjodaj aAaq 6 qoa,j pna 
8 nomo{ag pna qoaj ‘jaAaAiojj -aAijagan 
ApajauaS aia sjsaj asaqj jaqj aajga saijuoqjna 
jsojy •noijaSijsaAnt jaqjjnj spaan pua 
pappapnn si saonajsqns npjoid qjm najppqo 
pna sjnajni no sjsaj qojad jo Aoaoqp aqj, 

•papisqns saq 

amazoa aqj jo aSajs ajnoa aqj pjun sjsaj qojad 
anodjsod oj jsaq si ji ‘Apansjq 'sjojobj joaj 
-noo pna jajnaranojpiua jo pna Ajojsiq aqj jo 
Apnjs pijajao Aq paniajqo spaaj dn Snmopoj ui 
anjaA ajom jo aja sjsaj qojad jaqj aAaqaq a^ 
■oidoja si joafqns aqj naqAi sjjnsaj aAijaSan 
0 AiS jajanag ni sjsaj qojad ‘osjy "Ajiaijis 
-nasjadAq jaqjmj Saisnao jo jaSnap pappa 
na si ajaqj pna ‘ajaAas ajom apam aq Aam 
amazoa ppj^r 'sjsoj Ajojobjsijbs jo aouarajoj 
-jad Aioqa oj ajqajijii ooj npjs s ( Aqaq aqj 
pna pazqajanaS ooj aq oj jda si amazoa aqj, 
•sjsaj qojad amjnoj jo sauas a op oj ajqissod 
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known, a high temperature frequently leads 
to excessive scratching, and when the humid- 
ity is low the dryness of the skin tends to in- 
duce excoriation. "We emphasize again that 
from four to eight weeks is essential for a 
proper test in many cases. Hospitalization 
for such a period is impossible for many 
families unless free ward beds are at the dis- 
posal of the physician. Our best results have 
come in cases in which such accommodations 
have been available. When one is once con- 
vinced of the importance of contact and en- 
vironmental allergens in a given case, any 
subsequent exacerbation should be carefully 
investigated, preferably by personal inspec- 
tion of the environment. 

4. Subsequent office visits at one- or two- 
week intervals. Answers to well-directed, 
searching questions relative to all common 
eczema-producing contact and environmental 
substances should be elicited. 

5. Search for the specific cause of the 
eczema when the child is free of eruption. 
This can be done by patch tests, which are 
not always conclusive and, in our opinion, 
not as valuable as actual clinical trial. 

6. Re-examination of the child and of the 
environment at the first sign of a recurrence. 

7. Other methods of investigation, in- 
cluding elimination diets. 

In carrying out this program, a searching 
detailed history is absolutely essential. The 
development of a high degree of skill as a de- 
tective is even more important, and its ap- 
plication more highly specialized, than an 
eczema in adults. Success or failure fre- 
quently hinges on a personal examination of 
every possible contact substance in the en- 
vironment of the child. I mm ediate verbal 
answers by the parents or by nursemaids are 
notoriously unreliable, and experience has 
taught us that our results are in direct pro- 
portion to the time and effort extended in in- 
vestigating the environment. 

The following is a list of reasons for failure 
in the management of' eczema of infants and 
children: (1) ignorance of the parents; (2) 
poverty of the parents; (3) indifference in 
the carrying out of directions; (4) lack of 
careful history, especially regarding point of 
onset; (5) lack of careful examination; (6) 
too much reliance on scratching, intradermal, 
and patch tests; (7) lack of time and patience 
in explaining problems to parents; (8) lack 
of detective instinct on part of physician; 
(9) lack of careful follow-up and examination 
of environment; and (10) use of irritating 
applications. 


The most common contact and environ- 
mental allergens of importance in eczema of 
infants and children are: 

(A.) Water soluble protein allergens — 'wool, 
silk, feathers, and other animal epidermal 
products (in babies with thin stratum cor- 
neum, local contact dermatitis is possible. 
Allergens may be absorbed through inflamed 
or normal skin or by inhalation. Walls of 
blood vessels in upper corium are sites of 
primary shock tissue). 

(B) Chemical substances — soaps, laundry 
chemicals, tanning chemicals, dyes, lacquered 
objects, medications, fish oil, oils from fruits 
and vegetables, cosmetics, weeds, and plants. 
(Epidermal cells are sites of shock tissue.) 

Local Treatment 

In most cases of eczema of infants and 
children, and certainly in all acute cases, only 
soothing treatment is indicated. In acute 
vesicular and pustular eczema, wet dressings 
of Burow’s solution, saturated solution of 
boric acid, or potassium permanganate — 1 to 
4,000 dilution — are indicated. They should 
be applied on the most severe areas, six to 
eight hours per day. Soothing ointments 
and lotions should then be applied. Five per 
cent boric acid in plain petrolatum is satis- 
factory, as is also plain calamine lotion, cal- 
amine liniment, and emulsions of olive oil 
and lime water. Crude coal tar beginning 
with a 2-per cent strength is extremely valu- - 
able as a local application in eczema of in- 
fants and children. This is true in not only 
subacute and chronic cases, but in most acute 
cases. For the first three or four days the 
crude coal tar ointment should be applied 
only to limited areas in order to determine 
whether there is any hypersensitivity to this 
product. It may be applied twice a day 
and, therefore, kept on during the entire 
twenty-four hours or, as is our custom, it 
may usually be prescribed for use at night 
and a soothing liniment for use during the 
day. It should always be remembered that 
crude coal tar contains a photosensitizing 
fraction and that any child receiving this 
treatment should not be exposed to sunlight 
unless the crude coal tar is completely re- 
moved from the skin. We prefer a washed, 
distilled crude coal tar put up in a vanishing 
cream base, containing about 10 per cent of 
zinc oxide. It is always well to start with a 
strength of 2 per cent and later increase up to 
5 per cent if well tolerated. Small fractional 
doses of x-ray are sometimes of extreme value 
in the management of severe cases. Two to 
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four treatments, not exceeding 50 to 75 rat 
units, seem to be effective. It should be em- 
phasized, however, that reliance should not 
be placed on x-ray therapy for cure of the 
condition. 

Soap and Laundry Chemical Substitutes 

As we have emphasized previously, we be- 
lieve that many cases of eczema are due to 
specific hypersensitivity to certain ingredients 
in these substances. It is also generally 
agreed that soaps and laundry chemicals act 
as irritants in any case of eczema and should 
be discontinued. As substitutes for soap we 
recommend either a sulfonated oil or a 5 per 
cent lauryl sulfoacetate in urea, both of 
which are now available on the market. As a 
substitute for laundry soap and other laundry 
cleaners, we recommend the use of a powder 
containing aryl sulfonate or some other related 
substance. 

Summary 

Investigation of contact and environmental 
allergens in eczema of infants and children 
brings a high percentage of satisfactory re- 
sults. 

Routine scratch and intradermal tests are 
entirely inadequate, unreliable, and mislead- 
ing in investigation of eczema of infants and 
children. Routine patch tests of infants and 
children are not usually satisfactory; actual 


clinical trial is more important. Patch tests 
with protein substances generally produce 
negative results in infants and children. 
Widely used, they do not conform to the first 
rule of patch testing — namely, that actual 
clinical conditions must be duplicated. 

Dietary measures are of secondary impor- 
tance in the practical management of eczema 
in infants and children. In our opinion, 
hypersensitivity to foods does not occur in 
more than 10 to 15 per cent of cases of eczema 
in infants and much less in eczema of children. 
The more common contact and environmental 
allergens are listed, and the principle reasons 
for failure in the management of these cases 
are given. 

Local treatment is of importance and should 
generally be of a soothing nature, including 
the proper use of crude coal tar. 
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PREPARE FOR EMERGENCIES 

The New York Academy of Medicine and the 
Medical Society of the County of New York are 
cooperating with the Chief of Emergency 
Medical Service for Manhattan in making avail- 
able to New York physicians a series of four 
lectures and demonstrations on Emergency 
Medical Service. The series is based on the 
course in Advanced First Aid as prepared by the 
American Red Cross and the National Office of 
Civilian Defense. The four lectures and dem- 
onstrations were given at The Academy of 
Medicine on December 22 and 29. The next 
two will be on January 5 and 12 at 4:00 p.m. 

On December 22 “Organization of Emergency 
Medical Service in New York” was discussed by 
Dr. George Baehr, director, Medical Division, 
National Office of Civilian Defense; “The Prin- 
ciples and Management of First Aid,” was 
discussed by Captain Chas. D. Scully, C.M.H., 
director, First Aid Instruction, New York 


Chapter, American Red Cross. On December 
29 “Emergency Care and Transportation of 
Fractures” was discussed by Dr. Robert H. 
Kennedy, director of surgery, Beekman Hos- 
pital; chairman, National Fracture Committee, 
American College of Surgeons. A movie on 
“Emergency Splinting,” produced under aus- 
pices of the Regional Fracture Committee, Ameri- 
can College of Surgeons, was shown. 

On January 5 Dr. Frederick W. Bancroft, 
president, New York Surgical Society, will talk 
on “Emergency Care of Abdominal Injuries, 
Head and Chest Injuries, and Burns,” and on 
January 12 “Emergency Care of Wounds, 
Hemorrhage, Shock” will be discussed by Dr. 
Lawrence M. Thompson, chief, First Aid Divi- 
sion, American Red Cross. 

Dr. Condict W. Cutler, Jr., is chief of the 
Emergency Medical Service for the Borough 
of Manhattan. 



THE ADEQUATE TREATMENT OF PROSTATIC DISEASE 
With Special Reference to Pathology 
Roy B. Henline, M.D., New York Cicy 


T H~B surgical treatment of prostatic dis- 
ease has reached a high degree of success 
in the hands of many urologists. By either 
the suprapubic, perineal, or transurethral 
methods, the prostatic obstruction may be 
removed in most instances with a low mor- 
tality and morbidity. The particular method 
used for removal of this obstructing tissue 
has depended to a large degree on the choice 
of the surgeon, who considers only his training 
and ability to relieve the obstruction. In 
some instances he has overlooked the under- 
lying pathology and has not selected the 
operation that would give the patient com- 
plete and permanent relief from his prostatic 
disease. In other words, the surgical proce- 
dure employed should not depend on the 
surgeon’s s kill in one method but upon the 
pathologic process involved in the prostate. 

It is essential that renal damage, infection, 
hemorrhage, and retention of urine be 
considered in all patients with prostatic dis- 
ease. These have been thoroughly discussed 
in the literature. One finds statistics with 
low mortality figures for each type of sur- 
gical approach to the prostate. We are 
aware that these low mortality statistics are 
the result of proper preparation of the pa- 
tient by a surgeon who is highly skilled in the 
surgical approach he advocates. Given the 
same patients, with a surgeon skilled in a dif- 
ferent surgical approach to the prostate, it is 
likely that similar mortality statistics would 
result. 

Etiology and Pathology 
The cause, or at least the prevention, of 
hyperplasia of the prostate in advancing 
years has not been definitely determined. 
The exact locality and origin of the early 
stages of prostatic hyperplasia have been the 
subject of discussion for many years. All 
have agreed that the new growth is first seen 
near the urethra under the mucosa. Tandler 
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read before the Section of Genitourinary Surgery of The 
New York Academy of Medicine, New York City* 
January 15, 1941, at the twentieth anniversary of the 
founding of the Department of Urology. James Bu- 
chanan Brady Foundation of the New York Hospital, 
Cornell Medical School. 

From the Department of Urology, James Buc h a n an 
Brady Foundation, the New York Hospital. 


and Zukerkandl, among others, believed that 
prostatic hyperplasia developed from the 
short prostatic glands, which only extend a 
short distance beneath the mucosa in the 
prostatic urethra. This is the locality where 
hyperplastic changes are first seen in the pros- 
tate. Deming and Wolf, in studying 210 
prostates, have recently shown that hyper- 
plasia is first seen as a fibromuscular mass in 
the muscular wall of the prostatic urethra 
and suggest that this mass may correspond to 
uterine myomas, since they have a common 
embryologic anlage. These fibromuscular 
masses lie parallel to the muscular fibers of 
the urethra between the prostatic ducts and 
stimulate epithelial hyperplasia from these 
ducts of the prostatic glands. They state 
that this hyperplasia is not an enlargement of 
existing prostatic glands but, although similar 
in structure, is composed of newly formed 
glandular elements originating from the 
ducts of the functioning prostatic glands. 
This explains its locality surrounding the 
prostatic urethra from which the growth ex- 
tends to compress the functioning prostatic 
glands toward the capsule and, eventually, 
also causes urinary retention. As this hy- 
perplasia increases in size, some of the ducts 
from the functioning prostatic glands are 
compressed, and the prostatic secretion from 
these glands cannot escape into the urethra. 
If these glands are infected, a walled-off focus 
of infection may result in these remnants of 
the prostate gland. This condition often 
exists and may be readily demonstrated when 
hyperplasia coexists with prostatic calculi. 
The hyperplasia compresses the normal pro- 
static ducts, and the endogenous calculi, often 
with infection, remain in the prostatic glands 
as they are compressed toward the capsule of 
the prostate. In other words, the hyperplasia 
separates the compressed prostatic glands 
from their normal connection with the pro- 
static urethra. 

This hyperplasia of the prostate usually oc- 
curs in the muscular layer under the urethra 
to compress the lateral and median prostatic 
lobes but may also develop in the subcervical 
or subtrigonal glands. It never occurs in 
the posterior lobe of the prostate, nor does it 
originate in the functioning glands of the 
lateral or median prostatic lobes. How- 
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four treatments, not exceeding 50 to 75 rat 
units, seem to be effective. It should be em- 
phasized, however, that reliance should not 
be placed on x-ray therapy for cure of the 
condition. 

Soap and Laundry Chemical Substitutes 

As we have emphasized previously, we be- 
lieve that many cases of eczema are due to 
specific hypersensitivity to certain ingredients 
in these substances. It is also generally 
agreed that soaps and laundry chemicals act 
as irritants in any case of eczema and should 
be discontinued. As substitutes for soap we 
recommend either a sulfonated oil or a 5 per 
cent lauryl sulfoacetate in urea, both of 
which are now available on the market. As a 
substitute for laundry soap and other laundry 
cleaners, we recommend the use of a powder 
containing aryl sulfonate or some other related 
substance. 

Summary 

Investigation of contact and environmental 
allergens in eczema of infants and children 
brings a high percentage of satisfactory re- 
sults. 

Routine scratch and intradermal tests are 
entirely inadequate, unreliable, and mislead- 
ing in investigation of eczema of infants and 
children. Routine patch tests of infants and 
children are not usually satisfactory; actual 


clinical trial is more important. Patch tests 
with protein substances generally produce 
negative results in infants and children. 
Widely used, they do not conform to the first 
rule of patch testing — namely, that actual 
clinical conditions must be duplicated. 

Dietary measures are of secondary impor- 
tance in the practical management of eczema 
in infants and children. In our opinion, 
hypersensitivity to foods does not occur in 
more than 10 to 15 per cent of cases of eczema 
in infants and much less in eczema of children. 
The more common contact and environmental 
allergens are listed, and the principle reasons 
for failure in the management of these cases 
are given. 

Local treatment is of importance and should 
generally be of a soothing nature, including 
the proper use of crude coal tar. 
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Medical Society of the County of New York are 
cooperating with the Chief of Emergency 
Medical Service for Manhattan in making avail- 
able to New York physicians a series of four 
lectures and demonstrations on Emergency 
Medical Service. The series is based on the 
course in Advanced First Aid as prepared by the 
American Red Cross and the National Office of 
Civilian Defense. The four lectures and dem- 
onstrations were given at The Academy of 
Medicine on December 22 and 29. The next 
two will be on January 5 and 12 at 4:00 p.m. 

On December 22 “Organization of Emergency 
Medical Service in New York” was discussed by 
Dr. George Baehr, director, Medical Division, 
National Office of Civilian Defense; “The Prin- 
ciples and Management of First Aid,” was 
discussed by Captain Chas. D. Scully, C.M.H., 
director, First Aid Instruction, New York 


Chapter, American Red Cross. On December 
29 “Emergency Care and Transportation of 
Fractures” was discussed by Dr. Robert H. 
Kennedy, director of surgery, Beekman Hos- 
pital; chairman, National Fracture Committee, 
American College of Surgeons. A movie on 
“Emergency Splinting,” produced under aus- 
picesof the Regional Fracture Committee, Ameri- 
can College of Surgeons, was shown. 

On January 5 Dr. Frederick W. Bancroft, 
president, New York Surgical Society, will talk 
on “Emergency Care of Abdominal Injuries, 
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Dr Condict W. Cutler, Jr., is chief of the 
Emergency Medical Service for the Borough 
of Manhattan. 



January 1, 1942] 


PROSTATIC DISEASE 


53 


pated in the prostate by rectal examination, a 
perineal exposure with complete removal of 
the prostate offers the only hope of cure if it 
proves to be an early carcinoma of the pros- 
tate. Since this area can be reached only by 
the perineal approach, the patient deserves to 
be operated upon by the method that offers 
him an opportunity to be cured. 

When we consider that one out of every. 5 
to 7 patients past 50 years of age has a car- 
cinoma of the prostate, are we not justified 
in removing the posterior lobe of the prostate, 
in a suspicious case, together with the ob- 
structing portion of the gland? All other 
methods of treating prostatic carcinoma are 
rarely curative and only offer relief from 
symptoms. It is our custom to expose the 
prostate by perineum when a suspicious nod- 
ule has been palpated in the prostate. A 
small section of this area is removed and a 
frozen section is made at once. If carcinoma 
is discovered, a radical perineal prostatectomy 
is performed, including the entire prostatic 
urethra and seminal vesicles. If the biopsy 
proves benign, either a conservative pros- 
tatectomy is performed, if indicated, or the 
perineum is closed. Exposure of the pros- 
tate by perineum with a biopsy is far su- 
perior to repeated attempts to obtain a speci- 
men with a needle through the perineum. A 
negative report from a needle biopsy proves 
nothing, since the small involved area may 
easily be missed. In a recent patient the 
small perineal biopsy removed the entire 
malignant area, and careful microscopic ex- 
amination of the rest of the prostate and sem- 
inal vesicles failed to reveal any malignancy. 

Since malignancy of the prostate is so com- 
mon and until such time arrives when our 
treatment of prostatic carcinoma is more sat- 
isfactory in curing these patients and pre- 
venting the subsequent suffering, it may not 
be unreasonable to consider the advisability 
of removing the posterior prostatic lobe and 
capsule when surgery must be instituted any- 
way for obstruction. Although I do not rec- 
ommend this procedure routinely, statistics 
may force us to consider it in the future if we 


wish to offer our patients the best future out- 
look for continued health. I am opposed to 
the pessimism frequently spoken regarding 
carcinoma of the prostate. For a urologist to 
palpate a suspicious hard nodule in a prostate 
and wait to see what happens is a violation of 
the trust placed in him. These are the only 
patients we hope to cure of this disease and, 
unfortunately, most of them have no urinary 
symptoms! For the greater number of pa- 
tients with prostatic carcinoma where ex- 
tension has occurred, transurethral resection 
offers relief from urinary retention, and deep 
x-ray therapy often relieves the pain from 
metastases. 

Conclusion 

In conclusion, may I repeat that only the 
prostatic hyperplasia or fibrosis may be re- 
moved by suprapubic “prostatectomy'’ or by 
transurethral resection. To remove the pros- 
tate gland, a perineal exposure is necessary. 
Only by perineum can the posterior lobe (the 
site of 75 per cent of malignancies of the pros- 
tate) be removed together with the com- 
pressed remnants of the functioning prostatic 
glands. Only by maintaining a clear concep- 
tion of the various pathologic lesions that may 
involve the prostate and only after proper 
study should we decide on the rational sur- 
gical procedure in each case. To treat all 
surgical prostatic disease by one method is not 
sound from a pathologic point of view. We, 
as surgeons, are rightly to be considered 
inadequate if, through lack of preliminary 
investigation, study, and understanding of 
the pathology present, we fail to approach 
our problem by that method which is par- 
ticularly fitted to give adequate permanent 
relief. 


-Keterences 

5 S0(O°TM39 C ' L " 3Dd W ° U ' J ‘ S ' : J - Ur01 - «* 5 6*- 
1936 ■ SI ° Dre ' A " Am ' J - Fat h- 12: 599-821 (Sept.) 

3. Rich, A. R.: J. Urol. 33: 215 (1934). 

4 . Young, H. H., and Davis, D. M : Practice nf 
^oT'^Chap 7 ddphia ' W ' B - Saoidm Cottp^. 1926. 


“There are some people — and I am one of 
them — who think that the most practical and 
important thing about a man is still his view of 
the universe. We think that for a landlady 
considering a lodger it is important to know his 


income but still more important to know his 
philosophy. We think that for a general about 
to fight an enemy it is important to know the 
enemy s numbera but still more important to 
know the enemy’s philosophy.” — K. G. Chesterton 
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ever, malignancy of the prostate is said to 
originate in the posterior lobe in about 75 
per cent of cases. Recent statistics by Moore 
and Rich draw our attention to the fact that 
between 14 and 16 per cent of all men over 50 
years of age have a carcinoma of the prostate. 
Although these percentages seem rather 
large, carcinoma of the prostate is either be- 
coming more common or is being recognized 
more frequently. In treating prostatic dis- 
ease, one cannot overlook these findings with- 
out giving serious thought to their rational 
treatment. It has been suggested that since 
the average life expectancy of men has been 
increased one should expect to find prostatic 
malignancy more frequently. 

Diagnosis 

Every means at our disposal should be em- 
ployed to determine the exact nature and ex- 
tent of prostatic disease before the type of 
surgical procedure to be employed is decided 
upon. The presence of frequent urination, 
with the finding of residual urine in the blad- 
der and an enlarged prostate by rectal ex- 
amination, is insufficient evidence to suggest a 
particular type of surgical procedure to be 
employed. The exact location and extent 
of the obstruction should be established. 
The presence of prostatic infection, fibrosis, 
and calculi should be determined. The pres- 
ence of a hard nodule in the prostate on rectal 
palpation arouses a suspicion of malignancy. 
Cystoscopy is often helpful but, in some pa- 
tients, is inadvisable or impossible of perform- 
ance. An aerogram and cystourethrogram 
in a semilateral position is a distinct aid in 
diagnosis and in most instances can be per- 
formed with little discomfort to the patient. 
It is our impression that a more exact im- 
pression of the size, location, and extent of 
the obstructing tissue may often be obtained 
by cystourethrograms. 

Treatment 

It has been so common for all of us to refer 
to the various types of prostatic surgery as 
“removal of the prostate” that many sur- 
geons forget that the prostate is rarely actu- 
ally removed. Only the hyperplastic tissue 
or so-called adenoma is removed, and the 
functioning prostatic glands or their remnants 
still remain firmly attached to the capsule. 
Removal of this hyperplastic tissue is fre- 
quently all that is required to establish ade- 
quate bladder drainage, and the remaining 
uninvolved prostatic tissue may reasonably 
be left behind. It is not uncommon, how- 


ever, for the remaining prostatic glands to be 
the seat of a pathologic process that also re- 
quires removal to cure the patient. Among 
the most common causes requiring total ex- 
tirpation of the prostate in some patients are 
prostatic calculi, marked infection with fi- 
brosis, and early malignancy. 

Transurethral removal of obstructing hy- 
perplasia of the prostate is a rational proce- 
dure and has assumed an important place in 
prostatic surgery. With proper selection of 
cases and a skilled surgeon, excellent results 
can be obtained. Opinions vary as to the 
size of the prostate best treated by trans- 
urethral surgery. However, with a surgeon 
properly skilled in this procedure, relatively 
large hyperplasias may be adequately re- 
moved in this manner. Some surgeons pre- 
fer to remove large intravesical prostatic hy- 
perplasias suprapubically, and similar re- 
sults may be obtained in these cases by either 
method. 

When it becomes desirable to remove the 
remnants of the functioning prostatic glands 
because of infection, calculi, or a hard nodule 
in the prostate which arouses one's suspicion 
of malignancy, it is essential to approach the 
prostate by the perineum. Only through the 
perineum can these prostatic remnants be re- 
moved. Neither by transurethral nor su- 
prapubic approach is it possible to remove 
either these prostatic remnants or the pos- 
terior lobe of the prostate. The posterior 
lobe 'and false prostatic capsule are separated 
from the hyperplasia of the prostate by a 
line of cleavage which permits the hyper- 
plastic tissue to be cleanly “shelled out” su- 
prapubically. These remnants of the prostate, 
in which it is estimated that 75 per cent of 
carcinoma develops (posterior lobe), must, of 
necessity, be left behind in either a suprapubic 
enucleation or a transurethral resection. 

In some patients who have had a so-called 
prostatectomy, a postoperative morbidity 
persists with infected urine and frequent 
urination. These symptoms are distressing 
to the surgeon and the patient. Although 
many of these are caused by pathology of the 
upper part of the urinary tract or infected 
bladder diverticuli, a certain percentage of 
them result from infection in the remnants 
of the prostatic tissue or the seminal vesicles. 

If this infection had been determined before 
operation, this postoperative morbidity could 
have been prevented by removal of the pro- 
static capsule and prostatic remnants by 
perineum together with the hyperplasia. 

When a suspiciously hard nodule is pal- 
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effects on the blood pressure and skin level of 
anesthesia. 

Despite important advantages, certain 
theoretic disadvantages are present which 
weigh heavily in making the decision to use 
this fractional technic for the first time. 
These doubts relate to the increased possibility 
of nerve root injury, to infection, and to 
meningeal irritation from the prolonged pres- 
ence of the spinal needle. Further, the ques- 
tion of the effect on the cord and meninges of 
repeated injections of drugs arises. It is 
known, of course, that all anesthetic drugs 
studied thus far (and physiologic saline 5 ) pro- 
duce irritation. 

At the present time our minor complications 
have increased with the use of this technic. 
The site of the lumbar tap in 1 instance on 
the sixth day developed an abscess that had 
to be opened. There were no meningeal symp- 
toms accompanying this complication. Fur- 
thermore, our incidence of headache has in- 
creased markedly to 25 per cent from ap- 
proximately 15 per cent previously. One case 
of severe backache throughout the first ten 
postoperative days occurred. Apparently, 
with the use of this technic a few r minor com- 
plications have been substituted for major 
ones. Yet, on balance, we see no reason to 
question Lemmon's suggestion that operating 
table pads in the future should be manufac- 
tured to enclose a space for accommodating a 
spinal needle. 

Technic 

Our technic for fractional dosage spinal an- 
esthesia at first followed that published by 
Lemmon. Later, several adjustments were 
made in the interest of simplicity. From our 
experience we now feel that anyone familiar 
with spinal anesthesia can undertake this 
technic with a minimum of special equipment. 

The specially constructed mattress, with 
a cut-out area in the region coming adjacent 
to the lumbar spine of the patient for the ac- 
commodation of the protruding spinal needle, 
was probably of fundamental importance 
in the conception of this technic. Yet, early 
experience taught us that this clumsy equip- 
ment was unnecessary. First, we substituted 
two sets of three folded sheets placed under 
the lumbar region in such a way as to form a 
slot for the protruding needle. 

Later, it was found that even the lower 
groups of sheets was unnecessary except for 
the heaviest patient. The folded sheets 
placed just headward to the needle produced 
an elevation of about 2 inches for protecting 


the protruding spinal needle. By utilizing the 
depth of the longitudinal midline lumbar fur- 
row and a reasonably short needle, this limited 
extra elevation was adequate. Increased ele- 
vation can readily be attained if necessary. 

This arrangement, in certain special situa- 
tions at least, produced considerable improve- 
ment. The patient at times actually liked the 
feeling of support under bis back. (Occasion- 
ally, patients insist on having something 
placed “in the small of the back” regardless of 
the type of anesthesia.) The operating room 
staff found it unnecessary to move a cumber- 
some mattress from room to room for these 
cases. The surgeons disliked the high eleva- 
tion produced by the thick mattress. This 
extra elevation, furthermore, made it neces- 
sary to obtain especially made shoulder 
braces to hold the patient in the Trendelen- 
berg position. In our experience, the older 
ones would no longer fit over the increased 
mattress thickness. This complication was 
not anticipated and proved embarrassing in 
the first case. Further, in making cholangio- 
grams during surgery, it was feared that the 
thick mattress and rubber covering would 
interfere with the clarity of the pictures; the 
folded sheets did not. 

From the first we have used a 5 per cent 
solution of procaine rather than the 10 per 
cent suggested by Lemmon. We soon found 
that this solution, together with a technic us- 
ing a low spinal tap and minimal diffusion, 
necessitated the use of larger amounts of the 
anesthetic drug than we had anticipated. 
The 500 mg. ampule of procaine crystals was 
then used rather than the smaller-sized am- 
pules. Five hundred milligrams were dissolved 
with 5 cc. of spinal fluid, and to this was added 
5 cc. of either physiologic saline or sterile dis- 
tilled water. When a second ampule of pro- 
caine was necessary, the drug was dissolved in 
physiologic saline or sterile distilled water 
without the addition of spinal fluid. 

Three features of this technic were em- 
phasized in the original description. They 
were: (1) the mattress, (2) the tubing con- 
nection, and (3) the special spinal needle. 
We have already shown how subsequent ex- 
perience proved the special mattress, though 
at times desirable, to be unnecessary. We 
found further that the connection between 
the needle and syringe can be improvised 
provided high-grade, nondistensible, small 
bore rubber tubing is used and provided the 
internal volume is accurately measured. A 
Luer-loc connection to the needle end of this 
tubing is necessary. A simple rubber-to-glass 
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AN ORIGINAL contribution by W. T. 

Lemmon , 1 of Philadelphia, has applied 
a renewed stimulus to the search for improved 
spinal anesthesia. 

Le mm on described a technic for making re- 
peated injections of the anesthetic drug into 
the subarachnoid space at any time during 
the operation. The technic utilized a special 
needle, tubing connection, and mattress. 
The effect of this co mmuni cation was to 
change for the better the thoughts of many sur- 
geons and anesthetists concerning the re- 
liability, the safety, and the future develop- 
ment of spinal anesthesia. 

The reliability of spinal anesthesia has 
been made almost absolute by the use of this 
method. The need of supplementary anes- 
thesia has practically vanished. 

The safety of spinal anesthesia has been 
increased almost in proportion to the reli- 
ability. The possibility of an initial large 
injection proving toxic, either by reason of 
rapid absorption into the blood or extensive 
cephalad diffusion with concurrent respiratory 
and vasomotor paralysis, is in a large meas- 
ure removed. The frequent small additions 
of the drug allow a gradual detoxification. 
Further, for the first time, the headward dif- 
fusion of the anesthetic to the level necessary 
to produce adequate anesthesia can be rea- 
sonably accurately controlled. This is true 
despite all the material that has previously 
been written about attempts to control the 
level of spinal anesthesia. Besides this, pro- 
vided vasopressor drugs have not been used, 
the progress of cephalad diffusion may also 
be followed, to some extent, by the effect on 
the blood pressure. 

The future development of spinal anesthesia 
has been affected to an equal degree. The 
attention of the chemist and pharmacologist 
will be shifted from the development of long- 
acting anesthetic drugs to shorter-acting 
ones. The short-acting drug, of course, in- 
creases the safety of spinal anesthesia with 
this technic by rapidly losing effectiveness 
should too high a level of anesthesia become 
established. For the present, procaine again 
becomes the drug of choice. 

Read at the Annual Meeting of the Medical Society of 
the State of New York. Buffalo, New York. April 29. 1941. 

From the Department of Anesthesiology, St. Luke’s 
Hospital. 


Because of the ability to repeat the dosage 
up to the desired effect, the clinical anesthetist 
using this technic can cease to worry about 
the angle at which the patient lies on the 
table. The emphasis on hyperbaric, hypo- 
baric, and isobaric solutions, which have so 
frequently been praised or blamed as the con- 
trolling factor in establishing the level of 
anesthesia, may soon be forgotten. 

In addition, answers are already being pro- 
vided the clinical anesthetist to many un- 
solved problems in spinal anesthesia. These 
answers come from the most reliable source — 
the human patient. For instance, the prob- 
lem of the harmful effect, if any, produced by 
anesthetic drugs through direct absorption 
after subarachnoid injection can be studied 
and compared to the effect of the paralyzing 
action on respiratory and vasomotor nerves. 
To anticipate in this connection, our results 
seem to demonstrate that absorption toxicity 
is slight and probably far less important than 
previously believed. Furthermore, positive 
demonstration of the effect of cephalad diffu- 
sion in man on the blood pressure can be 
given. Again to anticipate, the blood pres- 
sure falls when a sufficient quantity of an 
anesthetic drug is injected into the subar- 
achnoid space to involve effectively the high 
thoracic levels of the cord. 

While increased safety and reliability are 
the two major improvements resulting from 
this fractional technic, they do not represent 
all the advantages. This method appeals to 
surgeons. Many of them who previously 
studiously avoided spinal anesthesia because of 
its major defects readily adopt this method. 
The anesthesiologist is thus aided, in certain 
circumstances, in selecting what he considers 
the best anesthetic for the patient. 

Another advantage lies in the fact that the 
patient can be prepared for anesthesia and 
operation a reasonable length of time ahead 
of the surgeon’s arrival. This expedites the 
movement of cases on an active service. The 
spinal needle is ‘inserted; the position is cor- 
rected; blood pressure and, if necessary, in- 
travenous fluid apparatus are adjusted by the 
time the surgeon arrives in the operating room. 
The subsequent scrub-up period, in which pre- 
viously the entire technic had to be hurriedly 
performed, is utilized to make the subarach- 
noid injection and to observe deliberately the 
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thetic drugs are injected into the subarach- 
noid space. Probably no other tissue area in 
the body could receive the injection of be- 
tween 700 to S25 mg. of procaine in a 5 per 
cent solution within a short period without pro- 
ducing toxic effects. Up to the present, an- 
esthetists have always rightly used the 2 per 
cent solution with much caution in work with 
regional block anesthesia. 

The immediate dilution by the spinal 
fluid of solutions injected into the subarach- 
noid space is only one of the safety factors in- 
volved. Beyond this, it is possible that the 
myelin sheaths and nerve tissue in general 
compete effectively with the blood stream 
absorption mechanism (a mechanism far 
from clearly understood) in the fixation or 
removal of the available procaine in the sub- 
arachnoid space. The relatively large por- 
tion obtained by the nerve tissue is temporarily 
fixed there and then is gradually given off 
to the circulation at a rate easily handled and 
detoxified by the liver. A more detailed study 
of human tolerance for the subarachnoid in- 
jection of procaine will subsequently be re- 
ported. 

Summary 

The fractional technic of administration 
will prove of great value in increasing our 
knowledge of spinal anesthesia. Already it 
has added to the safety and reliability of the 
procedure. A simplification of the technic 
has been described. 

We have found that from a low tap unex- 
pectedly large amounts of procaine are fre- 
quently required to raise the level of anesthesia 
to the required site. This fact has been used 
to attempt to appraise the degree of toxicity 
resulting from simple absorption after sub- 
arachnoid injection of procaine. From our 
results this toxicity is mild. 
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Discussion 

Dr. Virginia Apgar, New York City — Dr. 
Burford’s paper is among the earliest reports of 
the serial spinal method as observed by anes- 
thetists. He has shown that the possibility of 
intermittent dosage of procaine has made spinal 
anesthesia much safer for the patient and re- 
lieves the surgeon of the worry that the anes- 
thesia will wear off before the end of operation. 


This no doubt accounts for the great popularity 
of the method among surgeons. The intermit- 
tent dosage appeals to anesthetists as the phys- 
iologic way to administer a drug to a patient. 
Spinal, as well as intravenous, anesthesia is now 
approaching the individual dosage of the anes- 
thetic agent permitted by the inhalation route. 

His observations as to the low toxicity of 5 per 
cent procaine introduced into the spinal fluid we 
can corroborate with our experience in the use of 
doses as high as 1,575 mg. during the course of 
four hours. There has been no evidence as yet 
of damage to the patient resulting from the 
metabolism of these large doses, even in cases 
with severe liver damage. 

We should like to differ slightly with a few of 
Dr. Burford’s observations. After using the 
method in 250 cases, we feel that the mattress as 
described by Dr. Lemmon has been most useful. 
Our only failures to introduce the needle (3 
cases) occurred when a makeshift mattress was 
used. It is possible to cut over an operatingroom 
mattress, or a regular one, and recover it with a 
water-repellent material instead of buying the 
rather expensive ready-made one. However, we 
shall try Dr. Burford’s method of supporting the 
lower thoracic spine with folded sheets placed 
above the needle. 

We still worry about the angle at which the 
patient lies on the table. In some cases with 
5 per cent procaine, it was impossible to get a 
good perineal anesthesia in the head-down lithot- 
omy position, while the anesthesia of the trunk 
and thorax was more than desired. This has led 
us to use spinocaine much more often than pre- 
viously for cases in the Trendelenberg position. 
This was also true of a patient with a popliteal 
aneurysm who was in the prone position for five 
and one-half hours. Five per cent procaine did 
not produce sensory anesthesia, but spinocaine 
proved satisfactory. 

Dr. Burford does not usually use any vaso- 
pressor drug with this method. We have found 
their use imperative in abdominal cases. As to 
the best drug or method of administration we are 
not decided. An initial dose of ephedrine usuall y 
prevents an initial fall in blood pressure, but a 
second dose during a period of hypotension often 
has no effect. Recently, we have been adding a 
small amount of epinephrine to the second dose 
of ephedrine on the basis of experimental work 
suggesting that ephedrine inactivates the enzyme 
that destroys epinephrine and that circulating 
epinephrine is necessary for the action of ephed- 
rine. Intramuscular neosynephrin hag pro- 
duced some rather marked swings in systolic 
pressure, but s mall er doses may correct t his 
Hypotension has been the most frequent opera- 
tive complication. The main features are a s mall 
pulse pressure; often, a low systolic level; a good 
clinical appearance of the patient; and a slow 
pulse. Its severity does not parallel the large 
doses of procaine. A high-oxygen atmosphere 
often does not improve it. 
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connection is sufficient on the syringe end. 
An artery clamp can be used in place of a 
pet cock for temporarily blocking the lumen. 

No compromise, however, can be made with 
the third original feature of this method — the 
special malleable spinal needle. This soft, 
practically unbreakable needle is essential to 
the safe performance of the technic of continu- 
ous spinal anesthesia. The needle has no 
“spring” to its shaft; it is readily bent and 
holds any position into which it is molded. 

Le mm on's statement that two of the older- 
type needles were broken in a month should 
be remembered by anyone undertaking this 
method. Our own experience has been con- 
fined to the special needle and none has broken. 
However, at least half of the needles with- 
drawn at the end of the operation are bent at 
sharp angles which, in many instances, would 
be sufficient to break the ordinary type of 
spinal tap needle. 

Anyone, then, familiar -with spinal' an- 
esthesia may undertake this technic with this 
minimum of special equipment: (1) a mal- 
leable spinal needle; (2) fine bore, nonkinking 
rubber tubing; and (3) a single Luer-loc con- 
nection adapted to fit the spinal needle on one 
side and the fine bore tubing on the other.* 

Dosage 

In using this fractional technic our most 
interesting experiences to date have occurred 
in connection with the amount of procaine 
that has of necessity been injected into the 
spinal subarachnoid space to obtain adequate 
anesthesia. 

In the past, our belief, and apparently that 
of most workers in the field, has been that the 
toxicity of anesthetic drugs injected into the 
subarachnoid space is intermediate between 
the severe reaction produced by intravenous 
injection on the one hand and the relatively 
milder effect of subcutaneous injection on the 
other. This belief is based chiefly on irrele- 
vant work showing a rapid appearance of 
such drugs as phenolsulfonephthalein and 
potassium ferrocyanide in the blood and urine 
after subarachnoid injection. Such drugs, of 
course, have not the specific affinity for nerve 
tissue shown by the various local anesthetics. 
Their behavior should be quite different. 

More recently, but preceding the use of con- 
tinuous spinal anesthesia, we have had reason 
to question whether a dangerous toxic effect 
develops from simple absorption alone. Pro- 

* This material can be purchased from the George P. 
Pilling & Son Company, Arch and 23rd streets, Phila- 
delphia. 


vided cephalad diffusion and certain motor 
paralyses do not occur — or when these effects 
do occur, provided anoxia is prevented— we 
have reason to question the development of 
serious absorption toxicity accompanying 
spinal anesthesia. We reported a technic* 
utilizing routine oxygen inhalation at high 
tension for the safe use of large dosage sub- 
arachnoid injections to produce prolonged 
anesthesia. 

With the advent of the continuous technic 
it seemed possible to put the problem of toxic 
absorption from the subarachnoid space to 
critical examination. If diffusion could be 
kept minim al by using a technic of injection 
aimed at that purpose (fine bore needle, low 
tap, minimal pressure injection), perhaps a 
considerable amount of procaine could be 
injected before anesthesia developed to the 
level necessary for operation. This technic, 
while at first sight appearing experimental, 
would utilize the theoretic safety factors of 
continuous spinal anesthesia — namely, a slow, 
controlled rise in cord level — to the greatest 
advantage. 

At the same time, these large amounts, if 
administered without accompanying evidence 
of reaction, would have a distinct bearing on 
estimating the importance of systemic toxicity 
following absorption from the human sub- 
arachnoid space. 

Utilizing this slow diffusion method, we 
found that really large amounts of procaine 
could be, and frequently had to be, injected 
before anesthesia developed in the operative 
field and blood pressure began to fall. The 
first patient under this technic required 825 
mg. of 5 per cent procaine dissolved in spinal 
fluid and physiologic saline solution before an- 
esthesia progressed high enough on the cord 
to permit the performance of an inguinal 
herniorrhaphy and before the blood pressure 
started to fall. This amount was given over 
a thirty-minute period. Another patient 
received 800 mg. over a three-quarter-hour 
period before anesthesia of the upper thigh de- 
veloped. Several patients of necessity received 
over 500 mg. procaine in the early minutes be- 
fore adequate anesthesia was established. 

In these cases the correct position of the 
needle was established by aspiration or by 
direct observation of the drip of spinal fluid 
at the end of the operation. None showed 
evidence of cerebral or cardiovascular effects 
of procaine overdosage. 

This to us indicates a wide margin of 
safety — considering only toxic effects from ab- 
sorption into the blood stream — when ones- 
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S ULFAPYRIDINE and sulfathiazole be- 
came available for clinical use shortly after 
their introduction— the former in England in 
1938 and the latter in the United States in 
1939. The following report deals with the ex- 
perience in their use at the Presbyterian Hos- 
pital in New York City during the period from 
July, 1938, to May, 1940.* 

Sulfathiazole is more rapidly absorbed and 
excreted than sulfapyridine. They both 
differ from sulfanilamide in their capacity to 
form insoluble acetyl compounds, which ap- 
pear in the urine in the form of crystals. In 
this circumstance they may either cause 
hematuria by trauma or obstruction by con- 
cretion. 

Sodium salts of both sulfapyridine and sulfa- 
thiazole are available for parenteral admin- 
istration. In general, 5 Gm. of sodium sulfa- 
pyridine given intravenously daily will main- 
tain an effective blood level for a twenty- 
four-hour period. The more readily excreted 
sodium sulfathiazole must be given in larger 
quantities or more frequently to maintain an 
adequate level. Both of these sodium salts are 
acetylated in the body and, like the drug from 
which they are derived, may cause hematuria 
or obstruction. 

There is great individual variation in the 
metabolism of these two drugs by the patient, 
and for this reason it is necessary to take fre- 
quent blood levels. Some patients have been 
main tained on 2 Gm. of either drug daily with 
an effective blood level (5 mg. per hundred 
cubic centimeters of the free drug), while other 
patients have required 18 to 20 Gm. daily to 
reach the same level. These are extremes, and 
it is true that the general daily requirement is 
5 to 6 Gm. This dosage will establish and 
maintain an effective blood level in the ma- 
jority of patients. 

It is stated in the literature that sulfathia- 
zole is acetylated less than sulfapyridine, and 
in using the Marshall method this is probably 
true. However, we have studied 900 blood 
levels of each drug determined by the modified 
Werner method. With this method the aver- 


age acetylation is about 30 per cent for both 
drugs. 

Toxicity 

The toxic manifestations of sulfapyridine 
and sulfathiazole are summarized in Table 1. 

Nausea, vomiting, and anorexia were the 
most frequently encountered symptoms. The 
statistics in the table reveal a higher incidence 
than in most series reported. If nausea or 
vomiting appeared in a case, it is recorded as 
such without trying to quantitate it. There 
is less nausea and vomiting with sulfathiazole. 
Moreover, these symptoms are qualitatively 
different, being milder and transient and usu- 
ally appearing and disappearing in the first 
twelve to twenty-four hours. With sulfa- 
pyridine the nausea is often more severe, pro- 
longed, and detrimental to the patient’s mo- 

rale. . 

It has been our experience that luminal has 
been the most helpful agent in controlling 
these symptoms (“/on to %a Gm. given by 
mouth or by hypodermic one-half to three- 
quarters of an hour before each dose). 

The statistics on the presence of crystals in 
the urine need explaining. The great majority 
of the sulfapyridine cases were studied during 
the first year of sulfapyridine therapy when we 
were not aware of the significance of crystals. 
Therefore, the higher incidence encountered 
with sulfathiazole may have been due to more 
particular attention to their presence. 

Hematuria has not been frequent and, 
again, the lower incidence with sulfathiazole 
may be due to our increased knowledge of its 
mechanism. It has been observed, first, that 
hematuria rarely occurred in patients voiding 
1,000 cc. daily and, second, that all the cases 
of gross hematuria were heralded by micro- 
scopic showers of red cells one to two days in 
advance. Because of these observations when 
a microscopic hematuria or a decreasing uri- 
nary output is discovered, the drug is stopped 
or the fluid intake is increased. Intravenous 
sodium sulfapyridine when given in doses 
larger than 5 Gm. or in the presence of low 
fluid intake has been a frequent offender. 


From the Department of Medicine, College of P£yai- 
ciana and Surgeons, Columbia University, and t 
byterian Hospital, New York City. _ 

* For much of the sulfapyridine and sulfathiazole used 
in this Btudy we are indebted to E- R. Squibb & So?®* 
Merck and Company, Lederle Laboratories, and Win- 
throp Chemical Company. 


Dermatitis appeared in 8 per cent of the 
sulfathiazole cases and in 2 per cent of the 
sulfapyridine cases. The rashes usually ap- 
pear from the seventh to tenth day of ther- 
apy — in this series, most frequently on the 
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We have not found that especially large doses 
of procaine are necessary to produce the desired 
level of anesthesia. The largest was 250 mg. in 
divided doses for a gastric resection. 

Pentothal or nitrous oxide are often used to 
control the retching that occurs in operations 
on the upper part of the abdomen and to do 
away with the discomfort of a long operation in 
the Trendelenberg position. 


The incidences of headaches and backaches 
are no greater with this method in our series 
than with other methods. 

Dr. Burford has brought us many interesting 
ideas in his paper, and I feel sure that after sev- 
eral years of experience with this new method 
most of his observations will be found to be ac- 
curate. 


Mary Putnam Jacobi Fellowship 

The Women’s Medical Association of New York offers a Mary Putnam Jacobi Fellow- 
ship for medical research of one thousand dollars (SI, 000), available October 1, 1942. 
It is open to any woman doctor, either American or foreign, who is a graduate of a 
reputable medical school. 

Applications for this fellowship must be filed with the secretary of the committee by 
March 1, 1942, and must be accompanied by statements by persons other than the candi- 
date as to (1) health, (2) educational qualifications, and (3) previous work. The appli- 
cant herself should state the problem she proposes to investigate and send her photo- 
graph. As it is not practicable for the secretary to write for letters about candidates, 
applicants should send with their application sufficient data to enable the committee to 
judge of their respective merits. 

The recipient of the fellowship will be expected to give full time to the study of her 
problem and to make a report for publication at the completion of her research. 

Application blanks may be obtained from the secretary of the committee. 


Annie S. Daniel, M.D. 

Chairman of the Mary Putnam Jacobi 
Fellowship Committee 

Emily D. Babkinger, M.D. 

Ex-Officio 

Elisb S. L’Esperance, M.D. 


Madge C. L. McGtjinness, M.D. 

L. Mary Moench, M.D. 

Josephine B. Neal, M.D. 

Ada Chree Reid, M.D. 

Isabel M. Scharnagel, M.D. 

Pkebe L. DuBois, M.D., Secretary 
150 East 73rd St., New York, N. Y. 


AN EXAMINATION AS TO FITNESS FOR MARRIAGE 


.... should mean far more than a test of the blood 
for syphilis and a cursory inspection for the 
presence of gonorrhea, says Dr. Robert L. Dickin- 
son in Clinical Medicine. It should include a 
study of the family history for the presence of in- 
heritable diseases; of the personal history, not 
only for physical diseases Dut also for psychic 
tendencies and patterns; and a complete general 
examination, including the conformation and 
functions of the genital organs. 

Preventive medicine is rapidly taking prece- 
dence over curative medicine, and people expect 
physicians to prevent disorders that are prevent- 
abel. 

Divorce is a social disorder (and frequently 
also a personal one) and can, in most cases, 
be prevented by proper and adequate instruc- 
tion and training of the young couple before 
marriage. The frankness of youth is amazing, 
but its ignorance is appalling. 


The successful premarital consultation re- 
quires a physician who is trained in its technics, 
and must be thoroughly individualized. It 
should include a study of the hereditary factors 
on both sides; of the training, knowledge, and 
adaptability of both the young people; and of the 
probability of their ready adjustment to the 
sexual relationship and to childbearing. In- 
struction should be given as and where it is 
needed, and a thorough working knowledge of the 
technics of contraception is the only sure path to 
planned parenthood, which is a powerful prophy- 
lactic against divorce. 

This country is not yet ready for the legal 
enactment of such ideal premarital requirements, 
but the medical profession should be educating 
the people to the point where such examinations 
become the voluntary custom of all reasonably 
civilized people. Only then can such measures 
be safely enacted as a legal code. 
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TABLE 2. — Analysis or Pneumonias with Mortality 



Drug 

Number of 
Cases 

Mortality, 

Percentage 

Number of 
Bacteremia 

Mortality, 
Percentage 
of Bacteremias 

Pneumococcus 

S. P. 

100 

10 

13 

30 

Lobar pneumonias 

S. T. 

34 

0 

1 

0 

Pneumococcus 

S. P. 

48 

10 

3 

100 

Bronchopneumonias 

S. T. 

21 

5 

O 

0 

Nonpneumo coccus 

S. P. 

28 

7.1 

0 

0 

Lobar pneumonias 

S. T. 

3 

0 

0 

0 

Nonpneumococcus 

S. P. 

26 

11.5 

1 

100 

Bronchopneumonias 

S. T. 

12 

16.6 

0 

0 

Serum and chemotherapy 


21 

14 

5 

40 


Heidelberger 1 or the usual rabbit serum sup- 
plied by the commercial laboratories or the 
New York City Department of Health. In 
all cases 100,000 units or more were given until 
the precipitin test for circulating antibody 
showed an excess. The usual preliminary pre- 
cautions were carried out and no untoward 
reactions occurred. 

Results 

Between July, 1938, and May, 1940, there 
were 272 adult cases of lobar pneumonia and 
bronchopneumonia treated in the Presbyterian 
Hospital with chemotherapy, with an uncor- 
rected mortality of 8.5 per cent. This does 
not exclude those patients who arrived at the 
hospital moribund, those who received less 
than 5 Gm. of drug, or those who died in less 
than twenty-four hours of admission. 

For purposes of analysis the cases were sepa- 
rated into two groups: (1) the pneumo- 
coccic pneumonias and (2) the nonpneumo- 
coccic pneumonias, which did not include the 
so-called “atypical” or “virus” pneumonias 
but which presented enough suggestive fea- 
tures to warrant a trial on chemotherapy. 
Bacteria other than pneumococci — i.e., hemo- 
lytic streptococcus, hemolytic Staphylococcus 
aureus, etc. — were isolated from the sputums 
of some of these cases. 

Each of the above groups were subdivided 
into (a) the lobar pneumonias treated with 
sulfapyridine and sulfathiazole; and (b) the 
bronchopneumonias treated with sulfapyri- 
dine and sulfathiazole, making eight sub- 
divisions as indicated in Table 2. 

In comparing the results of chemotherapy 
in the pneumococcic lobar pneumonias in this 
series, it is seen that there were 100 cases 
treated with sulfapyridine, with 10 deaths, a 
mortality of 10 per cent. Among these 
cases there were 13 with bacteremia, with a 
30 per cent mortality. There were 34 sulfa- 
thiazole-treated cases of lobar pneumonia 
without a fatality'. In this group there was 
only 1 bacteremic case and he recovered. 


The pneumococcic bronchopneumonias 
numbered 48 treated with sulfapyridine, with 
a mortality of 10 per cent. In this group there 
were 3 patients with bacteremia, all ending 
fatally. Two of these patients came to the 
hospital with an agranulocytosis due to 
amidopyrine and died terminally of their pneu- 
monias. The third was a 73-year-old patient 
with a carcinoma of the esophagus who 
developed the pneumonia following gas- 
trostomy. There were 21 cases of pneu- 
mococcic bronchopneumonia treated with 
sulfathiazole, with a 5 per cent mortality. 
None of these was bacteremic. 

There were 28 nonpneumococcic lobar pneu- 
monias treated with sulfapyridine, with no 
bacteremic cases and a mortality of 7.1 per 
cent. Three cases were treated with sulfa- 
thiazole; none was bacteremic and all sur- 
vived. 

The last group consisted of the nonpneu- 
mococcic bronchopneumonias, of which there 
were 26 treated with sulfapyridine. The mor- 
tality in this group was 11.5 per cent. One of 
these cases was bacteremic; it was due to 
Bacillus Friedlander and at autopsy showed an 
abscess of the liver secondary to a perforation 
of the duodenum. There were 12 cases of non- 
pneumococcic bronchopneumonia treated with 
sulfathiazole, with a mortality of 16.6 per cent 
and no bacteremias. 

Comment 

It is interesting to note that the mortality 
rates in all varieties of pneumonia treated 
with sulfapyridine were approximately the 
same— i.e., around 10 per cent. On the other 
hand, in 55 cases of pneumococcic pneumonia 
treated with sulfathiazole the mortality was 
1.8 per cent. 

In analyzing this apparent difference in the 
effectiveness of the two drugs, the following 
facts must be borne in mind. Fifty-two per 
cent of the series treated with sulfapyridine 
were under treatment by the third day of the 
disease. On the other hand, 73 per cent of 
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TABLE 1. — Comparative Toxicity op Sclfapyhidixe 

AID SuI-FATHIAZOLE 



Sulfapyridine 

Sulfathiazole 


/ — (202 Cases) — - 
Per- 

(178 Cases) 

Per- 


Num- 

cent- 

Num- 

cent- 


ber 

age 

ber 

age 

Nausea 

120 

60 

61 

34.2 

Vomiting 

101 

52 

40 

22.4 

Crystals 

9 

4.5 

32 

17.9 

Hematuria 

10 

5 

3 

1.6 

Dermatitis 

4 

2 

15 

8.4 

Fever 

6 

3 

16 

8.9 

Anemia 

7 

3.5 

4 

2.2 

Leukopenia 

1 

0.5 

1 

0.5 

Neuritis 

0 

0 

3 

1.6 

Psychosis 

9 

4.5 

O 

0 

Cyanosis 

16 

8.0 

O 

0 

Diarrhea 

0 

0 

1 

0.5 


ninth day. The eruption that appears with 
sulfathiazole has been usually of the erythema 
nodosum type, characterized by rounded, red, 
raised tender areas over the extensor surfaces 
of the elbows and the shins. Rarely, it has 
appeared on the face and trunk as well. In 
3 cases the rash was accompanied by conjunc- 
tivitis and joint pains. The sulfapyridine 
eruption has been of the maculopapular, 
erythematous type, most frequently seen on 
the thorax and abdomen. 

Drug fevers usually appear after the first 
week of chemotherapy; the temperature is 
usually characterized by a slow rise but may be 
accompanied by chills and fever of the spiking 
type. With the appearance of a rash or fever 
the drugs are stopped. 

Anemias were rare, comprising only 2 to 3 
per cent of the toxic manifestations. These 
were of two varieties : (1) the acute hemolytic 
variety, coming on in the first three days of 
therapy; and (2) the more usual type where 
the red blood count drops off more slowly 
over a period of days or a few weeks. Leuko- 
penias were rare and no purpuras were seen. 
None of these untoward manifestations pro- 
gressed following cessation of therapy. 

Peripheral neuritis is rare and has not been 
seen with sulfapyridine. It has appeared 
three times in mild degree with sulfathiazole. 
In each instance it appeared two to four weeks 
following cessation of therapy and was char- 
acterized by pain, paresthesia, and slight 
motor weakness, clearing spontaneously. The 
peroneal nerve was involved in 1 case and the 
ulnar and peroneal nerves in the other 2 
cases. 

Certainly, from the patient’s point of view, 
sulfathiazole is a more desirable drug to take 
than sulfapyridine. It gives less nausea, 
anorexia, and vomiting. With regard to the 
other toxic manifestations it is comparable to 
sulfapyridine. 


Management of the Pneumonias 

Between July, 1938, and May, 1940, 272 
cases of pneumonia were treated by chemo- 
therapy and, of this group, 21 cases received 
serum in conjunction with chemotherapy. 
Unfortunately, alternate cases were not 
treated with the two drugs. During the winter 
of 1938 to 1939 the majority of the cases were 
treated with sulfapyridine, and during the 
winter of 1939 to 1940 the majority received 
sulfathiazole. 

The diagnosis was based upon the history, 
physical findings, and an x-ray of the chest 
in every case. The criteria for the diagnosis of 
lobar pneumonia were sudden onset with chill, 
fever, cough, rusty sputum, and chest pain 
with consolidation of lobar distribution on 
physical examination or by x-ray. Broncho- 
pneumonia was diagnosed in the absence of a 
typical history or when patchy 7 consolidation 
was noted on physical or x-ray examination. 
Furthermore, all postoperative pneumonias 
were included under bronchopneumonia. 

At least one and, in negative cases, usually 
two or more examinations of sputum for 
pneumococci were made. This included Neu- 
feld typing, direct culture, and mouse in- 
oculation, all of which were done with each 
sputum. Blood cultures were done in 91 per 
cent of the cases before administration of any 
therapy. If indicated, they were repeated. 
Complete blood counts were done on alternate 
days and in many cases they were done daily- 
Blood levels (modified Werner method) were 
taken the morning following initiation of 
chemotherapy and on alternate days thereafter. 
Only the unconjugated or “free” drug level is 
mentioned in this paper. In most cases fluids 
were forced to between 2,500 and 3,000 cc. 
daily and the output measured. 

When the necessary diagnostic data had 
been secured, chemotherapy was begun. The 
initial dose with both sulfapyridine and sulfa- 
thiazole was rather uniformly 2 Gm., fol- 
lowed by 1 Gm. every four hours. But since 
an attempt was made to keep the blood level 
approximately 4 to 6 mg. per hundred cubic 
centimeters, the subsequent dose varied with 
the blood level. The sodium salts of sulfa- 
pyridine and sulfathiazole were used intra- 
venously when it was desired to secure a high 
initial blood level concentration, when diffi- 
culty in maintaining concentration by mouth 
was encountered, or when oral medication was 
impossible. 

Serum, when employed, was concentrated 
rabbit globulin prepared by Dr. Michael 
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SULFATHIAZOLE PER SE IN THE TREATMENT OF LOBAR PNEUMONIA 


To the Editor: March 1, 1941 

In reading through recent articles referable to 
the treatment of pneumonia with sulfathiazole, I 
thought of the paradox of the treatment therein 
prescribed, as compared to that of a case of lobar 
pneumonia treated by me. In my case, as dif- 
ferentiated from those described, there were no 
hospital facilities, no nursing attention, prac- 
tically no care, no hygiene, no laboratory proce- 
dures, and no x-rays or any of the modern diag- 
nostic or therapeutic aids. If ever there was a 
possibility of finding out the value of a medica- 
ment per se, this was an ideal case. In fact, the 
lack of hygiene and proper care and attention 
put the medicament to its greatest test — and it 
won. All the patient received was sulfathiazole 
and small amounts of liquids. 

This patient, a Chinese schoolboy, aged 16, 
weighed 110 pounds and was 5 feet, 5 inches tall. 
He was in a room 40 by 20 feet. This room was 
subdivided into ten booths, the partitions being 
6 feet high. Each booth had a single bed, 
dresser, and chair. There were three large 
windows on one side of the room. I managed to 
have one of these opened, but doubt that it was 
kept open very much. The window shades were 
always drawn. Thus, there was a minimum of 
fresh air and sunshine in this bedroom where 10 
persons slept. The toilet facilities were in the 
next room, where, despite his critical condition, 
the patient was forced to go. He was mostly 
alone during the day except for an occasional 
visit by his uncle, who came up from downstairs 
to give him his medication and liquids. He was 
in bed, clad in pajamas and some over clothing. 
No skin care was given. 

The temperature, pulse, and respirations were 
noted by myself once daily. No laboratory aids 


such as blood counts and concentration levels, 
sputum examinations, x-rays, etc., could be used. 
Nursing care was rul. This patient just lay 
there, and with the help of sulfathiazole and 
small amounts of liquids he recovered. 

The patient became ill January 24, 1941. On 
this date he had a severe chill, fever (104 F.), 
pain in the right side, cough, dyspnea, flushed 
cheeks, and scanty viscid sputum. On examina- 
tion, there were dullness, increased vocal fremi- 
tus, tubular breathing, and fine crepitant rales 
over the lower left lobe. 

The first day l l /j Gm. of sulfathiazole was 

S 'ven every four hours. The second day, z / t 
m. was given every four hours. On the third, 
fourth, and fifth days the dose was l /j Gm. every 
four hours. 

After the first thirty-six hours, when I visited 
the patient, he was sitting up, looking cheerful 
and well. The cough was slight, and his tem- 
perature was 99.4 F. The rales were more 
bronchovesicular. On the fifth day all signs and 
symptoms disappeared. 

This patient recovered despite every medical 
and nursing disadvantage, with one exception. 
The treatment was solely dependent on the me- 
dicament — sulfathiazole. The cure was about as 
rapid as the hospitalized cases receiving every 
modem facility. The only unknown factor here 
is, how the patient would have fared without the 
sulfathiazole. The probabilities are obvious, and 
it seems that this was an ideal case to note the 
potentialities of sulfathiazole per se. 

William L. Gotjld, M.D. 
453 Western Avenue 
Albany, New York 


MEDICOMILITARY SYMPOSIUM ON NUTRITION 


“Nutrition in the Army” will be the subject of 
a symposium for Medical Department Reserve 
Officers on Tuesday evening, January 13. The 
meeting will be held at 8:30 p.m. in the Fed- 
eral Building at 90 Church Street, New York 
City. 

Participants in the symposium will include 
Colonel Samuel Adams Cohen and Colonel 
H. I. Teperson of the Medical Corps Reserve, 
Lieutenant Colonel James A. Tobey of the 


Sanitary Corps Reserve, and Major Louis 
Gnessman of the Veterinary Corps Reserve. 
Colonel Milton I. Strahl, Medical Corps Re- 
serve, is chairman of the executive committee in 
charge of this event. 

An exhibit on army nutrition will also be 
shown. The entire program is under the super- 
vision of Lieutenant Colonel William C. Lip- 

P r +1’ °h' e ^ °f the medical section 

oi the Second Military Area. 
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the sulfathiazole-treated cases were receiving 
the drug at this early date. In other words, the 
patients who were treated with sulfathiazole 
arrived at the hospital earlier on the average 
than those in the sulfapyridine series. Since 
in the majority of cases the bacteremia does 
not appear until the third day of the disease, 
this means that the cases treated with sulfa- 
thiazole were receiving chemotherapy be- 
fore the expected day of sepsis. This fact 
may explain why the bacteremic rate and 
mortality were lower in the sulfathiazole 
cases. 

The distribution of the types of pneumo- 
cocci in lobar cases was about the same. 

The majority of the cases were white, with 
the male sex predominating. In spite of the 
opinion that Negroes offer poor resistance, 37 
were treated without a fatality. Eighty per 
cent of the sulfapyridine and all of the sulfa- 
thiazole deaths occurred in patients over 60 
years old. 

Although at first it was thought that there 
was a difference in time of crises with the two 
drugs, no essential difference was found. Ap- 
proximately one-third to one-half had crises in 
the first twenty-four hours, and three-quarters 
to four-fifths had a crisis in forty-eight to 
seventy-two hours with the use of either 
drug. 

How long should chemotherapy be con- 
tinued? There is no definite answer to this 
question. Each case is a problem unto itself. 
In the first year of chemotherapy the cases 
received an average of 27 Gm. of sulfapyridine 
over a period of five days; a study of the cases 
revealed a small group of patients who suffered 
relapses when only 10 to 25 Gm. had been ad- 
ministered. During the second year, when the 
change was made to sulfathiazole, a larger 
dose was employed. An average of 45 Gm. 
was given during a period of seven days. This 
larger dose and longer period of therapy 
appeared to result in fewer relapses. 

The average period of hospitalization was 
nineteen" to twenty days. This figure is un- 
corrected for other conditions irrelevant to the 
pneumonia. 

The various chemotherapeutic agents are 
indicted, and rightly so, for their toxic proper- 
ties, but little is said about the marked reduc- 
tion in toxic phenomena associated with the 
pneumonia per se. It is noteworthy that 
only 1 patient out of. 272 had sufficient dis- 
tention to warrant energetic treatment di- 
rected toward decompression. Second, there 
has been a marked decline in the need and use 
of oxygen in pneumonia. Finally, there is an 


increased sense of well-being in most cases 
soon after drug administration is begun. 

In this series no correlation of blood level 
with crisis could be found. If there is a critical 
level for crisis it was not discernible. 

There were 21 cases that received both 
chemotherapy and serum. This group repre- 
sented the most severely ill patients in the 
series. Their average age was 50. There were 
5 bacteremic cases, with 3 deaths — a mortality 
of 14 per cent for the entire group. The age 
of these 3 fatal cases was well above average. 
Two of them were due to Pneumococcus type 
III and were complicated by asthma and 
agranulocytosis due to aminopyrme, respec- 
tively. The third death occurred as a relapse 
in a Pneumococcus type III pneumonia. 
The group is too small to draw any conclu- 
sions. 

The pneumococcic cases were pooled and 
the incidence of complications were compared. 
Pleural effusions occurred in 11 to 12 per cent 
and empyema in 3 per cent with both drugs. 
Relapses took place in 12 per cent of the sulfa- 
pyridine cases and in 9 per cent of the sulfa- 
thiazole cases. The relapses represent inade- 
quate therapy as to daily dosage and dura- 
tion. 

Summary and Conclusions 

1. Our experience with sulfapyridine and 
sulfathiazole in the treatment of various types 
of infections between July, 1938, and May, 
1940, is herewith reported. 

2. Nausea and vomiting are less frequent 
and less severe with sulfathiazole than with 
sulfapyridine. Other toxic manifestations 
occurred with about equal frequency. Pro- 
vided that proper precautions are taken dur- 
ing the course of drug administration, all of 
these toxic manifestations can be prevented or 
controlled. 

3. Altogether, 272 cases of pneumonia 
were treated with chemotherapy with a mor- 
tality of 8.5 per cent. 

4. The mortality rate in 100 cases of pneu- 
mococcic lobar pneumonia treated with sulfa- 
pyridine was 10 per cent. 

5. Thirty-four consecutive unselected cases 
of pneumococcic lobar pneumonia were treated 
with sulfathiazole without a fatality. Only 1 
of these cases was bacteremic. 

6. The results of chemotherapy in cases of 
pneumococcic bronchopneumonia are ap- 
proximately the same as in lobar pneumo- 
nia. 




Figs. 3 and 4. 


vironment. As is so often true in science, the wanderings over the earth. Man has been 
answer also sets a problem. moving for centuries, and there are no distinct 

These results, which may be characterized records of the changes effected by these wan- 
as revolutionary, have a distinct bearing on the derings. Thus, the picture of race shifts from 
problem of stability of racial types. If envi- one of stability to one of recurrent changes, 
ronment affects physical type then it would ex- From a surgical point of view, if we are to 
plain the overlapping of our white subraces of adhere to these physical measurements in 
today, for mankind has in all probability been utilizing the rhinometric instruments for our 
subject to this change, time and again, in his guidance, we cannot help but err in the ma- 


THE IDEAL NOSE 

Albert A. Cinelli, M.D., F.A.C.S., New York City 


TN THE last decade much has been written 
X “ Plastic textbooks and in the literature 
on the physical measurements of the nose for 
rhinoplasty. Many new instruments (pro- 
mometers, photometers, rhinometers, etc ) 
have been devised to measure the various 
angles of the nose. This has been an out- 
growth from the architectural pattern of the 
face fashioned from the works of Scha- 
dow. 1 

Briefly, in Fig. 1 the profile angle (C) varies 
irom 25 to 35 degrees with 30-degree angle 
considered the ideal measurement for rhino- 
plasty. It is formed by a line (A) drawn from 
tne frontal protuberance to the chin, with 
another line (B) from the root of the nose along 
the dorsum to the tip. Any marked excursion 
rom this mathematical pattern results in 
either a convex (hump) or concave (saddle) 
nose. 

Another mathematical dictum is that the 
length of the nose — that is, from the root to 
its tip— is the same or slightly shorter than 
the chin line (a line drawn from the base of the 
columella to the chin). 

-mrPj 6 se Pt°I a biaI angle (D) varies from 90 to 
105 degrees and is formed by the columella 
with its junction of the upper lip. A long nose 
vail shorten this angle and conceal the beauty 
of the mouth. An extremely short nose in- 
creases the angle with a marked accentuation 
of the upper lip. The ideal measurement is 
about 90 degrees. 

The facial planes exhibited on a frontal 
view by this canon are interesting — Fig. 2. 
Four parallel lines ru nnin g, respectively, 
through the hairline, the root of the nose, the 
base of the nose, and the chin will divide the 
face into 3 equal parts. 

The position and size of the eyes are most 
important in the pattern. The width of an 
eye, the space between the eyes, and the 
width of the nose are equal in size. 

The mouth must blend somewhere in the 
physical pattern; most pleasing to the eye 
would be about one-third the distance from the 
columella to the chin line. 

The question that confronts us is: Are we 
to be guided in our nasal corrections by these 
mathematical formulas? If not, then why 
all these rhinometric instruments, the differ- 
ent canons, dissecting the entire face into a 
mathematical pattern of angles and squares? 


Do these serve more of an academic interest 
than of a surgical value or both? 

What could be more fitting as an answer 
than to refer to the real beauties as repre- 
sented by the great masters. Fig. 3 is the 
Italian beauty, Beatrice d'Este, painted by 
Leonardo da Vinci. The septolabial angle is 
110 degrees and the facial compartments are 
unequal. Fig. 4 is an English beauty painted 
by Rothstein of the British School. Here the 
discrepancy in these physical patterns is 
even greater. The septolabial angle is 123 
degrees, the profile angle is 37 degrees, and the 
facial compartment at the base of the nose is 
asymmetric. 

Fig. 5 is an English beauty painted by 
Dante Gabriel Rosetti of the British School. 
Here the hairline and the base line of the nose 
do not synchronize in a mathematical pattern 
in this priceless gem. Fig. 6 is a portrait of a 
Dutch beauty painted by Gari Melchers and 
is far from keeping in harmony with these 
architectural designs as is apparent. 

From these immortal paintings briefly, then, 
we observe that beauty is not a physical pat- 
tern of squares and angles, fashioned on a 
mathematical basis. It is rather something in- 
definable by which our eyes, hands, and soul 
are artistically and culturally gifted to create 
the integral parts of the face into a harmonious 
symphony of aestheticism. 

From an anthropologic point of view, we 
find ourselves more in a quandary. 2- * The 
cephalic, orbital, and nasal indices vary not 
only among the races but surprising enough 
even in the same family. Boas 6 found in his 
experiments that the children born in this 
country differed considerably from the children 
born in Europe from the same parents. For- 
tunately, the conditions of this inquiry were 
such that two possible causes for the change 
in type could be eliminated at once. Change 
through intermarriage was excluded because 
the parents of the European-born children and 
the American-born children were the same. 
The possibility of selection was also pre- 
cluded because the time involved was so short. 
The residual possible cause was, therefore, to 
be seen in the effect of the American physical 
environment on the European-born types. 
Just what is meant by environment? It 
might cover climate, eating habits, or per- 
haps an unidentified factor of physical en- 
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Hypnotics and Sedatives 


Dr. McKeen Cattell: Today we are to 
have a discussion of the hypnotic and sedative 
drugs to be opened by Dr. Gold. 

Dr. Harry Gold: I have here a list of the 
more important drugs that are useful in pro- 
ducing sedative and hypnotic effects: (1) 
bromides; (2) chloral hydrate; (3) paralde- 
hyde; and (4) barbiturates (barbital, pheno- 
barbital, pentobarbital sodium, amytal, evi- 
pan). 

We might also add sulfonal and trional and 
various derivatives of urea, such as bromural, 
adalin, carbromal (sedormid). Pharmaco- 
logically, these compounds are distinguished 
in part by the fact that while they produce 
sedative effects they do not bring about deep 
narcosis even in toxic doses. 

Alcohol is effective in producing hypnotic 
effects, but it presents special well-known 
features that make it undesirable for general 
use in that way. 

Chemical enterprise has been intense in the 
field of synthesis of sedative agents, and liter- 
ally hundreds of agents related to chloral, 
urea, and barbituric acid have been made. 
Scores of them have been introduced into 
therapeutic use. It is my belief that the small 
list given above will satisfy all the needs that 
can be satisfied by known sedative and hyp- 
notic agents. 

Sedatives versus Hypnotics . — The first mat- 
ters I wish to consider are the terms “hypnotic 
drug” and “sedative drug.” A recent paper 
on hypnotics in the J.A.M.A. defined hyp- 
notics as “drugs that induce sleep,” and seda- 
tives as agents which "decrease the sensitivity 
of the central nervous system,” although it 
was made clear that no sharp distinction can 
be drawn between them. I think these terms 
have rendered poor service, and perhaps we 
ought to consider abandoning them. If we 
do that we may succeed in time in relinquish- 
ing an incorrect idea which they tend to pro- 


mote. The terms sedative and hypnotic 
should be used, I tliink, to label effects, not 
drugs, because it is the same drug that causes 
both effects. The same action operating under 
different conditions gives different results. A 
dose of 0.3 Gm. (5 grains) of barbital will quiet 
the patient and reduce nervousness during 
the day. The patient may be aware of some 
dulling of the perceptions or mentation, but 
he does not fall asleep. The same dose of 
barbital given at bedtime, with all other fac- 
tors present conducive to sleep, produces 
sleep. Occasionally, it is a matter of doses, 
somewhat larger doses being necessary for 
sleep. The grouping of drugs as sedatives 
and hypnotics is often attempted. Physicians 
sometimes prescribe phenobarbital to be taken 
during the day and then barbital at night, in 
the belief that one is just a sedative and the 
other a hypnotic. I believe that such a dis- 
tinction has no validity. 

Mode of Action .- — This whole group of sub- 
stances depresses the brain. Thresholds are 
raised. Changes are produced in the sensory, 
the motor, the intellectual, the autonomic, 
and the psychic reactions. Reflexes are de- 
pressed. There is no reason to suppose that 
any portion of the brain escapes their action. 
The net result of this depression is an altered 
nervous state, which varies greatly from per- 
son to person. In general, they tend to pro- 
duce a feeling of lassitude, diminished menta- 
tion, a disinclination to mental and physical 
activity. Emotional tension, agitation, and 
anxiety are often relieved during their action. 
The mood is sometimes changed from one of 
depression to one of pleasant calmness or even 
elation. 

This depression of the brain usually results 
in mental and physical rest. And that is the 
main objective. At night it promotes sleep. 

It is not so in all patients, however. In 
many, the results are distinctly unpleasant 
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jority of cases. In the first place, measuring 
the nose directly after an operation to ascer- 
tain whether or not we have the proper aes- 
thetic measurements does not take into con- 
sideration the swelling and edema that are 
always associated in these cases through local 


j infiltration, trauma to tissue, bleeding, etc. 
f It does not take into consideration the future 
contraction that is going to take place. It 
does not take into consideration the retrac- 
tion of the tip which always follows and, at 
times, may ruin an apparent good re- 
sult. 

The philosopher and anatomist, Bell,® in 
speaking of attaining beauty, said: “The 
artist is not to slight nature or avoid it, but to 
stud}' it deeply, as the only source of improve- 
ment. He should study the quality of smile, 
the eloquent eyes, the formation of the fore- 
head, the depth of the eyes, etc., and thus 
he passes from point to point, from one fea- 
ture to another, the nose, the ear, exaggerating 
a little the outline of whatever indicates the 
higher and purer qualities, and avoiding what 
is low or whatever is associated with the baser 
human passions or with the form of the brutes 
and by insensible gradations and long con- 
templations of what is highest and best, he 
acquires from nature, that idea which is in his 
mind, the perfection of form.” 

A countenance that in ordinary conditions 
has nothing remarkable may become beautiful 
in expression. It is expression which raises 
affection, which dwells pleasurably or pain- 
fully in the memory. 

In rhinoplasty let us not analyse these 
cases in physical terms of angles and squares 
which rob us of initiative and the burning de- 
sire for creation. The wonders of the Kenais- 
sance lay claim to give nature the expression 
and feeling of beauty which is seen through 
the artist’s soul. The inspiring works of 
Leonardo da Vinci, Michael Angelo, and the 
divine Raphael who portrayed the spirit of 
that age are the real creators of beauty per- 
sonified in art. 

“La beau tS est ua des plus grands mysteres 
de la nature.” 

As Voltaire aptly remarked: “Beauty to 
the toad is its mate.” 

101 East 85th Street 
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Hypnotics at 

Dr. McKeen Cattell: Today we are to 
have a discussion of the hypnotic and sedative 
drugs to be opened by Dr. Gold. 

Dr. Harry Gold: I have here a list of the 
more important drugs that are useful in pro- 
ducing sedative and hypnotic effects: (1) 
bromides; (2) chloral hydrate; (3) paralde- 
hyde; and (4) barbiturates (barbital, pheno- 
barbital, pentobarbital sodium, amytal, evi- 
pan). 

We might also add sulfonal and trional and 
various derivatives of urea, such as bromural, 
adalin, carbromal (sedormid). Pharmaco- 
logically, these compounds are distinguished 
in part by the fact that while they produce 
sedative effects they do not bring about deep 
narcosis even in toxic doses. 

Alcohol is effective in producing hypnotic 
effects, but it presents special well-known 
features that make it undesirable for general 
use in that way. 

Chemical enterprise has been intense in the 
field of synthesis of sedative agents, and liter- 
ally hundreds of agents related to chloral, 
urea, and barbituric acid have been made. 
Scores of them have been introduced into 
therapeutic use. It is my belief that the small 
list given above will satisfy all the needs that 
can be satisfied by known sedative and hyp- 
notic agents. 

Sedatives versus Hypnotics . — The first mat- 
ters I wish to consider are the terms “hypnotic 
drug” and “sedative drug.” A recent paper 
on hypnotics in the J.A.M.A. defined hyp- 
notics as “drugs that induce sleep,” and seda- 
tives as agents which “decrease the sensitivity 
of the central nervous system,” although it 
was made clear that no sharp distinction can 
be drawn between them. I think these terms 
have rendered poor service, and perhaps we 
ought to consider abandoning them. If we 
do that we may succeed in time in relinquish- 
ing an incorrect idea which they tend to pro- 


d Sedatives 

mote. The terms sedative and hypnotic 
should be used, I think, to label effects, not 
drugs, because it is the same drug that causes 
both effects. The same action operating under 
different conditions gives different results. A 
dose of 0.3 Gm. (5 grains) of barbital will quiet 
the patient and reduce nervousness during 
the day. The patient may be aware of some 
dulling of the perceptions or mentation, but 
he does not fall asleep. The same dose of 
barbital given at bedtime, with all other fac- 
tors present conducive to sleep, produces 
sleep. Occasionally, it is a matter of doses, 
somewhat larger doses being necessary for 
sleep. The grouping of drugs as sedatives 
and hypnotics is often attempted. Physicians 
sometimes prescribe phenobarbital to be taken 
during the day and then barbital at night, in 
the belief that one is just a sedative and the 
other a hypnotic. I believe that such a dis- 
tinction has no validity. 

Mode of Action . — This whole group of sub- 
stances depresses the brain. Thresholds are 
raised. Changes are produced in the sensory, 
the motor, the intellectual, the autonomic, 
and the psychic reactions. Reflexes are de- 
pressed. There is no reason to suppose that 
any portion of the brain escapes their action. 
The net result of this depression is an altered 
nervous state, which varies greatly from per- 
son to person. In general, they tend to pro- 
duce a feeling of lassitude, diminished menta- 
tion, a disinclination to mental and physical 
activity. Emotional tension, agitation, and 
anxiety are often relieved during their action. 
The mood is sometimes changed from one of 
depression to one of pleasant calmness or even 
elation. 

This depression of the brain usually results 
in mental and physical rest. And that is the 
main objective. At night it promotes sleep. 

It is not so in all patients, however. In 
many, the results are distinctly unpleasant 
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and objectionable. In some, restlessness is 
induced. The stupor is often attended by 
wakefulness. As Dr. Wolff and his associates 
experienced in one of their studies, anxiety 
may not be relieved but increased. The dif- 
ficulty in mentation and the lethargy may be 
attended by an unpleasant rush of thoughts 
that create bewilderment, fear, and increased 
anxiety. Confusional or delirious states are 
not at all rare after even ordinary doses of 
these agents, especially in elderly patients. 
Elderly people are sometimes frightened by 
the strange sensation that seems to put wake- 
fulness beyond their control. 

I want to lay stress on the point that the 
quality of the result obtained with this group 
of depressants depends largely on the kind of 
mental organization on which the drug is 
acting. Perhaps we may have some comment 
on the opinion that the personality of the pa- 
tient is more often the reason for the failure 
of one of these agents to provide the desired 
therapeutic effects than the fact that the 
wrong member of this group was used. In- 
deed, the same person in different mental 
states responds differently. 

The greatest diversity in the response to 
these depressants is encountered among dif- 
ferent individuals. In one, 1 / 1 grain of pheno- 
barbital causes mild depression with refresh- 
ing sleep. Another is hardly aware of the ef- 
fect of three times as much. In another, a 
dose of 2 grains of phenobarbital sodium is 
given subcutaneously to promote sleep. He 
falls asleep but awakens three hours later and 
receives another dose of 2 grains. After three 
days of this treatment, new complaints arise — 
weakness, drowsiness, and stupor during the 
day; he falls asleep during a conversation. 
Despite this, sleep remains fitful and inter- 
rupted at night. The possibility of a compli- 
cating disease presents itself— dehydration, 
acidosis, or uremia. These new symptoms, 
however, turn out to be the result of cumula- 
tion of depressant effects of these drugs in one 
who is resistant to their hypnotic effects. 
The symptoms disappear completely when 
the drug is withheld for two or three days. 
There are many patients whose insomnia is not 
readily controlled by depressant drugs, and in 
the endeavor to enforce sleep by large doses a 
disagreeable “hangover” and stupor lasting 
for a day or two results. 

When a patient is particularly resistant to 
the hypnotic effects, it is a common practice 
to increase the dose until sleep is produced. 
But in the process of the induction of sleep, as 
well as in the process of recovery, there are 


apt to be periods of restlessness which are of 
the same nature as the periods of confusional 
unrest in the course of the induction of ether 
anesthesia. An endeavor to abolish this un- 
rest by larger doses only serves to increase it 
after a temporary deepening of the narcotic 
effect. The spontaneous unrest has here been 
increased by the drug, and the only effective 
way of overcoming it is to discontinue the 
drug for a few days until most of it is elimi- 
nated. 

This brings up another important question. 
Are there any significant qualitative differ- 
ences in the action of the group of depressants? 
If we fail to secure the necessary mental and 
physical rest with one, are we likely to obtain 
it with another? 

There is some experimental proof to the 
effect that the pattern of action on the central 
nervous system is not the same for the dif- 
ferent members. Numerous illustrations can 
be cited. Saperstein and Wallace found that 
the aftercontraction (recruitment phenome- 
non) following tension of voluntary muscles 
against resistance was fairly regularly abol- 
ished by 2 Gm. of sodium bromide, while de- 
pressant doses of chloral or barbital were much 
less constant in their effect upon this function. 
In experiments on birds it has been shown 
(Steinmetzer) that one member of this group 
is more active in abolishing the postural and 
clasp reflexes than another. For example, it 
was found that a dose of chloral, which did not 
produce sleep in the hen, made the hen fall off 
the perch. It abolished the postural and the 
clasp reflex in the hen. On the other hand, 
when a large dose of one of the other hyp- 
notics, such as sodium barbital, was given, the 
hen fell asleep but continued on its perch 
without any serious interference with the pos- 
tural reflex. If, however, the doses were in- 
creased, the hen fell asleep and also fell off the 
perch. There is also some evidence assembled 
by Pick that chloral, paraldehyde, and other 
methane derivatives exert a relatively greater 
action on the cortex in contrast to the bar- 
biturates, which exert a relatively stronger 
action on the brain stem. Koppanyi, Gruser, 
and others found that the peripheral action of 
different barbiturates exhibit a different pat- 
tern: amytal, pernoston, pentobarbital, and 
very large doses of barbital block the pe- 
ripheral vagus, while phenobarbital does 
not. 

Facts such as these indicate that there 
might be some clinical conditions that would 
be more favorably influenced by one of these 
depressants than by another. 
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What these conditions are or even whether 
they exist has never been satisfactorily de- 
termined. 

All that the literature contains are records 
of uncontrolled experiences. Sollman de- 
scribes phenobarbital as a good hypnotic 
agent. Grabfield, on the other hand, de- 
scribes it as a poor hypnotic and advises 
against its use as such. Diethelm believes 
that the difficulty in falling asleep is best 
treated with paraldehyde and chloral and 
that broken sleep or sleep of short duration is 
best treated by the barbiturates. Travel! 
and Hanlon made some observations on bar- 
biturates in different forms of sleeping diffi- 
culties and found that these drugs were effec- 
tive regardless of whether the insomnia was 
in the nature of a difficulty in falling asleep 
or in the nature of broken sleep or short 
duration of sleep. Diethelm advises 1-Gm. 
doses of barbital for the insomnia of depression 
states and 0.2-Gm. doses of phenobarbital in 
senile insomnias. He also recommends a com- 
bination of barbital and phenobarbital as 
possessing special virtues. 

These are illustrations of the intangible 
and contradictory nature of the testimony in 
regard to qualitative differences between these 
depressant agents. Scientific clinical investi- 
gation has never been put to work on this sub- 
ject. 

We cannot dismiss the possibility that oc- 
casionally qualitative effects might be se- 
cured with one of these agents when another 
fails. The way to find out, as far as I can see 
at the present time, is simply by the method of 
trial and error. There is, however, a right and 
a wrong way of going about it. 

I should like to urge strongly that when you 
do shift from one to another of these depres- 
sant agents you should not abandon any one 
drug until its full power to produce the desired 
effect has been exhausted. Start with a small 
dose of one of them and, if the effect is insuf- 
ficient or excessive, do not abandon it for 
another preparation but reduce the dose or 
raise the dose before trying another member. 
Much of the difference that we commonly en- 
counter between the various agents of this 
group is due to the fact that we compare doses 
that are not comparable. One author, for ex- 
ample, referred to amytal as depressing the 
heart and the blood pressure more than other 
barbiturates, but he gave doses of 0.4-Gm. of 
amytal and 1 Gm. of barbital. In this way, in 
terms of potency, he gave twice as much amy- 
tal as barbital, because amytal is five times as 
potent a substance as barbital. The fatal 


dose of amytal is about 60 grains and of bai 
bital about 300 grains. 

I have a strong suspicion that if we use suit 
able doses of one of these preparations, dose 
that are small enough or large enough, man 
of the differences between them will disappear 
The peak effect of materials that are rapidl. 
absorbed is more intense than in the case o 
those more slowly' absorbed. This may resul 
in effects that may have the appearance of ; 
qualitative difference. 

This brings us to another point. The vari 
ous agents do show differences with respect t< 
some of their physical properties, the speed o 
their absorption, the speed of onset of effects 
and the duration of their effects, which are o 
some practical significance. 

This whole group of drugs is used for numer 
ous purposes. When they are used as seda 
tives to control nervousness during the day o: 
to induce sleep in the vast majority of mino) 
disorders of sleep, relatively small doses ar< 
given. When, however, they are used as 
“chemical restraints” in manic psychoses, foi 
the purpose of overcoming convulsions, or as 
basal anesthetics, the doses are apt to be ex- 
tremely large. 

The term “therapeutic index” is commonly 
used to describe the relative dangers of differ- 
ent members of the barbituric acid series 
Some of the more rapidly eliminated barbi- 
turates have a somewhat higher index than 
others. For example, it is found in dogs that 
it takes about 50 per cent more than the anes- 
thetic dose to cause death with barbital so- 
dium by oral administration, whereas it takes 
somewhat more than double the anesthetic 
dose of seconal to cause death'. This is not a 
great difference, and few show a difference as 
large as this, but it might be a consideration 
when large doses are necessary, as in the treat- 
ment of convulsions or maniacal states. The 
therapeutic index can hardly have any bear- 
ing, however, on the selection of barbiturates 
when they are used in small doses for ordinary 
sedative and hypnotic effects. The sedative 
dose of pentobarbital sodium, for example, is 
about 0.5 to 1.0 mg. per kilogram, and the 
fatal dose is of the order of 85 mg. per kilo- 
gram. The sedative dose of phenobarbital 
sodium is also about 0.5 mg. per kilogram, 
and the fatal dose is about 150 mg. per kilo- 
gram. 

The small differences, therefore, in thera- 
peutic index constitute neither an advantage 
nor a disadvantage in the use of these com- 
pounds for sedative or hypnotic effects. I 
mention this matter because the “therapeutic 
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index" is prominently featured in the trade 
literature. 

A word about the bromides. The bromides 
exert a limited depressant effect in a sense 
similar to that of carbromal or bromural. 
Whereas in the case of the barbiturates the 
depressant effect, depending upon dosage, 
ranges from one that is barely perceptible to 
complete narcosis, it is rarely possible to de- 
press to the point of narcosis by means of the 
bromides with any dosage. Various salts are 
employed — sodium, potassium, lithium, stron- 
tium, and ammonium bromides. Some prefer 
one; some, another. As far as I know there is 
no satisfactory reason for these preferences. 
It has been stated that the sodium and potas- 
sium salts are superior to the others. Since 
these drugs are prescribed in similar doses by 
weight, one would suspect that the lithium or 
ammonium salts might give the appearance of 
being- more effective, because a gram of these 
contains more bromine than a gram of the 
others. The lithium salt has 92 per cent bro- 
mine; the ammonium salt, 81 per cent; po- 
tassium salt, 67 per cent; and the sodium salt, 
only 57 per cent. I can see no significant ad- 
vantage in the salt containing the larger 
amount of bromine. 

When the bromides are given intravenously 
in animals, it makes a great difference as to 
whether one uses the sodium or potassium 
salt, because the potassium ion is extremely 
toxic and the animal dies of potassium poison- 
ing rather than of bromine poisoning. The 
amount of potassium present in even large 
doses of potassium bromides, such as 4 to 6 
Gm., would be only from about 1.25 to 2 
Gm. a day. By oral administration that is 
not likely to produce any potassium poisoning. 
Irish peasants, eating mainly potatoes, are 
known to take 50 Gm. of potassium chloride 
daily. It is, of course, conceivable that in 
rare cases of advanced nephritis in whom the 
excretion of potassium may be poor such a 
factor may need to be taken into considera- 
tion. 

A fact that doesn’t seem to be generally ap- 
preciated is that the bromides are slowly ex- 
creted. They are rapidly absorbed and, when 
they enter the blood stream, they are distrib- 
uted to the extracellular fluids. They appar- 
ently do not enter the cell. They behave 
like the chlorides in that respect. The body 
tends to keep the total halide concentration 
fairly constant, so that when the bromides 
enter the blood stream, halides are excreted 
by the kidney, both chlorides and bromides. 
It is generally stated that the kidney cannot 


distinguish between chlorides and bromides 
and, when both are present in the blood 
stream, they are excreted in proportion to then- 
relative concentrations. For example, if the 
bromides represent only 10 per cent of the 
total halides and the rest is the chloride, the 
kidney will excrete only about one-tenth as 
much bromide as chloride. The result is that 
bromide tends to stay in the blood and tissues 
for a long time. 

Some recent experiments by Bodansky and 
Modell, which were made in the Department 
of Pharmacology, show that the kidney is not 
entirely blind to the difference between 
chlorides and bromides, because they found a 
somewhat higher concentration of bromides 
in the blood in relation to chlorides than in the 
urine and, when they gave a diuretic which 
caused marked increase in the urine flow, the 
difference between the blood and urine bro- 
mide concentrations tended to disappear. 
This suggested to them that there is selective 
reabsorption of bromides which would natu- 
rally be interfered with when the urine flow is 
markedly increased. 

If one gives a patient 1 Gm. of sodium bro- 
mide daily, the bromide concentration rises 
rapidly, because only about 10 per cent or less 
of any dose is eliminated in twenty-four 
hours. After the first dose the blood concen- 
tration may be of the order of 5 mg. per hun- 
dred cubic centimeters, but at the end of the 
two weeks the concentration may reach 80 to 
100 mg. per hundred cubic centimeters. If 
the drug is then discontinued, the blood bro- 
mides begin to diminish, and at the end of two 
weeks the concentration is about half of 
peak. It takes a month or longer for all of it 
to be excreted. That, then, is what happens 
whenever we give a patient one of the favorite 
bromide prescriptions, such as the National 
Formulary elixir of triple bromides, which 
contains a gram of bromides in every teaspoon- 
ful. It is not uncommon to find patients tak- 
ing a teaspoonful three times a day for weeks 
on end as a sedative. 

What is remarkable about this is the fact 
that the patient seems to be just as much in 
need of it at the end of a week or two as he 
was at the beginning, even though at the end 
the blood bromides were probably 80 to 100 
mg. per hundred cubic centimeters. What 
this means, I am not sure. It can signify the 
development of a tolerance. Or were the early 
doses producing any effects? 

Those who treat epilepsy with bromides 
warn that the daily dose should not be inter- 
rupted. If they are, there is danger of rapid 
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return of the epileptic seizures. I cannot 
quite understand what that warning means, 
since the interruption of the dose for a day 
or two is not likely to produce any consider- 
able lowering of the blood bromides. Perhaps 
there are some here who might want to dis- 
cuss that point. 

Bromide poisoning consists of an intensifica- 
tion of the symptoms of depression. There is 
fatigue, drowsiness, ataxia, impaired memory, 
impaired power to grasp ideas, and dimin- 
ished power of concentration. It is one of the 
most common causes of drug delirium. Toxic 
symptoms come on with bromide levels of 
about 150 to 300 mg. per hundred cubic centi- 
meters of blood under most conditions, but 
there is a great deal of individual variation in 
susceptibility. 

Dr. Cattell: It is clear that Dr. Gold has 
a great deal more to tell us, but first it would 
be desirable to have some comments on the 
practical experience in this hospital in the use 
of hypnotics. I wonder if Dr. Wheeler would 
say a few words? 

Dr. Charles H. Wheeler: The following 
table represents the use of various hypnotics 
in the New York Hospital and includes the 
outpatient department, the wards, and the 


private service: 

Phenobarbital 600,000 

Pentobarbital sodium 40,000 

(Nembutal) 

Amytal sodium 10,000 

Bromides 7,000 

Chloral hydrate 6,400 

Barbital 5,000 

Paraldehyde 1,000 

Amytal 900 


The figures represent the number of average 
therapeutic doses of each drug used in 1939. 
For example, in that year we used 600,000 
average therapeutic doses of phenobarbital, 
etc. It is interesting that we used fifteen 
times as much phenobarbital as any other 
hypnotic in t his institution. Another inter- 
esting point is that the use of sodium pento- 
barbital has increased in the past year so 
that it has been doubled over what it was the 
previous year. Sodium pentobarbital ^ is 
twenty times as expensive as phenobarbital 
and that goes for most of the others. 

Dr. Eugene F. DuBois: In my own par- 
ticular type of hospital practice most of the 
ordering of sedatives is done by the interns. 

I am looking with interest on my old friends 
that we used when I was an intern — the bro- 
mides, chloral, barbital, and paraldehyde. 


The favorite mixture was the combination of 
bromide and chloral. I should like to have Dr . 
Gold’s comments. Is there any virtue in 
giving those two together? 

Paraldehyde was almost always used with 
alcoholic patients. They did not mind the 
smell. It is hard to use it on a patient who 
is in a position to object, but I feel it is a 
valuable drug and here it is way down at the 
bottom of the list. It is quite evident that 
phenobarbital is the favorite at the present 
time, and I find myself using it instead of the 
other drugs. 

I wonder why morphine and its derivatives 
were left off the list? They certainly act as 
sedatives and hypnotics. 

Dr. Wheeler: We left those off. Dr. 
DuBois, because so much morphine is used 
under circumstances that I do not think fall 
into a fair classification of hypnosis, such as 
postoperatively for coronary occlusion, 
shock, etc. To include all that would not be 
possible. Furthermore, morphine is habit- 
forming and should not be used as a sedative 
except under unusual conditions. 

There is another interesting thing about 
that table and that is the partition between 
the ward use and the use on the private pa- 
tient service. For example, although the bed 
capacity of the private patient service is 
smnll as compared with the wards, the private 
patient service used much more of the sodium 
pentobarbital than the wards used. The 
mixture of three bromides was used almost 
exclusively on the private service, while on the 
wards sodium bromide was used almost ex- 
clusively. Similarly, phenobarbital in the 
clinic was always dispensed in tablets, over 
a million tablets being dispensed dining the 
year in various amounts, while on the private 
service the elixir of phenobarbital was used 
almost exclusively. This is hardly used in the 
ward. 

Dr. DuBois : I think the lesson is obvious. 
There are a good many differences financially 
and educationally between the private service 
and the wards. 

Such a name as triple bromides is particu- 
larly attractive to the patient. Its supposed 
triple action is a point stressed in advertising. 

One point I think should be remembered 
about these drugs is that some of them pro- 
duce skin eruptions in patients who are sus- 
ceptible. 

Dr. Cattell : With reference to the sur- 
prisingly large figure representing the con- 
sumption of phenobarbital in this hospital, 
I should like to quote a remark made in one 
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of the conferences last year. When Dr. Wolff 
was asked why he used phenobarbital in epi- 
lepsy to the exclusion of other barbiturates, he 
replied that it is the one that he and others 
had had the most experience with and that it 
had given satisfactory results, but he sug- 
gested that there are probably others equally 
good. It may, thus, be a matter of tradition 
which gives preference to the long-established 
drug, and it is not necessarily indicative of 
any real advantage of one barbiturate over 
another. 

I imagine the increasing use of sodium pen- 
tobarbital is connected with the fact that it is 
representative of the short-acting barbiturates 
that have recently been developed. It is 
eliminated with much greater rapidity than 
amytal or barbital. I wonder if you would dis- 
cuss this matter further, Dr. Gold? 

Dr. Gold: In regard to Dr. DuBois’ 
question concerning the virtues of the combi- 
nation of chloral and bromides, I do not be- 
lieve that there is any satisfactory proof that 
the combination has any particular merits. 
Chloral is eliminated fairly rapidly and bro- 
mide slowly, so that any mixture containing 
both, if taken for a protracted period of time, 
results in progressive accumulation of bro- 
mides. The patient is then, by virtue of this 
difference in elimination, changing the doc- 
tor’s prescription, since at the end of a week 
or two he is being affected not by the combina- 
tion m the bottle but by the revised combina- 
tion in the body, and this revision continues 
as the doses are continued. 

There seems to be a tendency to revive in- 
terest in chloral hydrate, which was one of the 
first hypnotics of the methane series, intro- 
duced in 1869. A dose of 0.3 Gm. of chloral 
hydrate given two or three times daily pro- 
duces satisfactory sedative effects, and a 
similar dose or a somewhat larger one, up to 
0.5 or 1 Gm., taken at bedtime, is a fairly sat- 
isfactory hypnotic. It is absorbed fairly 
rapidly, so that effects appear within fifteen 
or twenty minutes and last from six to eight 
hours. Chloral has a reputation for depress- 
ing the blood pressure and the circulation. 
Indeed, anesthetic doses of chloral hydrate in 
animals produce a type of effect upon the heart 
which is si mila r to chloroform. For example 
if a cat is incompletely anesthetized with 
chloral hydrate, a slight struggle not infre- 
quently causes a sudden cessation of the heart 
beat with ventricular fibrillation. Prolonged 
use of large doses of chloral hydrate also causes 
injury of the liver in a manner s imila r to chlo- 
roform. Such effects, however, do not apply 


to the sedative or hypnotic doses of the order 
of 0.3 or 1 Gm., and I am unable to find any 
satisfactory reason for the prevailing belief 
that chloral hydrate in doses of the foregoing 
order should be withheld from patients with 
heart disease. 

I am also unable to find any reason for the 
increasing interest in chloral hydrate. It is a 
strong irritant, sufficiently strong to cause 
blistering of the skin. It cannot be given in 
the convenient form of tablets or capsules. It 
has an unpleasant taste. These may be re- 
garded as advantages or disadvantages, de- 
pending upon the point of view. The tend- 
ency to continue its use in a careless manner is 
less likely in the case of a medicine that has to 
be put into a solution and which has a dis- 
agreeable taste than in the case of an agent 
such as a barbiturate which can be taken in a 
convenient tablet form. I think everyone 
should treat himself to a taste of the ordinary 
10 per cent solution of chloral hydrate dis- 
solved in water or peppermint water. To me 
it seems much like drinking a dose of a lini- 
ment. The taste can be masked more effec- 
tively, but in any case the teaspoonful dose 
should be well diluted with water. 

Paraldehyde is reputed to be one of the saf- 
est of the depressants and relatively free of a 
depressant action on the circulation. I am not 
sure that we have any evidence that it is any 
safer than the short-acting barbiturates. Of 
course, we see fewer deaths from it than from 
the barbiturates, but may not that be due to 
the fact that paraldehyde is used so infre- 
quently? In a recent report of deaths from 
sedative drugs covering a ten-year period in 
Massachusetts, paraldehyde accounted for 8 
of the deaths and barbiturates for 152. 

Paraldehyde is fairly rapidly absorbed from 
the gastrointestinal tract, marked effects being 
in evidence in ten minutes or less. It is also 
rapidly eliminated, recovery taking place 
within two to four hours after such a large 
dose as 20 cc. given orally, a dose that causes 
such a degree of narcosis that a patient in 
labor may not be aroused during a pain. Like 
other depressant agents, there is, in the case 
of paraldehyde, fairly marked individual vari- 
ation in susceptibility, and a dose of 25 cc. 
has been known to cause death in one, while 
others have recovered from a dose of 150 cc. 

A dose of about a teaspoonful given orally or 
by rectum produces fairly deep sleep. It has 
recently been used by intravenous injection 
in doses of 1 cc. of the undiluted material to 
control convulsive states. Its tendency to de- 
compose, especially when exposed to sunlight, 
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should be borne in mind. The decomposition 
gives rise to acetaldehyde, which is extremely 
irritant. 

Dr. Cattell made reference to the short- 
acting barbiturates. This development is of 
considerable importance. Phenobarbital 
causes anesthesia lasting for twenty-four to 
forty-eight hours; amytal, eight hours; 
pentobarbital, two hours; and evipal, only 
thirty minutes. Some depressant effects of 
such large doses, however, last much longer, 
so that these may still be in evidence for as 
long as five or six days in the case of pheno- 
barbital and as long as twenty-four to thirty- 
six hours in the case of pentobarbital. A pa- 
tient who is resistant to the hypnotic effects of 
these compounds and requires a fairly large 
dose, say 2 to 3 grains of phenobarbital, to in- 
duce sleep is apt to be better off if, instead of 
phenobarbital, pentobarbital is used, especially 
if the doses have to be repeated every day for 
a period. The short-acting barbiturate is less 
apt to produce the so-called “hangover,” 
drowsiness, and stupor the following day and 
is less apt to show cumulative depressant ef- 
fects if it is used for several days. This con- 
stitutes an advantage or a disadvantage, de- 
pending upon the objective. I think we ought 
to stress the point that the short-acting barbi- 
turates are not entirely free of the hangover 
symptoms, and a dose of 3 grains of pentobarbi- 
tal sodium, such as is commonly used for hyp- 
notic effects, not infrequently produces a 
state of mental dullness on the following 
day. 

Pentobarbital sodium is destroyed for the 
most part probably by the liver. Barbital is 
eliminated chiefly by the kidney. Pheno- 
barbital is eliminated by both mechanisms, 
the largest part of it usually being destroyed. 
Experimental studies show that animals re- 
cover with difficulty from some of the short- 
acting barbiturates in the presence of severe 
hepatitis, whereas they recover with difficulty 
from barbital in the presence of experimental 
nephritis. These facts suggest a basis for 
selection in their therapeutic use. 

Another matter concerning the short-acting 
barbiturates: After entering the circulation 
their maximum action develops rapidly. An 
anesthetic dose, for example, will produce 
anesthesia if injected intravenously within a 
half a minute or a minute. In the case of bar- 
bital, however, the action develops slowly 
even after the material has entered the circu- 
lation, so that an anesthetic dose will take as 
long as a half hour or longer to produce anes- 
thesia. These facts suggest an advantage in 


the short-acting barbiturates, but the phe- 
nomenon has not been studied in man. 

A point that is not always understood is the 
difference between barbital or phenobarbital 
and their sodium salts. The sodium salt of 
the barbiturates is soluble, whereas the acid 
form is not. Some barbiturates are provided 
in the market only in their soluble forms. The 
soluble forms are, on the whole, better ab- 
sorbed. The soluble forms are suitable for 
intravenous injection. The solutions are 
strongly alkaline and are too irritant for sub- 
cutaneous or intramuscular injection as a rule. 
An exception to this is phenobarbital sodium, 
which is only slightly alkaline and which can 
be given satisfactorily by subcutaneous or 
intramuscular injection. The long-chain bar- 
biturates are not very stable in solution and, 
therefore, are provided usually in ampules 
containing the salt to be made up into a solu- 
tion at the time of its administration. 

Perhaps one reason why chloral and paral- 
dehyde should be more frequently used than 
they are at the present time is that the likeli- 
hood of their leading to addiction is less. In 
general, patients are not prone to continue 
them longer than they can help. Chloral hy- 
drate possesses a frightful taste and paralde- 
hyde a frightful smell. There are, of course, 
patients with exceptional tastes — those who 
have no objection to either chloral or paralde- 
hyde. The convenient tablet form in which 
the barbiturates are put up has probably some- 
thing to do with the wide prevalence of then- 
use. In patients with potentially addictive 
personalities, the placing at their disposal of 
a medication in such a convenient form, and 
one that can often be secured without the 
physician’s prescription, is a source of real 
danger. There is a report from a psychopathic 
hospital in Missouri to the effect that one out 
of every ten psychoses was due to barbitur- 
ates. There is no evidence that the barbi- 
turates possess any special addictive proper- 
ties not applicable to other sedatives. The 
frequent addiction to the barbiturates seems to 
be related merely to the fact that they are 
available in a convenient form and used over 
long periods of time in an indiscriminate man- 
ner. 

Perhaps doctors contribute a good deal to 
this abuse because of the general practice of 
prescribing phenobarbital for want of some- 
thing to prescribe. 

Dk. Cattell: We should like to have a 
few comments in regard to the use of sedatives 
m psychiatric patients and will call on Dr. 
Doty. 
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of the conferences last year. When Dr. Wolff 
was asked why he used phenobarbital in epi- 
lepsy to the exclusion of other barbiturates, he 
replied that it is the one that he and others 
had had the most experience with and that it 
had given satisfactory results, but he sug- 
gested that there are probably others equally 
good. It may, thus, be a matter of tradition 
which gives preference to the long-established 
drug, and it is not necessarily indicative of 
any real advantage of one barbiturate over 
another. 

I imagine the increasing use of sodium pen- 
tobarbital is connected with the fact that it is 
representative of the short-acting barbiturates 
that have recently been developed. It is 
eliminated with much greater rapidity than 
amytal or barbital. I wonder if you would dis- 
cuss this matter further, Dr. Gold? 

Dr. Gold: In regard to Dr. DuBois’ 
question concerning the virtues of the combi- 
nation of chloral and bromides, I do not be- 
lieve that there is any satisfactory proof that 
the combination has any particular merits. 
Chloral is eliminated fairly rapidly and bro- 
mide slowly, so that any mixture containing 
both, if taken for a protracted period of time, 
results in progressive accumulation of bro- 
mides. The patient is then, by virtue of this 
difference in elimination, changing the doc- 
tor’s prescription, since at the end of a week 
or two he is being affected not by the combina- 
tion in the bottle but by the revised combina- 
tion in the body, and this revision continues 
as the doses are continued. 

There seems to be a tendency to revive in- 
terest in chloral hydrate, which was one of the 
first hypnotics of the methane series, intro- 
duced in 1869. A dose of 0.3 Gm. of chloral 
hydrate given two or three times daily pro- 
duces satisfactory sedative effects, and a 
similar dose or a somewhat larger one, up to 
0.5 or 1 Gm., taken at bedtime, is a fairly sat- 
isfactory hypnotic. It is absorbed fairly 
rapidly, so that effects appear within fifteen 
or twenty minutes and last from six to eight 
hours. Chloral has a reputation for depress- 
ing the blood pressure and the circulation. 
Indeed, anesthetic doses of chloral hydrate in 
animals produce a type of effect upon the heart 
which is similar to chloroform. For example, 
if a cat is incompletely anesthetized with 
chloral hydrate, a slight struggle not infre- 
quently causes a sudden cessation of the heart 
beat with ventricular fibrillation. Prolonged 
use of large doses of chloral hydrate also causes 
injury of the liver in a manner similar to chlo- 
roform. Such effects, however, do not apply 


to the sedative or hypnotic doses of the order 
of 0.3 or 1 Gm., and I am unable to find any 
satisfactory reason for the prevailing belief 
that chloral hydrate in doses of the foregoing 
order should be withheld from patients with 
heart disease. 

I am also unable to find any reason for the 
increasing interest in chloral hydrate. It is a 
strong irritant, sufficiently strong to cause 
blistering of the skin. It cannot be given in 
the convenient form of tablets or capsules. It 
has an unpleasant taste. These may be re- 
garded as advantages or disadvantages, de- 
pending upon the point of view. The tend- 
ency to continue its use in a careless manner is 
less likely in the case of a medicine that has to 
be put into a solution and which has a dis- 
agreeable taste than in the case of an agent 
such as a barbiturate which can be taken in a 
convenient tablet form. I think everyone 
should treat himself to a taste of the ordinary 
10 per cent solution of chloral hydrate dis- 
solved in water or peppermint water. To me 
it seems much like drinking a dose of a lini- 
ment. The taste can be masked more effec- 
tively, but in any case the teaspoonful dose 
should be well diluted with water. 

Paraldehyde is reputed to be one of the saf- 
est of the depressants and relatively free of a 
depressant action on the circulation. I am not 
sure that we have any evidence that it is any 
safer than the short-acting barbiturates. Of 
course, we see fewer deaths from it than from 
the barbiturates, but may not that be due to 
the fact that paraldehyde is used so infre- 
quently? In a recent report of deaths from 
sedative drugs covering a ten-year period in 
Massachusetts, paraldehyde accounted for 8 
of the deaths and barbiturates for 152. 

Paraldehyde is fairly rapidly absorbed from 
the gastrointestinal tract, marked effects being 
in evidence in ten minutes or less. It is also 
rapidly eliminated, recovery taking place 
within two to four hours after such a large 
dose as 20 cc. given orally, a dose that causes 
such a degree of narcosis that a patient in 
labor may not be aroused during a pain. Like 
other depressant agents, there is, in the case 
of paraldehyde, fairly marked individual vari- 
ation in susceptibility, and a dose of 25 cc. 
has been known to cause death in one, while 
others have recovered from a dose of 150 cc. 
A dose of about a teaspoonful given orally or 
by rectum produces fairly deep sleep. It has 
recently been used by intravenous injection 
in doses of 1 cc. of the undiluted material to 
control convulsive states. Its tendency to de- 
compose, especially when exposed to sunlight, 
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biturates, because aspirin does not, even in 
toxic doses, cause narcosis. It has a limited 
depressant action, but a great many do find 
aspirin an effective sedative. 

Summary 

Dr. Cattell: The conference on sedatives 
and hypnotics has not treated this subject 
exhaustively, but many points have been 
considered. Several questions have been 
raised and some have been answered. I may 
briefly review the more outstanding state- 
ments. The terms “sedative” and “hypnotic" 
do not describe drugs but effects. All the 
central depressants serve both purposes. The 
condition of the patient and circumstances of 
their use determine the effect. A small group 
of these materials meets all the needs. Some- 
times one will produce desirable effects when 
another fails, although more often it is a mat- 
ter of dosage, and there is a good deal of aim- 
less shifting about from one to another with- 
out advantage. Some resistance to their 
hypnotic effects is developed upon continued 
daily use. Interruption for a few days restores 
the response. Many patients react unfavor- 
ably to all hypnotic agents. The same pa- 
tient may react differently at different times. 
These defects are occasionally corrected by a 
change of preparation. There are many pa- 
tients who do not secure sleep or rest from the 
action of these compounds. Even these can, 


of course, be narcotized by large doses and 
thereby provide temporary rest for the pa- 
tient and some relief for the attendants and 
physician. The value of this treatment must, 
however, be viewed in the light of the .exag- 
gerated unrest, weakness, protracted stupor, 
and confusional states that follow large and 
cumulative doses. The rapidly absorbed and 
rapidly eliminated compounds like pentobarbi- 
tal sometimes produce satisfactory results not 
obtainable with compounds like phenobarbi- 
tal which are slower in both respects, since in 
the former the peak effect is more intense and 
the duration less prolonged. In the discus- 
sion, special characteristics and uses of various 
members of the group — namely, the barbi- 
turates, bromides, chloral, paraldehydes, and 
aspirin — received some attention. These de- 
pressants are used much too extensively, often 
for want of something else to prescribe. Ha- 
bitual use establishes a form of addiction, a 
phenomenon that is fairly common for this 
group of drugs. Tradition seems to have 
played a large part in the choice of agents pro- 
ducing sedative and hypnotic effects. Testi- 
mony concerning the relative merits of the 
several members and their specific applica- 
tion is still based to a large extent upon rumor. 
Scientific clinical investigation has played 
much too small a part in the body of knowl- 
edge concerning this group of therapeutic 
agents. 


POSTGRADUATE OBSTETRIC COURSES 

Five postgraduate courses in obstetrics, each 
of four weeks’ duration, will be offered at the 
Chicago Lying-in Hospital between January 12 
and June 6, 1942. These are sponsored by the 
Illinois State Department of Health and the 
Children’s Bureau of the U. S. Department of 
Labor. 

The features of the program consist of obser- 
vations on current managements of normal and 
abnormal states of the pregnant, parturient, 
and puerperal patient. Lectures, demonstra- 
tions, clinics, and other teaching means augment 


the operating room and birth room observations 
and ward round discourses. 

The course is run on a nonprofit basis. A 
deposit of S25 is required on registration, S10 
of which is refunded at the completion of the 
course. All the members of the department 
participate in giving the courses. 

Additionalinformation and application blanks 
may be obtained by request from Postgraduate 
Course, Department of Obstetrics and Gyne- 
cology, 5848 Drexel Avenue, Chicago, Illi- 
nois. 


FIFTY THOUSAND CHILDREN NEED SIGHT-SAVING CLASSES. . . . 


.... according to Mrs. Winifred Hathaway, asso- 
ciate director of the National Society for the Pre- 
vention of Blindness. Such classes are now 
maintained in more than 200 cities, with an en- 
rollment of about 9,000 boys and girls, but there 
are still around 41,000 who need these special 
educational facilities. The children are not 
segregated from their companions with normal 


vision, for they attend all the classes except thos 
requiring close eye work which is done in i 
separate room with special equipment. 

• 4 ccordi “S to Hathaway, farsightednes 
is the most common visual defect among Ameri 
can school children, astigmatism is next, an< 
nearsightedness is third. The beginning of th. 
school year is a good time for the examination 
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Dr. Edwin J. Doty: I might follow Dr. 
Wheeler’s outline in listing the drugs and re- 
marking on them. 

During my experience in the psychiatric 
inpatient service we have not had such a 
great occasion to use phenobarbital. We find 
it does not provide the desired effects unless 
used in large doses. It probably has an effect 
in cases of psychoneurotic patients and that 
type of patient with tension where mild seda- 
tive measures are not sufficient to control the 
restlessness and tension. It also has been 
used in combating insomnia in senile patients. 
We have not used much pentobarbital in the 
past, though recently it has been used more. 
We have been interested in the quickness of 
response to this drug. 

With regard to the barbiturate psychoses, 
we see these much less frequently than in 10 
per cent of the admissions. In fact, I have 
heard it often remarked in the department 
that we see them very infrequently. We do 
occasionally see reactions where large amounts 
of amytal seem to be the basis of the difficulty 
in combination with other factors, such as di- 
minished food and fluid intake. 

Sodium amytal is thought to have a bene- 
ficial effect in the excited schizophrenic 
states. In some, the response is unsatis- 
factory. It seems to be related to the indi- 
vidual susceptibility. 

I do not think that bromides are used so 
much as formerly, when it was quite a fashion 
in the state hospitals to use what one might 
term “heroic doses.” These were often as 
high as 30 or 40 grains, three times a day for a 
week, especially in catatonic excitements. At 
the present I believe just as good results are 
being obtained from smaller doses. Bromides 
have another use in agitated depressions and 
so-called involution melancholias, often with 
sexual tension. It seems to act specifically in 
diminishing the sexual tension. 

Chloral hydrate is not used much by us, 
although the chief of the department is not 
impressed with the effect that has been re- 
ferred to for years — namely, that it is dele- 
terious to the myocardium. 

Barbital would come much higher in our 
list of frequency of usage. In the clinic it is 
used a great deal in the agitated depressed 
states of later life depressions and in panic re- 
actions. Often the administration of 2 1 / 2 
grain doses, three or four times a day, seems to 
have beneficial effects in decreasing tension 
and avoiding panic reactions in patients sub- 
ject to terrifying auditory hallucinations. 

Paraldehyde, Dr. DuBois will probably be 


interested in noting, is still the sedative of 
choice in the alcoholic group. When sedation 
is required we resort first to prolonged baths 
and other measures. We tend to avoid using 
wet packs from the cardiovascular standpoint. 
When the baths fail to give the desired re- 
sults, we often use paraldehyde, perhaps in 
somewhat larger doses than would be used on 
the medical service, tending to give doses be- 
ginning with 12 cc. and going up to 30 cc. We 
have also used it in excited patients of the 
manic or catatonic type who have had a great 
deal of hydrotherapy and where we wanted 
to try some other measures. It'has been used 
in excited patients where it is dangerous to 
give them something into the muscles or in- 
travenously. Sometimes in these excited 
states it is possible to give it to the patients 
by nasal tube, and it has been used quite a bit 
in the past in that fashion with no undesirable 
results. One recent patient was given this at 
intervals for over a year while in the hospital. 
We had plenty of opportunity to check the 
patient psychologically and physically after 
recovery, and no changes were found which 
could be attributed to its use over a long pe- 
riod of time and in large doses. 

With regard to bromides, I am not able to 
give definite answers to the particular ques- 
tions raised regarding their use in epileptics. 
At times the blood concentration of the bro- 
mide in epileptics, after one has used large 
doses, reaches 400 mg. per hundred cubic 
centimeters without neuropsychiatric dis- 
turbances other than perhaps lassitude, and 
then suddenly convulsions will reappear even 
before the drug is stopped. Then one may dis- 
continue the bromides and resort to pheno- 
barbital and the convulsions will stop again. 

We still see a fair number of acute toxic 
psychoses due to the unwise use of bromides. 
There the different bromide levels found in the 
blood seem to reflect the varying susceptibili- 
ties of the patients. 

Dr. Janet Travell: There is one drug 
not on that list which is quite widely, and per- 
haps indiscriminately, used, at least by the lay 
public, and that is aspirin. I wonder if Dr. 
Gold would say whether it has any basis for 
use as a sedative and hypnotic? 

Dr. Gold: Aspirin has sedative action. 
Aspirin raises thresholds, as Dr. Wolff and his 
collaborators have shown, in very much the 
same way as most of the other compounds we 
have considered. All the analgesic agents ex- 
ert some sedative effects, for example, acetan- 
ilid or phenacetin. It belongs to the group 
behaving like bromides rather than the bar- 
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1. Preparation for blackout, so that hospitals 
may continue essential services and handle 
casualties under blackout conditions. 

2. Protection of personnel from flying glass. 

3. Fire protection with particular reference 
to control of incendiary bombs. 

4. Protection and clearance of basement. 
Establishment of basement operating rooms. 

5. Mapping of utilities and provision for 
sectional control and auxiliary service. 

6. Clearance and fireproofing of attic and 
provision of accessible entrances to attic and 
roof. 

7. Provision of reserve stocks — beds, 
blankets, food, fuel, drugs and biologicals, sur- 
gical dressings, etc. 

The Hospital as a Training Center 

As a training center the hospital serves a vital 
role in the civilian defense program. It alone 
can train nurses and volunteer nurses’ aides. 

Hospitals are keenly aware of the present de- 
ficiency in the supply of trained nurses. It is 
essential, for the protection of the public, that 
hospitals with training schools step up their pro- 
duction to the f ull limit of their resources. A 
recent hurry-up survey of hospitals by the New 
York State Health Preparedness Commission 
showed that approximately 10 per cent of avail- 
able hospital staff positions were unfilled, due to 
inability of administrators to obtain properly 
qualified nurses. This was the state of affairs 
before the United States became involved in the 
War. 

It is fully appreciated that the present needs 
cannot be met, or even partially met, with the 
speed now necessary, by accelerating the train- 
ing of full-fledged nurses. For this reason the 
Office of Civilian Defense and the Red Cross, on 


September 1, launched a program for the training 
of 100,000 volunteer nurses’ aides — pinch hitters 
for wartime America. 

Strict standards of selection of volunteers, 
intensive training, and a probationary extra- 
mural period are required in order to protect 
hospitals from defense dilettanti. Nurses’ aides, 
working always under trained nurses, can carry 
a significant share of the hospital nursing load 
and can play an important community role by 
assisting in school, industrial, public health, and 
visiting nurse services. During enemy air at- 
tack they would be essential for the proper func- 
tioning of casualty stations and first-aid posts. 

Internal Organization 

So that smooth and efficient operation may 
be maintained under any conditions, plans must 
be made now for the reception of casualties. 
This must include plans for efficient distribution 
and routing of casualties to treatment, fracture, 
and operating rooms and to wards. Provision 
should be made for expansion of all of these 
facilities. Surgical teams, general and special, 
should be organized. Essential nonprofes- 
sional as well as professional personnel should be 
placed on call and priority of call established. 

“Air Raid Protection of Hospitals,” already 
distributed in preliminary form, will be available 
soon in final form as Bulletin No. 3 of the Medi- 
cal Division of the O.C.D. It includes sug- 
gestions on internal organization. 

It is time now for hospitals to prepare them- 
selves for any eventuality. No one knows 
whether the United States will be bombed. All 
that is known is that there are tremendous forces 
anxious to destroy our cities and our people. 

That should be enough to stimulate action. 


FOUR PHYSICIANS WHO MADE HISTORY 

On a recent radio “quiz” program the ques- 
tion was asked, “How many signers of the 
Declaration of Independence were physicians?” 
It would be interesting to find out how many 
physicians know the answer. Well, here it is. 
There were four. 

Dr. Lyman Hall, a graduate of Yale University 
in 1747, was ordained a minister and later prac- 
ticed medicine in Connecticut, South Carolina, 
and Georgia. He was an ardent advocate of the 
Revolutionary cause and became a delegate to 
the Continental Congress. He was elected 
Governor of Georgia in 1783. 

Dr. Benjamin Rush attended the College of 
New Jersey (now Princeton), graduating in 1760. 
He studied medicine under Dr. John Redman 
from 1761 to 1765, also attending the lectures 
of Dr. William Shippen and Dr. John Morgan 
in the College of Philadelphia and completing 
his medical education in Edinburgh in 1768. 
He returned to Philadelphia and began the prac- 
tice of medicine. He became a member of the 
Continental Congress, and in April, 1777, was 
appointed Surgeon General of the Armies of the 
middle department. A member of the staff of 
the Pennsylvania Hospital, he established the 
first free dispensary in the country in 1786. He 
was Treasurer of the United States Mint from 


1797 to 1813 but later devoted himself entirely to 
his practice and teaching. 

Dr. J osiah Bartlett was bom in 1729 and began 
the study of medicine at the age of 16 in the office 
of a distant relative, Dr. Ordway. Five years 
later he established a practice in New Hamp- 
shire. He was not only a physician but was 
active in public affairs, being elected Governor 
of New Hampshire and later Chief Justice of the 
Supreme Court of that state. 

Dr. Matthew Thornton emigrated with his 
parents to America about 1718, settling first in 
Maine and later near Worcester, Massachusetts, 
where he studied medicine. In 1740 he began 
practicing in Londonderry, New Hampshire- 
Later he established his home in Connecticut. 
Giving up his professional practice, he bec am e 
active in political affairs. 

It is significant that few physicians today are 
outstanding figures in public affairs. At present 
there are only a handful of physicians in Con- 
gress, there being no Senators and less than a 
dozen Congressmen who are doctors of medicine. 
As has been emphasized by many w i i o have com- 
mented on this subject in recent years, the 
country needs the public leadership which physi- 
cians are qualified to give. 

— Medical Annals of the District of Columbia 
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THE HOSPITAL IN CIVILIAN DEFENSE 
H. van Zile Hyde, M.D., Regional Medical Officer 
Office of Civilian Defense, Second Civilian Defense Region 


'T'HE sudden advent of war, bringing with it a 
real threat to the civilian population of the 
United States, has impressed the hospitals of the 
country with the grave responsibilities they 
carry in relation to the protection of the public 
under attack from the air. The Medical Divi- 
sion of the U. S. Office of Civilian Defense pub- 
lished its recommendations concerning the es- 
tablishment of Emergency Medical Service last 
August. Problems relating to blackout, pro- 
tection of buildings, organization of emergency 
services, which seemed academic on Saturday, 
December 6, are now of immediate concern to 
every hospital administrator and to every phy- 
sician. This sudden change in the status of 
these problems demands rapid orientation on 
the part of responsible hospital officials in mat- 
ters relating to civilian defense and the hospital’s 
part therein. 

The hospital must integrate its services into 
the civilian defense mechanism of the community 
which it serves; assume responsibility for the 
proper protection of its own property; serve as 
a training center; and develop effective internal 
organization for the handling of casualties. 

Integration with Civilian Defense Organization 

In order that casualties occurring unex- 
pectedly, often in large numbers and under 
chaotic conditions, may be promptly and prop- 
erly handled with a minimum loss of life, hos- 
pitals must fit in with the complex mechanism 
which is being set up in all communities for the 
prompt delivery of necessary services to points 
of disaster. This mechanism consists of a sys- 
tem of control centers, each control center pro- 
viding emergency services for a district. In each 
district control center there will be a civilian 
defense director or commander. With him there 
will be individuals responsible to him for each 
of the essential emergency services. In the 
control center a “medical adjutant’’ will repre- 
sent the Chief of Emergency Medical Service and 
be responsible for the proper deployment of emer- 
gency medical field units, the establishment of 
casualty stations, first-aid posts and other medi- 
cal emergency facilities. He will also keep the 
transport officer in the control center advised as 
to the need for ambulances and other transporta- 
tion facilities required for the casualty services 
within the area. He will keep informed as to 
the number of available beds in the hospitals in 
the control area and will route casualties ac- 
cordingly. 

In large cities it will be necessary to have a 
main control center with all the facilities of the 
city at its disposal, in order to mobilize support 
for the control areas whose facilities are stramed 
beyond their capacities. The main control 
center will keep informed through the District 
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Control Centers of the daily census of hospital 
beds available in all districts of the area and the 
status of all Emergency Medical Field Units 
and of all ambulances and other vehicles avail- 
able in the various districts. 

This control mechanism is being set up by the 
local authorities. To organize the casualty 
services, which are an essential part of the Emer- 
gency Services provided by the control mechan- 
isms, Chiefs of Emergency Medical Service have 
been appointed on a county or city basis. They 
have prepared or are preparing spot maps for use 
in the control centers. These maps show the size 
and location of hospitals, the sites where casualty 
stations can be set up, the size and location of 
Emergency Medical Field Units, and other 
information necessary for the proper functioning 
of the medical adjutant in the control center. 

Through the Chief of Emergency Medical 
Service, each hospital can determine how it fits 
into the general plan of emergency service m 
its community. As a basic necessity, every 
hospital has been urgently requested to form, 
drill, and equip Emergency Medical Field Units 
as described in Bulletins Nos. 1 and 2 of the 
Medical Division of the Office of Civilian De- 
fense. These units are the tools with which the 
medical adjutant must work in providing effec- 
tive casualty service to the population in his 
district in time of need. 

The Chief of Emergency Medical Service 
carries a heavy responsibility. He is advised 
by the County Health Preparedness Committee 
and assisted by the New York State Health 
Preparedness Commission and the U. S. Office 
of Civilian Defense. He is responsible to the 
local Defense Council. 

Protection of Hospital Property 

Complete protection of property against 
damage from enemy air attack is impossible. 
Certain important measures can be taken, how- 
ever, to ward off attack and to limit damage 
caused by attack. The extent to which these 
measures are carried out by any hospital, must 
depend upon the strategic importance of the 
area in which it is located, the structural char- 
acteristics of the building, the resources of the 
hospital, and the foresight of its management. 
The American Hospital Association and the 
Medical Division of the U. S. Office of Civilian 
Defense, working together, have drawn up and 
issued recommendations concerning the “Air 
Raid Protection of Hospitals.” Using this in 
conjunction with “Blackouts” and “Glass and 
Glass Substitutes,” published by the Office of 
Civilian Defense, hospital administrators are 
in a position to proceed according to the require- 
ments of their own areas. The. matters to be 
taken under immediate consideration are: 
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Dr. Moorhead on Active Duty in Honolulu 


INVENTS have proved that the lecture com- 
J— ' mittee of the Medical Society of Honolulu 
was keenly foresighted in inviting Dr. John J. 
Moorhead, of New York City, to deliver a series 
of lectures on traumatic surgery. Dr. and Mrs. 
Moorhead arrived in Honolulu but a few days 
before the treacherous Japanese, and, instead 
of lecturing, Dr. Moorhead, a lieutenant-colonel 


in the Medical Reserve Corps, returned to ac- 
tive duty, according to a report published in the 
New York Sun on December 12. 

Dr. Moorhead — an authority on traumatic sur- 
gery — is on the staff of New York, Post-Graduate 
Hospital as consulting surgeon and is on 
Governor Lehman’s committee on civilian de- 
fense. 


County News 


Albany County 

On December 10 the following officers were 
elected: president, Dr. John J. Phelan; vice- 
president, Dr. Morgan O. Barrett; secretaiy, 
Dr. Homer L. Nelms; treasurer, Dr. Frances E. 
Vosburgh; and historian, Dr. Emerson Kelly. 
Censors are: Dr. T. O. Gamble, Dr. E. S. Good- 
win, Dr. J. B. Horner, Dr. R. G. Leddy, and Dr. 
E. W. W ilkins Delegates are: Dr. Otto Faust, 
Dr. R. F. Kircher, and Dr. Homer L. Nelms. 
Alternate delegates are: Dr. William Feltman, 
Dr. J. L. Lochner, Jr., and Dr. Clarence Traver. 

The Nominating Committee consisted of Dr. 
John E. Heslin, chairman; Dr. Arthur M. Dick- 
inson; Dr. Thomas Tyrrell; Dr. James W . Bucci; 
and Dr. Earle W. Wilkins — Homer L. Nelms, 
Secretary. 


Broome County 

At the annual election of the county society 
held December 9, the following officers were 
elected for the year 1942: president, Dr. Elton R. 
Dickson, Binghamton; vice-president;, Dr. r . 
G. Moore, Endicott; secretary, Dr. H. Jackson 
King, Binghamton; assistant secretary, Dr. 
M. A. Carvalho, Binghamton; treasurer, Dr. 
C. H. M. Goodman, Binghamton; and assistant 
treasurer, Dr. G. T. Riley, Binghamton. 

The chairmen of the committees are as ioi- 
lows: economics, Dr. C. J. Marshall, Bingham- 
ton; legislative, Dr. V. W. Bergstrom, Bing- 
hamton; library, Dr. S. B. Blakely, Binghamton, 
membership, Dr. R. J- McMahon, Johnson 
City; public health, Dr. W. J. Farrell, Johnson 
City; public relations, Dr. F. M. D> rer » 
h am ton; and milk commission, Dr. r. d. 

Jenkins, Binghamton. _ 1 

The Board of Censors are: Dr. S. D. ivloly 
neaux, chairman, of Binghamton; Dr. C. H. v er- 
linghof, of Binghamton; Dr. J. J- Cunningham, 
of Binghamton; Dr. G. C. Hamilton, of Bing- 
ham ton; and Dr. F. G. Moore, of Endicott. 

The Compensation Board are: Dr. H. 1. 
Johnston, of Binghamton; Dr. A. R. Carpenter, 
of Binghamton; Dr. D. C. Chamberlain, of 
Binghamton; and Dr. F. G. Moore, of Endicott. 

Delegates are Dr. C. M. Allaben and Dr. C. L. 
Pope, of Binghamton; alternate delegates are 
Dr. S. M. Allerton and Dr. S. B. Blakely, of 
Binghamton. — U. Jackson King, M.D., Secretary. 

Chemung County 

New officers, elected at the annual meeting 


on November 26 in Elmira, are: president. Dr. 
Leon C. Hamilton; vice-president, Dr. F. Sulli- 
van Hassett; secretary', Dr. Harold L. Walker; 
treasurer, Dr. M. Frederick Butler. 

Dr. William T. Boland, chairman of the Pub- 
lic Health Committee, recently announced that 
inoculation of every resident of Chemung 
County who has not already been immunized 
against diphtheria, smallpox, tetanus, typhoid 
fever, and whooping cough has been declared 
necessary by the county society. 

The recommendation has been made because 
of the influx of workers in defense industries in 
the area, Dr. Boland said. A resolution on the 
program was adopted at the annual meeting of 
the Medical Association. 

A “Maternal and Child Welfare Day” was 
conducted December 10, to afford physicians in 
this area an opportunity for postgraduate study. 
The program was presented under the auspices of 
the Maternal and Child Welfare committees of 
the Allegany, Steuben, Schuyler, Tompkins 
and Chemung county medical societies, the 
Arnot-Ogden Hospital, the Division of Mater- 
nity, Infancy ana Child Hygiene of the New 
York State Department of Health, and the 
Medical Society of the State of New York. 

Clinton County 

The annual fall meeting of the county society 
\\ as held on November 25. The following officers 
were elected for the incoming year: president, 
Dr. Dana Weeks, Peru; vice-president, Dr. 
Leonard Sehiff, Plattsburg; secretary, Dr. 
James J. Reardon, Plattsburg; treasurer, Dr. 
K. M. Clough, Plattsburg; censors, Drs. Elme. 
Wessell, Sidney Mitchell, and W illiam W, 
Johnson, all of Plattsburg . — James J. Reardon 
M.D., Secretary. 

Delaware County 

The December meeting of the Society was 
held in Delhi on December 16 at the Elm Tree 
Restaurant. 

Dr. Stuart B. Blakely, of Binghamton, pre- 
sented to the societ 3 r “An Analysis of Four Ma- 
ternal Deaths.” — 0. Q. Flint, Secretary. 

Dutchess County 

A regular meeting of the county society was 
held on December 10 at the Amrita Club in 
Poughkeepsie. 
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Cancer Teaching Day — Syracuse 


The Cancer Teaching Day, presented under 
the auspices of the Tumor Clinic Association of 
the State of New York, the Syracuse University 
College of Medicine, the Medical Society of the 
State of New York, and the Division of Cancer 
Control of the New York State Department of 
Health, will be held at the Syracuse University 
College of Medicine, 766 Irving Avenue, Syra- 
cuse, New York, on Saturday, January 17, 


Program 

The Syracuse meeting called to order at 1:30 

P.M. 

Opening remarks: Herman A. Weiskotten, 
M.D., Dean, Syracuse University College 
of Medicine. 

Chairman of the meeting: Frederick S. Weth- 
erell, M.D., President, Tumor Clinic As- 
sociation of the State of New York. 

“The Role of Tumor Clinics in Cancer Control,” 
Bowman S. Crowell, M.D., Associate 
Director, American College of Surgeons, 
Chicago. Discussion: Louis C. Kress, 
M.D., Director, Division of Cancer Con- 
trol, .State Department of Health, Albany, 
New York. 

“The General Practitioner and the Diagnosis of 
Cancer,” Lloyd F. Craver, M.D., Attend- 
ing Physician, Memorial Hospital, New 
York City. Discussion: Karl F. Eschel- 
man, M.D., Director, Tumor Clinic, Ed- 
ward J. Meyer Memorial Hospital, Buffalo, 
New York. 

“Advances in Surgical Treatment of Cancer,” 
John J. Morton, Jr., M.D., Professor of 
Surgery, University of Rochester School of 
Medicine, Rochester, New York. Dis- 
cussion: George W. Cottis, M.D., Presi- 
dent-Elect, Medical Society of the State of 
New'York, Jamestown, New York. 

“Biopsy — Indications and Methods,” J. Howard 
Ferguson, M.D., Associate Professor of 
Pathology, Syracuse University, College of 
Medicine, Syracuse, New York. Discus- 
sion: Rudolph J. Shafer, M.D., Patholo- 
gist, Corning Hospital, Corning, New 
York. 

Dinner Meeting 

6:15 p.m. Small Ballroom, Hotel Syracuse, 
Syracuse, New York. 

Chairman of the meeting: O. W. H. Mitchell, 
M.D., Syracuse, New York. 

Opening remarks: Edward S. Godfrey, Jr., 


M.D., Commissioner, New York State 
Department of Health. 

“Principles of Radium and X-Ray Therapy,” 
G. Allen Robinson, M.D., Director, 
Tumor Clinic, Flower and Fifth Avenue 
Hospitals, New York City; Walter T. 
Murphy, M.D., Radiologist, State Insti- 
tute for the Study of Malignant Diseases, 
Buffalo, New York. 

“X-Ray as a Diagnostic Aid in Cancer," Byrl R. 
Kirklin, M.D. ; Chief, Section on Radi- 
ology, Mayo Clinic, Rochester, Minnesota. 

Local Committee on Arrangements 
Leo E. Gibson, M.D., Chairman 
Wardner D. Ayer, M.D. 

Donald S. Childs, M.D. 

Arthur N. Curtiss, M.D. 

James G. Derr, M.D. 

H. Burton Doust, M.D. 

Richard S. Farr, M.D. 

J. Howard Ferguson, M.D. 

Leon H. Griggs, M.D. 

Lee A. Hadley, M.D. 

Louis M. Hickernell, M.D. 

Gordon D. Hoople, M.D. 

Arnold B. Kauffman, M.D. 

Clark J. Laus, M.D. 

Ambrose T. Lawless, M.D. 

Earle E. Mack, M.D. 

Brooks W. McCuen, M.D. 

Carl E. Muench, M.D. 

Dwight V. Needham, M.D. 

Edgar M. Neptune, M.D. 

Mitchel A. Obremski, M.D. 

Frederick J. O’Connor, M.D. 

Charles D. Post, M.D. 

Carlton F. Potter, M.D. 

George S. Reed, M.D. 

Edward C. Reifenstein, M.D. 

Foster C. Rulison, M.D. 

Nathan P. Sears, M.D. 

Albert G. Swift, M.D. 

Julius Voehl, M.D. 

Frederick S. Wetherell, M.D. 

Tyree C. Wyatt, M.D. 

All physicians in the state are cordially in- 
vited. The price of the dinner is S2.00. No 
other fees will be charged. Dress: informal. 
The sponsoring agencies are anxious to know 
how many will attend the afternoon session and 
how many the dinner meeting. Reservations 
should be addressed to: O. W. H. Mitchell, M.D., 
Chairman, Council Committee on Public Health 
and Education, Medical Society State of New 
York, 428 Greenwood Place, Syracuse, New 
York. 


JOURNAL OF THE NEW YORK COUNTY MEDICAL SOCIETY 

Beginning January 3, 1942, the Journal of the the official publication of the society The new 
Medical Society of the County of New York will Journal will have a larger format, and the offices 
makelts appearlce! placing' the New York will be located at 2 East 103rd Street, New 
Medical Week, which for many years has been York City. 
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A clear case of Ivory’s 
new mildness! 


For a baby’s skin— or just for the joy of 
bathing— New “Velvet-Suds” Ivory Soap 
is better than ever! It gives the quickest, 
creamiest lather that ever foamed on a 
cake of Ivory— and it’s actually milder. 

Ivory’s uniformly high standard of mild- 
ness is far superior to that of imported olive 
oil castiles. In fact, a recent examination ot 
imported castiles showed that 4- out of 44 
examples showed definite evidence of ran- 
cidity — an irritating factor. 

Ivory is uniformly mild — milder than 10 
leading toilet soaps by test, milder than any 
other widely advertised floating soap. No 


dye, medication, or strong perfume that 
might be irritating. You can advise new 
improved Ivory with confidence. 

FREE — for your use in maternity cases, a 16 - 
page illustrated booklet " Bathing Your Baby 
The Right Way.” The technique described is ap- 
proved by the Maternity Center Association 
of New York. It covers correct methods of 
handling baby, equipment, and a step-by-step 
outline of the bath. We will gladly send you a 
free copy with order blank for additional 
copies. Simply send postcard to Procter 8c 
Gamble, Dept. N, Box 687, Cincinnati, Ohio. 


99*Vioo% PURE • IT FLOATS 


N ew Yelvet-Audd IVORY SOAP 


PROCTER * GAMBLE • TRADEMARK REG U. S PAT OFF. 
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MEDICAL NEWS 


[N. Y. State J. M. 


On the program was Dr. Scott Lord Smith, 
F.A.C.P., attending physician at Vassar Brothers 
Hospital, Poughkeepsie. His subject was “Sulfon- 
amides and Related Compounds.” 

Erie County 

At the Buffalo Academy of Medicine on 
December 3 Dr. Samuel C. Harvey, professor of 
surgery, Yale University, spoke on “Problems of 
Wound Healing.” Dr. Herbert A. Smith and 
Dr. Hoyt E. DeKleine led the discussion. 

Dr. Philip W. Brown of the Mayo Foundation, 
University of Minnesota, talked on “Diagnosis 
and Treatment of Diarrhea” on December 10. 

“The times require nonobstructive organization 
among physicians,” Dr. George W. Cottis, of 
Jamestown, president-elect of the Medical So- 
ciety of the State of New York, told members of 
the Medical Society of Erie County at the No- 
vember meeting. 

He asserted that the chief function of an or- 
ganized society is to get together, formulate wise 
policies, and then put them over. He pointed 
out that social and economic changes are being 
accelerated at a tremendous rate. 

Discussion Important 

“Our own traditions and the laws of the state 
require that we shall be responsible to indi- 
viduals,” he said. “We must retain our individu- 
alistic traditions and not obstruct every change 
that is bound to come. There never has been 
a time so important that we get together and dis- 
cuss the problems facing us. The purpose of de- 
bate is to iron out differences and determine what 
we should do. 

“It is time that we took the offensive, listened 
to our best brains, adopted policies and then 
put them over. Already we are being governed 
largely by groups. The government is being 
changed from a legislative government to an 
executive government by groups. Our para- 
mount interest is to see that when that day 
comes, we are our own managers.” 

Greene County 

Public opinion won a victory in Greene County 
on November 10, according to the S.C.A.A. 
Bulletin, when the Board of Supervisors author- 
ized an appropriation of S7,118 for the employ- 
ment of three county public health nurses. 
State aid will return to the county one-half of 
this expense, and the State Health Department 
has promised the services of two additional 
nurses, making five in all. 

Behind the accomplishment is a classic exam- 
ple of resourcefulness, planning, persistence, and 
teamwork exercised by the Greene County 
Tuberculosis and Public Health Association. 

Greene County, population 28,191, with Cats- 
kill the largest co mmuni ty, discontinued its 
nursing services early in the depression. In 1938 
it was one of the fourteen counties selected for in- 
tensive promotion of public health nursing by 
the State Health Department and the S.C.A.A. 
State Committee on Tuberculosis and Public 
Health. No county appropriation was secured, 
but this effort resulted in the County Association 
employing an executive secretary, Mrs. Fred- 
erick C. Fiero, who, with assistance from the 
District Office of the State Health Department 


and the State Committee staff, launched a 
campaign of public education on the need for 
nursing service in the county. 

Herkimer County 

_ The 135th annual meeting of the county so- 
ciety was held in the parish nail of Christ Epis- 
copal Church in Herkimer on December 9, at 
4:00 p.m. 

The scientific program included an address by 
the president, Dr. H. D. Vickers, Little Falls, 
and a paper, “History of Ophthalmology’," by 
Dr. D. F. Aloisio, Herkimer. The annual reports 
of other officers were given, and officers for 1942 
were named. 

The annual banquet was served at 6:00 p.u. 
Jefferson County 

The regular monthly meeting of the county 
society was held on December 11 at the Black 
River Valley Club in Watertown. Dinner pre- 
ceded the program, which consisted of an address 
on “The Management of Gastrointestinal Bleed- 
ing,” by Dr. Lawrence A. Kohn, associate in 
medicine at Strong Memorial Hospital, Roches- 
ter. 

Kings County 

At the first annual dinner to ex-presidents of 
the county society and the Academy of Medi- 
cine of Brooklyn to be held on January 17 at 
the Hotel St. George, Brooklyn, Colonel Samuel 
J. Kopetzky, president of the State Medical 
Society, will present the medals and scrolls. 
Speakers announced are Mayor La Guardia and 
Dr. Morris Fishbein. 

At the regular meeting on December 16 Dr. 
William R. Cubbins, of Chicago, spoke on In- 
juries About the Knee Joint.” Officers were 
elected at this meeting and will be printed in the 
next issue. 

At the annual meeting of the Brooklyn Urologi- 
cal Society, the following officers were elected: 
president, Dr. James W. McManus; vice- 
president, Dr. Samuel E. Last; and secretary- 
treasurer, Dr. John J. Bottone. 

Livingston County 

Dr. Kenneth T. Rowe, of Dnnsville, spoke on 
“Common Problems of Urology at the meeting 
held on December 10 at the LaDelfa Hotel, Mt. 
Morris. The woman’s auxiliary held a separate 
meeting at the same time. 

Monroe County 

On December 16 the annual meeting of the 
county society was held in Rochester. Dr. 
Morris Fishbein, the speaker of the evening, 
was honored at a dinner preceding the meeting. 

Dr. Frank H. Lahey, director of the Lahey 
Clinic and president of the A.M.A., addressed 
the Rochester Academy of Medicine on Decem- 
ber 2. The subject of Dr. Lahey’s talk was 
“Cancer of the Colon and Rectum.” Reporting 
a series of 1,200 cases, Dr. Lahey drew his de- 
ductions in an interesting way for the general 
practitioner. 

A dinner before the meeting was given at the 
Country Club for Dr. Lahey. 

I Continued on page 823 




A clear case of Ivory’s 
new mildness! 


For a baby’s skin — or just for the joy of 
bathing — New “Velvet-Suds” Ivory Soap 
is better than ever! It gives the quickest, 
creamiest lather that ever foamed off a 
cake of Ivory — and it’s actually milder. 

Ivory’s uniformly high standard of mild- 
ness is far superior to that of imported olive 
oil castiles. In fact, a recent examination of 
imported castiles showed that 42 out of 44 
examples showed definite evidence of ran- 
cidity — an irritating factor. 

Ivory is uniformly mild — milder than 10 
leading toilet soaps by test, milder than any 
other widely advertised floating soap. No 


dye, medication, or strong perfume that 
might be irritating. You can advise new 
improved Ivory with confidence. 

FREE — for your use in maternity cases, a 16- 
page illustrated booklet "Bathing Your Bab y 
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of New York. It covers correct methods of 
handling baby, equipment, and a step-by-step 
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copies. Simply send postcard to Procter & 
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Montgomery County 

At the annual meeting of the county society 
•the following officers were elected for 1942: presi- 
dent, Dr. James M. Bernhard; vice-president, 
Dr. William Bing; secretary, Dr. Roger Conant; 
treasurer, Dr. Leonard M. McGuigan; delegate 
■to the State Society, Dr. Robert C. Simpson; 
alternate, Dr. P. J. Fitzgibbons; delegate to the 
Fourth District Branch, Dr. Charles E. Slater. 
With the exception of Dr. Slater, who is from 
Fort Plain, all the officers live in Amsterdam. 
— Roger Conant, M.D., Secretary. 

New York County 

The following letter was recently printed in 
the Medical Week: 

‘'Editor, Public Forum: The editorial appearing 
m the current issue of Medical Week discussing 
the various voluntary health care plans in opera- 
tion is excellent. As you know, my particular 
interest is that such statements should be made 
as that which you make on page 5: ‘ .... it is 
undoubtedly to the interest of the profession and 
the community as a whole that there be experi- 
mentation along various lines.’ 

“There is one implication in your editorial, 
however, which I think is unintentional, namely, 
that a physician must choose between the 
Medical Expense Fund of New York and Group 
Health Cooperative, and that enrollment in one 
precludes participation in the other. This, of 
course, is not the case. Physicians can operate 
under both plans without any complications, and 
I am sure that there are a good many physicians 
in New York who would like to have this matter 
cleared up for them. 

Kingsley Roberts, M.D., Chairman. 

Medical Advisory Board” 

1790 Broadway, 

November 25, 1941 

At the monthly meeting on December 22 Dr. 
Leona Baumgartner spoke on “School Health 
Program and the Private Physician." Mr. 
John Splain, Metropolitan director, Safety- 
Responsibility, spoke on the Safety Responsi- 
bility Act. Dr. Miles Atkinson had as his sub- 
ject “Medicine as a Social Science.” 

Onondaga County 

The following officers were elected at the an- 
nual meeting of the county society held in Syra- 
cuse on December 2: president, Dr. Ambrose T. 
Lawless; vice-president, Dr. Herbert C. Yeckel; 
secretary, Dr. Dwight V. Needham (re-elected) ; 
treasurer, Dr. A. Carl Hofmann (re-elected) ; 
delegate to State Society (3-year term), Dr. A. 
G. Swift; alternate delegate to State Society 
(3-year term), Dr. D. S. Childs; and delegates to 
Fifth District Branch, Dr. F. G. Dye, Dr. W. O. 
Kopel, Dr. M. A. Obremski, and Dr. M. S. 
Richards. — Dwight V. Needham, M.D., Secretary. 

Rockland County 

Dr. E. Armand Scala, of Suffern, was elected 
president of the Rockland County Medical So- 
ciety at its annual meeting and dinner at the Villa 
Lafayette in Spring Valley on December 3. 

Vice-president is Dr. E. Hall Kline, of Nyack, 
and Dr. Dean Miltimore was re-elected once more 


after a full quarter-century of service as treasurer. 
Another perennial of long standing is Dr. William 
J. Ryan, of Pomona, who will once more be 
secretary. Dr. Matthew J. Sullivan, of Haver- 
straw in a short address marking his retirement, 
paid high tribute to the service Dr. Miltimore 
and Dr. Ryan have rendered the society. 

Dr. F. B. Theis, of Nyack, was made chairman 
of the membership committee (Dr. Miltimore an- 
nounced there were 100 members in good stand- 
ing), and Dr. Russell E. Blaisdell, of Orange- 
burg, is chairman of the legislative committee 
Dr. Frederick A. Schroeder, of Pearl River, is 
chairman of the public health and public rela- 
tions committee, with Dr. Alfred S. Moscarella, 
of Spring Valley, as cochairman. Dr. Harold S 
Heller, of Spring Valley, is chairman of the com- 
mittee on medical economics, with Dr. Frank E. 
Ciancimino, of Nyack, as cochairman. 

Elected to the Board of Censors for two years, 
with the exception of the vice-chairman, are Dr. 
George M. Richards as chairman, Dr. Sullivan as 
vice-chairman, Dr. George G. Stone, Dr. John 
C. Dingman, Dr. Royal F. Sengstacken, and Dr. 
Edwyn O’Dowd. The delegate to the State 
Medical Society for 1942-1943 is Dr. Stephen R. 
Monteith, with Dr. Ryan as alternate. 

Introduced were Dr. Terry Townsend, a former 
president of the State Medical Society, Assem- 
blyman Robert Doscher, and Dr. S. W. S. Toms, 
of Nyack, in whose honor the county society held 
a dinner on December 11 at the Hotel St. George 
in Nyack in observance of his fifty years of active 
practice. Dr. Toms was eighty on that date. 

Speakers of the evening were Dr. F. R- 
Strutton of the State Hospital, Dr. Leon H. Gold- 
berg. of Nyack, and Roland Logan, trainer for 
varsity athletics at the West Point Military 
Academy. Mr. Logan mingled sparkling Irish 
wit, oratory, and song with experience in his 
long career of training athletes. 

Schenectady County 

Judging from the picture of the “Calo- 
melodians” in the Bulletin and the Schenectady 
Gazette there isn’t much difference betwnen, say, 
Glen Miller’s boys and Glen Smith’s, for the 
society orchestra certainly has that unmistakable 
professional look. 

The orchestra was organized in February, 1940, 
and its members rightfully feel that it serves a 
double purpose: “Besides providing entertain- 
ment and amusement, an enterprise of this sort 
is one of the best influences to maintain a solid, 
wholesome spirit of congenial fellowship among 
the entire medical society.” 

Members of the orchestra, in addition to Dr. 
Smith, conductor, are Drs. C. F. Ackerknecht, 
Philip Parillo, Nelson H. Rust, William hi. 
Malka, F. H. Pulver, Gomer Richards, H. W. 
Galster, R. L. Faulkner, Raymond H. Warner, 

J. H. Kalteux, R. J. Hotchkiss, E. G. St. John, 
Michael Slovak, J. J. York, R. C. Maxon, C. L. 
Moravec, G. A. Reich, S. F. MacMillan, D. K. 
Binder, August B. Korkosz, and H. E. Reynolds. 

At the annual meeting at the Mohawk Golf 
Club in Schenectady on December 4 the Doctors’ 
Orchestra played several selections. The speaker 
of the evening wns Charles John Stevenson, 
editor of the Washington County Post. His sub- 

[Continued on page 84 ] 





...THE BRAIN 


When electroencephalography records the brain 
potential of epileptic patients prior to and after 
the use of Kapseals Dilantin Sodium, the oscillo- 
graph usually depicts more normal brain waves. 
Furthermore, seizures diminish in frequency and 
severity. As a result of this, the patient’s general 
attitude and behavior are favorably influenced 
and he is permitted to enjoy a more normal life. 

A combined report of thirteen clinicians states 
that in 404 out of 595 epileptic patients, Dilantin 
Sodium was more effective than other anti- 
convulsants 1 . Its value in patients not responding 
to other medication has been reported 2 . All in all, 
Dilantin Sodium (phenyfoin sodium), a product of 
long and systematic research in clinic and labora- 
tory, marks a definite forward step in the manage- 
ment of epilepsy. Complete details upon request. 



1. Council Report: J.A.M.A., 113: 1734, 193? 

2. Merfitt, H. H. & Pulnam, T. J.: A. J. Psychiat., 96: 1023, 1940 
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Detroit , Michigan 




84 


MEDICAL NEWS 


[N. Y. State J. M. 


[Continued from page 82] 

ject was "Practicing Medicine for Pleasure.” A 
movie in technicolor, “The Bull Fight,” was 
shown by Dr. Arthur “Quistador” Penta. 

PAt this meeting Dr. Joseph H. Cornell was 
elected president of the county society; Dr. 
William F. Nealon, vice-president; and Dr. 
Gomer Richards, secretary. 

'.Other officers selected were Dr. Raymond H. 
Warner, treasurer; Dr. Cornell, delegate to the 
house of delegates of the State Society, with Dr. 
James Smith as alternate. 

Tioga County 

The annual meeting of the county society was 
held on December 2 at the Green Lantern Inn 
in Owego. The election of officers followed a din- 
ner served at 6:30. The nominees, all elected, 
were published November 1. 

The speaker at the meeting was Dr. S. B. 
Blakely, of Binghamton, who spoke on the sub- 
ject, “Maternal Mortality.” A discussion of the 
subject followed the talk. 

Tompkins County 

The county society held its annual meeting 
December 9, at Willard Straight Hail, Ithaca. 
A steak dinner preceded. Professor Syman P. 
Wilson of Cornell Law College gave a most inter- 
^fms talk on “A Lawyer Looks at the Doctors.” 

The following officers, all from Ithaca, were 
elected: president, Dr. Dean F. Smiley; vice- 
president, Dr. Henry W. Ferres; secretary- 
treasurer, Dr. Willets Wilson; censors, Drs. 
Richmond Douglass, Arthur B. Berresford, Leo P. 
Larkin, Henry B. Sutton, Philip J. Robinson; 
delegate, Dr. Leo P. Larkin; and alternate, Dr. 
Dean F . Smiley. — Willels Wilson, M.D., Secretary. 

Ulster County 

The county society has told the Board of 
Supervisors that the doctors are all through han- 
dling relief and old-age medical and surgical cases 
without pay and asked that a committee of the 


board meet with a committee of the society to set 
rates of pay for this service. 

The doctors’ point of view was presented by 
Dr. Virgil B. DeWitt, of New Paltz, chairman of 
a committee named some months ago by Dr. 
John B. Krom, of Kingston, president of the 
county society, to study the matter. Other mem- 
bers of the committee were Dr. Alfred M. Feld- 
shuh, of Kerhonkson, Dr. William S. Bush, of 
Kingston, and Dr. Eugene F. Galvin, of Rosen- 
dale. 

Dr. DeWitt said that there is no present ar- 
rangement for payment of the medical or surgical 
care for the relief cases, those on old-age pen- 
sions, and the blind, while other counties have a 
standard fee system for paying the doctors. He 
stated that he was not asking the county to pay 
the same rates "for these cases that are paid by 
individuals, but he thought that a systematized 
payment should be made such as is in force in 
Orange, Nassau, Rockland, Yates, and other 
counties. 

Westchester County 

Dr. George C. Adie, in a presidential address on 
November 18, spoke thus of the functions of a 
society: 

“All through the history of medicine quarrels 
and disagreements between the various cults and 
branches of the healing art have existed until now 
there seems to be no great divergence of opinion 
in broad principles. It may have been good for 
the progress of medicine to have these quarrels, 
but in this day and age and in this community 
where we all practice the same kind of medicine 
there is no room for prejudice, jealousies, and 
factions. 

‘ ‘The local society should function with the idea 
of making the smaller group cohesive, while the 
County Society can do much to cement the com- 
ponent parts together in a unified, friendly, and 
harmonious group. It should promote the welfare 
of the physician, keep his scientific attitude 
stimulated, and create a spirit of comradeship. 


Deaths of New York State Physicians 


Name 

Age 

Medical School 

Date of Death 

Residence 

Marius L. Abbene 

55 

N. Y. Horn. 

December 9 

Brooklyn 

Eugene J. Bozsan 

51 

Budapest 

December 4 

Manhattan 

William A. Curtin 

79 

Syracuse 

December 5 

Syracuse 

James F. Dougherty 

64 

Bell. 

December 5 

Richmond Hill 

Walter F. Feely 

38 

P. & S. N. Y. 

December 3 

Brooklyn 

Samuel Forer 

36 

L. I. C. Med. 

October 11 

Bronx 

Robert M. Franklin 

40 

Tennessee 

December 5 

White Plains 

Daniel P. Gillespie 

69 

Univ. & Bell. 

November 28 

Bronx 

Albert Letherland 

61 

Queens Canada 

December 4 

Harrisville 

Hampton P. Howell 

72 

P. &. S. N. Y. 

December 11 

Manhattan and West 
hampton Beach 

William M. Mehl 

64 

Buffalo 

November 28 

Buffalo 

Henry F. Owsley 

70 

P. &. S. N. Y. 

November 27 

Poughkeepsie 

E. Burton Probasco 

72 

P. &. S. N. Y. 

November 25 

Glens Falls 

Peter A. Reque 

71 

Vermont 

December 4 

Brooklyn 

Charles M. Rexford 

86 

N. Y. Univ. 

December 2 

Watertown 

William L. Sneed 

60 

Vanderbilt 

December 7 

Manhattan 

T. Hubert Wilson 

65 

Trinity Toronto 

November 30 

Buffalo 
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Editorial 


A Call to Service 

The rapidly increasing need for medical (See Medical Preparedness, page 175.) 
personnel in the war will be met by the The P. and A. Service will shortly pub- 
new Procurement and Assignment Serv- lish, through the J.A.M.A. and in these 
ice for Physicians, Dentists, and Veteri- pages, a tabulation of the physical re- 
narians according to the J.A M.A. for quirements for physicians applying to any 
December 27, 1941, and January 3, 1942. of the federal services. 

What’s the Idea? 

The armed forces need medical men, have seen. It was an application form 
dentists, and veterinarians at once— -lots for a commission. Some of you may have 
of them. A pool of physicians must be filled it out and sent it in. 
available from which applicants for com- If you have not, here is your sec- 
missions might be drawn promptly. The ond chance. Tear out the sheet on page 
J.A.M.A. for the past two issues carried 121 of this issue, fill it out, send it to Dr. 
a tear-out sheet which some of you may Sam F. Seeley (address on form). 

E3P r Now "ts3 

The immediate needs of the Army are questionnaires you may have filled out 
for men in the grades of lieutenant and previously. This is urgent and serious 
captain. This applies particularly to business. Do this at once. It may save 
men under 45. Never mind what other you endless trouble. 

Why? 

Because the age limits of Selective Serv- sional personnel in war or to inform them- 
ice have been extended, older men will selves more fully about the function of 
shortly have to register for service with Procurement and Assignment Service 
their local draft boards. Medical men and the names of committeemen an- 
who have filled out and returned the nounced for the various corps areas will 
questionnaire will already have applied turn to page 175 for this information, 
for a co mmis sioned status. They will Let us repeat. If you have not filled 
not have to serve as enlisted men. out the blank application form in the 

Those physicians desiring to refer to J.A.M.A. for December 27, 1941, fill out 
the complete plans for handling profes- the facsimile on page 121 of this Journal. 

Turn to Pages 121 - 122 — At Once 
117 
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Read Carefully 


The Editors of this Journal have fre- 
quently urged the membership of the 
Society to read the issues carefully. 

We urge it again. We know that some 
do not receive the others do 

not attend their county meetings regu- 
larly, still others not at all. All members 
of the Society receive this Journal. We 
endeavor to publish and republish im- 
portant announcements which concern 
the medical profession in the state. 

Because this Journal appears twice a 
month, the membership is fortunate in 
that important notices and bulletins can 


be brought to its attention at a date in 
advance of most other publications except 
the J.A.M.A. 

Now that we are at war, it becomes 
more than ever necessary that this Jour- 
nal be read carefully, especially by those 
members who do not receive the J.A.M.A. 
Your Editors will endeavor to keep you 
up to date on all things relating to the pro- 
fession at war as well as the affairs of your 
respective localities as reported to us by 
your county societies. We ask again 
that you read promptly and care- 
fully. 


Correspondence 

“War and the Woman Physician” 


To the Editor: 

I wish to address the Men Physicians of New 
York State through your column. 

It has been my proud privilege to be a member 
of the House of Delegates in the Medical Society 
of the State of New York for about a decade. 

During this time I have seen much forward- 
looking legislation transacted. Possibly no one 
act has commanded my respect more than when 
the House went unanimously on record as rec- 
ommending that women physicians be admitted 
unreservedly to the Medical Reserve Corps of 
the United States Army and Navy. This was 
an act of modern gallantry on the part of the men 
to their sister women physicians. Yes, it was 
this and a great deal more, for it was a declara- 
tion of justice for women that they should have 
equal rights with men physicians where these 
rights had been earned. 

The fact that this momentous recommendation 
from the House of Delegates was not ratified by 
the higher Medical Tribunal in no way dims the 
splendid act of the Empire State taking its stand 
for its women physicians, the first of any state to 
do so. The women physicians of New York State 
have been heartened and thrilled by your act and 
extend to you all deep gratitude and apprecia- 
tion. 

Another war is upon us and grim days are 
ahead. As President of the American Medical 
Women’s Association, I have found that my most 
important duty has been to find out where the 
woman physician fits into the picture of World 
War No. II. 


In tracing down all the illusive reasons why 
women physicians are ineligible to the Medical 
Reserve Corps, and the hints of necessary legisla- 
tion to bring this about, I have at last been able 
to get some basic facts. 

They are 'as follows: (1) Women physicians 
are eligible to the Medical Reserve Corps of the 
United States Army. (2) Women physicians are 
ineligible to the Medical Reserve Corps of the 
Navy, but this ineligibility could be removed by 
the Navy if and when they might consider it 
expedient to admit women. These facts come 
directly from the headquarters of the Army and 
Navy. 

Acting on this information, the following 
resolution was duly adopted at the Mid-Year 
Board Meeting of the Directors of the American 
Medical Women’s Association held at the Wo- 
men’s Medical College of Pennsylvania on Satur- 
day, December 6, 1941: 

Whereas, There has been no change in respect 
to military rating for women physicians since the 
first World War; and in our present state of war 
preparedness women physicians now find them- 
selves in an anomalous and undignified position 
as compared with nurses who now have full 
military rating with all the privileges thereof; 
and 

Whereas, During the period between World 
War No. I and World War No. II, women physi- 
cians have taken advantage in ever increasing 
numbers of their enlarging opportunities for 
broader professional training, due to the fact that 
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large medical schools and hospitals are now open 
to them, they are now admitted to the most im- 
portant medical societies, are Fellows of the 
American College of Surgeons and College of 
Physicians and are holding positions of trust and 
responsibility on hospital staffs, college boards, 
and departments of health all over the country; 
and 

Whereas, The bulk of our practicing women 
physicians are in a position economically and 
socially to qualify for work in Civilian Defense in 
case of national emergency; and 
Whereas, There is also a small but very im- 
portant percentage of practicing women physi- 
cians in the proper decades of life, unattached, in 
good health, well-trained and desirous of seeing 
active service for the same reasons that their 
equally well-trained male colleagues are; among 
these women being experts in the fields of medi- 
cine, surgery, anaesthesia, bacteriology and 
pathology, and in the specialties of neuropsychia- 
try and of eye, ear, nose, throat, and skm dis- 
eases, whose services would be of great value in 
base hospitals and wherever military nurses are 
sent; and 

Whereas, Many of the best of the women 
physicians in this preferred qualification group, 
having received no recognition whatever from 
our government, are accepting positions for pro- 
fessional work in England and we are losing our 
very best women physicians in this way; 
and 

Whereas, Both the Army and the Navy of the 
United States of America have repeatedly pub- 
licized the fact that there is a serious shortage of 
physicians in the Medical Reserve Corps, the 
shortage being estimated in the thousands; 
and 

Whereas, The Houses of Delegates of the 
Medical Societies of New York and New Jersey 
have gone on record as being overwhelmingly in 
favor of making women physicians eligible for the 
Medical Reserve Corps, and 

Whereas, The Medical Reserve Corps Act of 
the Army makes no sex discrimination whatever, 
the sole requirement being that applicants be 
citizens of the United States with the proper 
professional training; and 

Whereas, The taxpayers are being called upon 
to furnish huge sums of money for the building 
and equipping of hospitals and other buildings for 
the medical care of the Army and the Navy; 
and now is the time, while such buildings are in 
process of erection, to provide suitable quarters 
for women physicians in all such buildings, base 
hospitals and other institutions where they may 
be assigned (lack of proper housing facilities being 
one of the arguments most commonly advanced 
as to why women physicians cannot be attached 
to hospital units) ; therefore be it 

Resolved, That we the undersigned do hereby 
respectfully and earnestly request that women 
physicians be admitted to the Medical Reserve 
Corps of the United States Army upon the same 
terms as all the rest of its members and with all 
the privileges accorded thereto; and be it fur- 
ther 

Resolved, That a copy of this resolution be for- 
warded to the President of the United States, to 


the Secretary of War and to the Surgeon General 
of the Army. 

Respectfully submitted, 

American Medical Women’s Association, Inc., 
By its 

Officers 

Regional Directors 

Chairman of Standing Committees 

Chairman of Special Committees 

The resolution to the Navy is in all respects 
identical except paragraph 8, concerning the 
Medical Reserve Corp3 Act, which was deleted and 
the following paragraph inserted: “Whereas, 
The Medical Reserve Corps Act of the Army 
makes no sex discrimination whatever, the sole 
requirement being that applicants be citizens of 
the United States with the proper professional 
training, and the Navy Regulations which, un- 
like the Army Regulations, restrict service in the 
Medical Reserve Corps to men, thereby declaring 
women ineligible, are easily susceptible of amend- 
ment by the proper authorities; and” and in the 
final paragraph the following was deleted “to the 
Secretary of War and Surgeon General of the 
Army” and the following inserted “to the 
Secretary of the Navy and to the Surgeon 
General of the Navy.” 

Why are women physicians not admitted to 
the Medical Reserve Corps of the United States 
Army, when they are eligible, and at a time when 
there is an advertised shortage of physicians in 
the Medical Reserve Corps of between 1,000 and 
2 , 000 ? 

It is because Surgeon General James C. Magee 
of the United States Army does not think that 
women should belong. In a recent fundamental 
talk with General Magee, he stated that this is his 
conviction and that he feels there are many 
places in civil life and in Civilian Defense where 
women physicians’ services could be utilized to 
much better advantage than in the Army. When 
pressed further I asked him whether a Surgeon 
General could change his mind if convincing 
arguments could be brought to the fore? He 
intimated that this would not be impossible. 

Are the women physicians willing to leave this 
issue which is of vital importance to them on 
this anomalous basis? No — they are unwilling 
to do so. They want to find themselves in a 
dignified position with sufficient rank and 
authority to do a good job. They want the same 
pay and privileges as their brother physicians, 
the same protection in case of sickness or injury 
and, if called upon to make the supreme sacrifice, 
to be assured that their dependents will have the 
same protection. The Army and Navy have 
protected their women nurses along these lines. 
Should the women physicians receive less con- 
sideration? 

Women physicians are told that positions are 
awaiting them in civil life, home defense, and 
public health services, where they can fill in the 
gaps left by men doctors who have gone into the 
service. 
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It has been woman’s privilege from time im- 
memorial to do the men’s home work when they 
are away fighting, that goes without saying, and 
women have never shirked it. This, however, 
does not cover the present case. Most of these 
home defense jobs are voluntary, and many 
women can take them on in addition to a practice 
which makes them self-supporting. But there is 
a group (much smaller but very important in 
type) that must be considered which includes the 
woman who is not established and has no private 
practice to give her her living expenses. She 
must depend on a salaried job for maintenance 
while she is serving her country in time of war. 
Why should such a woman if she is professionally 
capable be debarred from taking an important 
job with proper rank and privilege? Indeed, it 
may be more appropriate that this unattached 
able woman should serve than some man who 
may have to relinquish his private practice and 
has a wife and children to care for. One hears of 
these public health positions for women physi- 
cians, but it is quite shocking to find how rela- 
tively few important public health jobs with 
proper salaries are held by women. 

Again, it is argued that it would not be suitable 
for women physicians to go forward with the 
troops into action. This objection could seem- 
ingly be met by the common sense and sagacity 
of the officers assigning such positions. Why 
send a woman physician out with the troops 
when she might give invaluable help in a base 
hospital? I have in mind a number of superbly 
trained women in such various fields of medicine 
as contagion, tuberculosis, etc. Would not the 
American mother prefer one of these experienced 
skilled women in charge of her son battling for his 
life in some base hospital to having him in charge 
of some young recent male graduate with scant 
clinical training? 

And how about our women surgeons, for we 
are having an increasing number of these? If 
they are as good as their brother surgeons and as 
ambitious, will they not want to go forward into 
action where they will see traumatic surgery and 
war injuries at first hand? The answer is, that 
that is just what they are doing. They are serv- 
ing in England in British uniforms, receiving 
equal salary, rank, and privilege with the men 


physicians of the British Emergency Medical 
Service of the British Government. And it is a 
matter of further great interest that they are 
already filling teaching positions in medical 
schools and hospitals in London. 

Times have changed. We are living in a new 
era where vital accomplishment, not sex, is the 
measuring rod. The American man and woman 
enjoy the greatest personal freedom in the world, 
and it is our fervent hope that democracy will 
always prevail in our midst. The woman physi- 
cian has come through long years of hardship, 
privation, and self-sacrifice. She must evolve 
into her final best self where she has a right to 
make a decision as to how she will expend her 
energies in the service of her beloved country. 
Why should she be told that she must do one type 
of work when she knows she can do another type 
better? This last shackle of injustice should be 
removed. Today we are dealing with a new 
type of w r ar, and woman’s job is irretrievably an 
integral part of it. Let her at least have the 
advantage of being a free woman before she takes 
up the burdens that war will bring. 

I am therefore appealing to you, the men 
physicians of New York State who have so 
magnificently stood by your sister physicians, to 
write to 

Major General James C. Magee, 

The Surgeon General, United States Army, 
Washington, D. C. 

and request him to consider favorably the ap- 
pointment of women to the Medical Reserve 
Corps of the Army, and to write to 

Admiral Ross Mclntire, 

The Surgeon General, United States Navy, 
Washington, D. C. 

and request him to have the restriction removed 
and women physicians declared eligible to the 
Medical Reserve Corps of the Navy.. 

And in making such possible decision please 
ask them to consider the woman physician of 
1942 in relation to World War No. II and not 
judge her by the standards of privilege which 
prevailed in 1917. 

Emilt Dunning Barringer, M.D., President, 
American Medical Women’s Association 


^ ‘Buy U. S. Defense Bonds and Stamps p| 


ENROLLMENT FORM FOR PROCUREMENT AND 
ASSIGNMENT SERVICE FOR PHYSICIANS 


Dr. Sam F. Seeley, Executive Officer 
Procurement and Assignment Service 
New Social Security Building 
4th and C Streets, S.W. 

Washington, D. C. 

Dear Doctor Seeley: 

Please enroll my name as a physician ready to give service in the Army 
or Navy of the United States when needed in the current emergency. 
I will apply to the Corps Area commander in my area when notified by 
your office of the desirability of such application. 

Signed 

1. Give your name in full, including your full middle name: 

2. The date of your birth: 

3. The place of your birth: 

4. Are you married or single? 

5. Have you any children? If so, how many? 

6. Do you believe yourself to be physically fit and able to meet the 

physical standards for the Army and Navy Medical Corps? 

7. Have you filled out previously the questionnaire sent to all physi- 
cians by the American Medical Association? 

8. When and where were you graduated in medicine? 


9. In what state are you licensed to practice? 

10. Do you now hold any position which might be considered essential 
to the maintenance of the civilian medical needs of your community? 
If so, state these appointments: 


11. Have you previously applied for entry into the Army or Navy 
Medical Service? If so, state when, where and with what result (if re- 
jected, state why) 


Date 


Signature. 

Address.. 



ENROLLMENT FOR SERVICE IN THE ARMY 
AND NAVY 


[Reprinted from the J.A.M.A. January 10, 1942] 

Last week The Journal published an urgent request to 
all physicians of the United States to fill out the question- 
naire published in that issue and mail it at once to Dr. 
Sam F. Seeley, Executive Officer of the Procurement and 
Assignment Service, Washington, D. C., indicating their 
availability to serve the nation in the present emergency. 
The response to this call to the medical profession to date 
has been highly gratifying. The following statement to 
that effect, with additional instructions, has been received 
from the Directing Board of the Procurement and Assign- 
ment Service: 


The response of the physicians of the country to the 
Procurement and Assignment Service request for enroll- 
ment of those now ready for immediate service in the 
army or the navy is highly gratifying. All names are being 
processed, and those who meet the present demands of 
the Surgeon Generals will receive application forms and 
authority to appear for physical examination at an early 
date. All who are now ready for immediate duty should 
forward applications to the Procurement and Assignment 
Service at once. It is not the intention of the Procurement 
and Assignment Service to register every physician, den- 
tist, and veterinarian at the present time. Only those 
available for immediate assignments should register at this 
time. The physical requirements of all military, govern- 
mental, industrial, and civil agencies will be published in 
national and state journals immediately. On the basis of 
this information every physician, dentist, and veterinarian 
will be able to make a self appraisal of his physical 
qualifications. Within a few weeks the Procurement and 
Assignment Service will mail to all individuals a form on 
which they will be asked to state their preferences for 
assignment to all agencies of national defense which 
require medical, dental and veterinary personnel and for 
service in communities in public health and other civil 
categories. In this way every physician, dentist, and 
veterinarian of the country will be able to lend maximum 
support to the national emergency. In order to meet the 
expanding needs of the military services, every physician 
immediately available for duty should mail his application 
blank to the Procurement and Assignment Service at once. 
All others will be given an opportunity to volunteer in 
the near future. 


Frank H. Lahey, M.D., 
Chairman. 

James E. Paullin, M.D. 
Harvey B. Stone, M.D. 
Harold S. Diehl, M.D. 


C. Willard Camalier, 
D.D.S. 

Sam F. Seeley, Major, 
M.C., U. S. Army, 
Executive Officer. 



PRESENT STATUS OF THERAPEUTIC REGIONAL ANALGESIA 

E. A. Rovenstine, M.D., and H. M. Werthbim, M.D., F.A.C.S., New York City 


T HE control of pain is an important pre- 
rogative of the physician. This obligation 
has been recognized by the medical profession 
and demanded by the laity. Surgical anes- 
thesia, which had its origin during the middle 
of the nineteenth century, was an outgrowth 
of this idea. It was developed to exempt the 
bodily pain associated with surgical proce- 
dures. Regional analgesia was employed for 
similar purposes and saw its beginning during 
the latter part of the last century. The con- 
quest of intractable pain, especially that re- 
sulting from chronically diseased tissues, is a 
much broader field than surgical anesthesia. 
It is of paramount importance to the patient, 
since the prevailing practices toward efforts to 
control nonsurgical pain depends largely upon 
the use of narcotics that depress metabolic 
function and eventually lead to addiction. 

The employment of regional analgesia has 
kept pace with refinements in pain therapy. 
Unfortunately, its advantages have been ap- 
preciated by a limited group. The lack of 
application and enthusiasm is readily ex- 
plained. First, it is due to the failure of all 
but a few to master the various technic of 
regional blocks and, second, it is because of 
promiscuous attempts at nerve block, often 
performed without accurate segmental locali- 
zation. Moreover, with few exceptions, thera- 
peutic nerve block has been given the task of 
accomplishing results when other methods for 
the relief of pain have failed or were expected 
to result in drug addiction. Under these cir- 
cumstances — that is, a scarcity of those 
trained to practice therapeutic nerve blocking 
and a group of patients presenting the most 
difficult problems for pain relief — it is to be 
expected that the end results will still leave 
much to be desired. 

It is readily admitted that there is no logi- 
cal plea for relieving pain by nerve block if 
other therapeutic efforts are sufficient, save 
that of continuous use of hypnotics or opiates. 
Patients are subjects for therapeutic nerve 
blocks only after judicious medical treatment 
has failed to relieve pain or when surgical 
transection of sensory pathways is considered 
a grave hazard. It should be realized, how- 

Read at the Annual Meeting of the Medical Society of 
the State of New York, Buffalo, New York, April 30, 1941 
From the Division of Surgery, Department of Anes- 
thesia, New York University College of Medicine, and 
the Third Surgical Division, Bellevue Hospital. 


ever, that in the group for whom surgery is 
contemplated there may be a considerable 
number who should be given the advantage of 
less radical intervention by therapeutic nerve 
block, since operation may always be per- 
formed. 

There is a logical plea for a more generous 
regard of the usefulness of nerve blocking. 
Failures with a few or even many patients 
who have not been helped by other treatment 
is no reason to condemn a procedure that is 
frequently successful. Likewise, a nerve block 
that obviates a dangerous neurosurgical oper- 
ation for even a small percentage of patients is 
valuable. Such statements are made advis- 
edly, since in competent hands nerve blocking 
does not add to the patient’s discomfort, ex- 
cept temporarily in some cases during the 
manipulation, and is infrequently attended 
with untoward reactions of consequence. 

There have been a number of therapeutic 
nerve blocks recently brought nearer perfec- 
tion and many more have been newly intro- 
duced. It would be presumptuous to say that 
all these therapeutic adjustments should as- 
sume a definite place in the treatment of pain, 
for experience with them has neither been ax- 
tensive nor has it stood the test of uniformly 
successful results. Sufficient data have been 
accumulated, however, to insist that therapeu- 
tic nerve blocking merits further trial and 
more widespread application. It is not the 
purpose of this discussion to recommend or 
describe the many nerve blocks employed by 
those particularly interested in this practice. 
Neither would it be of significant value to 
enumerate those that have been enthusiasti- 
cally reported in the medical literature. It 
should suffice to point out certain nerve blocks 
that have been found from experience to have 
definite value. A detailed anatomic or tech- 
nical discussion of these manipulations will not 
be attempted. 

Nerve Blocks of the Head and Neck 

Regional analgesic blocks for the relief of 
pain of the head and neck are among those 
most frequently employed. The efficacy of 
blocks for the relief of trigeminal neuralgia is 
unquestioned. If the diagnosis is without 
error and if the analgesic solutions are properly 
placed, pain relief will always be obtained. 
The duration of analgesia is dependent upon 
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several factors. It is known that failures de- 
crease and that the duration of effective re- 
sults increases with the experience of the 
operator. Before neurolytic solutions are in- 
jected at the designated site an accurate diag- 
nosis should be made. This is not always 
simple, since many pathologic conditions pro- 
duce pain in the face. In trigeminal neuralgia 
the mandibular division is most often the 
pathway of pain; then, the maxillary; last, 
the ophthalmic. Nerve block should be per- 
formed for the nerve supply of the painful dis- 
tribution only. When all the divisions are 
involved the gasserian ganglion should be in- 
jected. 

Neuralgia of the greater occipital nerve is 
generally associated with arteriosclerosis. It 
may be explained on that basis by the direct 
pressure from a tortuous hardened vertebral 
artery on the first cervical nerve, or the eti- 
ology may be unknown. The pain is continu- 
ous and of a burning character, localized to 
the distribution of the posterior primary di- 
vision of the second cervical nerve. Relief is 
readily obtained by blocking this nerve as it 
winds around the lateral mass of the second 
cervical vertebra. Procaine anesthesia is of 
short duration, but an oil-anesthetic or an 
alcohol block will be effective for months. 
The pain may return after a time, as it will 
when any peripheral sensory nerve is injected, 
since regeneration is inevitable. 

The superior laryngeal branch of the vagus 
is the sensory nerve supply to the larynx. A 
small amount of analgesic solution properly 
deposited to block this nerve may be used for 
the control of intractable pain from carcinoma 
or tuberculosis of the larnyx. Such a nerve 
block is desirable, for in these conditions, when 
pain is abolished, patients can ingest food and 
this may improve the general condition. In 
those cases where the pain is not localized but 
has spread to the pharynx, fauces, and soft 
palate — structures not supplied by the supe- 
rior laryngeal nerve — the relief obtained may 
often be gratifying. The reported failures with 
the manipulation must be explained by a fail- 
ure to bring the analgesic fluid in intimate con- 
tact with the nerve by placing the needle point 
in the exact plane of tissue in which the nerve 
lies. 

Cervical plexus neuralgia is a clinical entity 
often confused with brachial plexus neuralgia. 
True cervical plexus neuralgia is character- 
ized by superficial pain limited to a capelike 
distribution from the chin-ear line to the an- 
terior thorax as far as the level of the second 
rib, the upper third of the arm, and the back 


to the level of the scapula. The disturbance is 
usually limited to a single segment and is fre- 
quently caused by osteoarthritis. Blocking 
of the segment involved will relieve the pain. 
Alcohol may be used without fear of secondary 
motor paralysis if a single nerve is blocked. 

Brachial plexus neuralgia may result from 
spasm of the scalenus anticus, osteoarthritis 
of the cervical or upper thoracic vertebra, and 
many other conditions. These conditions 
must be carefully differentiated if nerve block 
is to be successful. If individual nerve seg- 
ments are involved and the pain can be local- 
ized, procaine-alcohol nerve block may be 
used. It is strongly advised that alcohol in- 
jections be limi ted to a single nerve at any one 
time to avoid serious disturbance with motor 
function. Muscle groups have several seg- 
mental nerve supplies and, if motor disturb- 
ance results from anesthetic section of one 
segment, it wall not be complete. Subsequent 
injections may be limited then to preserve 
motor function. 

Shoulder pain is common. The so-called 
rheumatic conditions, such as periarthritis or 
the more common subdeltoid bursitis, account 
for the majority of diagnoses. In the latter 
condition particularly, pain relief may often 
be obtained by blocking the suprascapular 
nerve at the lesser scapular notch with pro- 
caine or oil-procaine solutions . 1 The sensory 
components of this nerve form a vital pathway 
for pain fibers from the scapulohumeral and 
acromioclavicular joints and periarterial struc- 
tures about the shoulder joint. Since the ar- 
ticular and periarticular branches leave the 
nerve in the infraspinatus and supraspinatus 
fossae it is not possible to interrupt them by 
brachial plexus block. The block is more use- 
ful in acute than in chronic conditions. 

Paravertebral Nerve Blocks 
Thoracic paravertebral nerve blocking, seg- 
mental and sympathetic, has numerous specific 
indications. The segmental nerves are blocked 
for intercostal neuralgia with good results. 
The pain associated with fracture of the ribs 
may be relieved by similar injections which 
include the nerve supply to the fractured 
bones . 2 This procedure is recommended as 
prophylaxis against respiratory complications 
as well as for pain relief. After analgesia is 
established, the patient will cooperate in 
clearing the secretions from the lower part of 
his respiratory tract by coughing and, thereby, 
minimize the incidence of atelectasis and sub- 
sequent pneumonia. The paravertebral ap- 
proach is superior and more easily aceom- 
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plished than attempts to interrupt each inter- 
costal nerve. 

Paravertebral nerve block has been used to 
alleviate pain associated with herpes zoster, 
but the results are not gratifying since the 
pathology is proximal to the site of injection 
and, therefore, the pathway is not inter- 
rupted. However, patients whose pain is 
initiated or exaggerated by skin stimulation 
will be greatly relieved, and these should have 
routinely an attempt to secure relief with 
procaine. If relief of pain is complete, then 
alcohol may be injected. 

Another frequent use for thoracic paraver- 
tebral nerve block is for the control of pain 
following operations in the upper part of the 
abdomen or on the thorax. Such nerve blocks 
have a definite field of usefulness in surgical 
anesthesia and, when employed for this pur- 
pose, may be performed to include the con- 
trol of postoperative pain. 

Blocking the thoracic sympathetic ganglia 
has wide application in the therapy of pain. 
Interruption of sympathetic pathways at the 
stellate ganglion is used for the cure of hyper- 
hidrosis of the upper extremity. The block is 
also indicated in conjunction with thoracic 
sympathetic blocks for the relief of causalgia, 
sympatheticalgia of the face, and similar pain- 
ful conditions in which the autonomic nervous 
system may be involved. The posterior ap- 
proach, contacting the body, then neck, of the 
first rib, has greatly minimized technical com- 
plications with stellate ganglion block and 
simplified the procedure. 

The relief of pain arising from the various 
forms of cardio-aortic disease by alcohol in- 
jection of the upper thoracic sympathetic 
ganglia is established by the large number of 
successful cases reported. White has stated 
recently that experimental and clinical evi- 
dence point definitely to the superiority of 
alcohol injection over cervical sympathec- 
tomy, since the latter procedures fail to inter- 
rupt the direct thoracic cardiac nerves . 3 Our 
results with nerve block substantiate his 
opinion. It is generally conceded that alcohol 
Injections should not be the early or exclusive 
treatment for cardiac pain. It should be ap- 
plied only when medical treatment has failed 
to bring adequate relief of pain. The age of 
the patient, his physical condition, or the 
severity or type of his heart disease is of little 
consideration in selecting patients for thera- 
peutic nerve block. Severe angina and the 
failure of other nonsurgical treatments indi- 
cate alcohol injection. Individual preference, 
determined by experience, governs the extent 


of the block, but all agree that the four upper 
ganglia should be included. The practice of 
completing the injections of different ganglia 
at intervals of twenty-four hours has been 
utilized here with success. The treatment 
should always be directed toward the side with 
severest pain, and bilateral injections should 
never be attempted without an interval of a 
week or more. If, following a successful block, 
attacks of paroxysmal pain recur, the block 
may be repeated. One such case here is that 
of an aged woman who has been injected on 
three occasions at almost exactly six-month 
intervals. The last two treatments were at 
her own request and gave complete satisfac- 
tion. Two other patients had the block per- 
formed as an emergency measure to relieve 
agonizing pain that had been continuous for 
seventy-two and sixty hours, respectively, 
without effective relief from what was consid- 
ered dangerous amounts of morphine. 

Excruciating pain may result from an an- 
eurysm of the arch or descending aorta when 
the structures in the thorax are compressed 
or the bones eroded. Paravertebral injections 
of procaine followed by alcohol offer means 
for controlling or alleviating this distressing 
pain in a majority of patients. It is to be pre- 
ferred to surgical intervention, since the large 
majority are poor surgical risks. It is advised 
that the ganglia corresponding to the area of 
segmental skin hyperesthesia, as well as the 
upper thoracic, be injected. The extent of 
each block will need to be determined by the 
condition of the patient and the effects from 
the preliminary procaine injections. 

Paravertebral lumbar nerve block has wide 
application in the therapy of pain. Interrup- 
tion of lumbar sympathetic pathways are 
indicated for painful conditions in the lower 
extremities which are similar to those already 
enumerated for the thoracic sympathetics. 
Of particular -interest is the recently intro- 
duced use of lumbar sympathetic ganglia in- 
jections for the relief of pain accompanying 
phlebitis of the lower extremities. This ma- 
nipulation has been uniformly successful not 
only in relieving pain but in arresting the 
whole process and bringing about a return to 
normal. It is the rule following such a nerve 
block to have immediate pain relief and a 
rapid decrease in the swelling and tempera- 
ture. If procaine is used alone, the block wall 
have to be repeated one or more times. The 
use of alcohol more frequently gives a satis- 
factory therapeutic result after a single injec- 
tion. The application of lumbar sympathetic 
block has regularly been followed by such ef- 
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fective relief of phlebitis that its definite indi- 
cation whenever the condition develops can- 
not be overemphasized. The early acute cases 
invariably respond well, and for those of longer 
duration substantial benefit or complete relief 
is the rule. 

Lumbar and sacral segmental nerves may 
be judiciously blocked for many painful con- 
ditions. Meralgia paraesthetica, caused by a 
disturbance of the external cutaneous nerve 
of the thigh, may be relieved by injecting the 
second and third lumbar nerves. Neurodoci- 
tis involving individual lumbar nerve seg- 
ments may be completely relieved by blocking 
the intervertebral segment close to the exit of 
the nerve at the intervertebral foramen. 

“Sciatica” has been attacked by various 
nerve-blocking procedures, and satisfactory 
results have been reported following many of 
the methods employed. The nerve involve- 
ment established by accurate diagnosis may 
be improved, and frequently entirely relieved, 
by accurately placed analgesic solutions. 
From the experience here, the method of 
choice is a combination procaine injection into 
the body of the piriformis muscle and a para- 
vertebral injection of procaine or an oil-anes- 
thetic solution. Alcohol is not advised. It is 
usually necessary to repeat the nerve block 
to secure adequate relief. The piriformis is 
injected since it has a close relationship to 
the sciatic nerve, and there is the strong possi- 
bility that spasm of this muscle frequently 
prolongs the symptom complex. 

Coccygodynia, often idiopathic in origin, 
has its pathways through the posterior pri- 
mary divisions of the third, fourth, and fifth 
sacral nerves. These nerves unite to form the 
coccygeal nerve, which may be injected to 
relieve pain. This injection is also of some 
value in the treatment of pruritis ani. 

Nerve Blocks for Carcinoma Pain 

A large group of patients who may be fre- 
quently benefited by regional analgesia is 
that with inoperable carcinoma. These in- 
dividuals rarely escape severe pain during 
therapy or the progression of the disease. The 
pain is most difficult to localize and to treat 
with nerve blocking. It is of utmost impor- 
tance that some type of physiologic nerve sec- 
tion be used, for without recourse to these pro- 
cedures there is often little to be done other 
than to use morphine in progressively increas- 
ing and ineffectual doses. If the painful area 
and its ra mifi cations are carefully determined, 
the nerve supply may often be interrupted by 


procaine and alcohol injections. Lesions about 
the face and neck that do not involve the 
deeper structures are often associated with the 
cervical or the trigeminal nerves and are avail- 
able for blocking. Thoracic involvement is 
frequently relieved by paravertebral injec- 
tions. Malignancies of the abdominal and 
pelvic viscera offer the greatest difficulties, 
since the pain pathways are not easily defined 
and are regularly extensive. No more can be 
advised than that the anesthetist study every 
case carefully from the standpoint of the posi- 
tion of the lesion and the cutaneous sensory 
nerve involvement in an attempt to select the 
site of injection applicable. The peripheral 
nerves involved may often be paralyzed, with 
gratifying pain relief, and epidural injections 
are frequently useful. It is surely true that 
regional nerve block should be used for these 
patients prior to the more drastic intrathecal 
alcohol or the more serious chordotomy. 


A problem of magnitude in the practice of 
every physician is the control of pain. Many 
patients whose primary or sole reason for seek- 
ing medical aid is the relief of pain go without 
benefit from medical therapy. Not a few have 
added to their disorder — addiction to mor- 
phine or other drugs. Therapeutic adjust- 
ments by physical and surgical means have 
many failures and, not infrequently, the latter 
may result in added disability or may seri- 
ously endanger life. Regional anesthesia has 
a place in the therapy of pain. It is no pan- 
acea and is not a method of wide application. 
It has, however, given gratifying results in 
certain clinics where it has been carefully 
evaluated and applied for a number of patients 
who had experienced unsatisfactory results 
from other methods of pain relief. It has the 
advantage of relative safety and noninter- 
ference with other forms of treatment and is 
not often followed by serious complications 
when properly executed. The practice has 
not been accorded the consideration it merits 
or the careful study it deserves. 

A number of painful afflictions that may be 
attacked by nerve blocking in conjunction 
with other therapy or before more radical 
therapy is attempted have been enumerated 
and briefly discussed. In our experience the 
percentage of patients enjoying partial or 
complete pain relief from such afflictions is 
sufficiently high to merit the recommendation 
that such therapeutic nerve blocks be con- 
tinued. 
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Discussion 

Dr. Paul W. Searles, Buffalo, New York — 
The method of abolishing pain by nerve block 
logically falls in the anesthetist's field. From 
my experience the internist and surgeon are glad 
to turn over these patients to a man who makes 
it his specialty to know where and how to render 
a nerve anesthetic. I know that abolishing pain 
in those patients who have usually run the 
gauntlet of treatment before nerve block is re- 
sorted to are extremely grateful for any relief ob- 
tained. 

Several interesting cases have come to my at- 
tention during the past year. I performed a 
lumbar sympathetic block on a boy who had 
developed a painful foot several weeks after sus- 
taining a fractured ankle. He was unable to 
walk on his foot. After the injection he had 
complete relief of pain and was able to walk on 
his foot an hour later. 

In another patient a brachial plexus block 
was performed because of severe pain in the right 
supraclavicular region and shoulder. Pain was 
also present on extreme twisting and bending of 
head to the right, resembling a torticollis. The 
condition had been treated by x-ray, heat, and 
head traction for one month before I saw him. 
On completion of the brachial plexus block, the 
patient was relieved of pain and was able to 
straighten his neck without difficulty. The 
only complication was a pneumothorax on the 
right side. I doubt that this complication was 
due to the needle being inserted in the apex of 
the pleura. An x-ray showed an old inflamma- 
tory process there, and numerous evidences of 
scar tissue that may have been the original cause 


of the pain. Anesthesia may have permitted 
him to break these adhesions and also tear a 
small hole in his pleura. The pneumothorax 
cleared up and patient has had no recurrence. 

I have performed several stellate ganglion 
blocks to determine the feasibility of doing a 
sympathectomy for Raynaud’s disease. One 
interesting finding was that a brachial plexus 
block gave us the same changes in skin tempera- 
tures as was obtained in the stellate ganglion 
block. 

Obstinate cases of pain in the back have been 
a great source of interest to me. I have found 
that these cases usually involve more than one 
nerve and frequently do not clear up on para- 
vertebral injections. Frequently, these pa- 
tients exhibit a faulty posture. Good results are 
obtained by correction of posture. The results 
of these experiments have been gratifying. 

I have done two lumbar sympathetic blocks for 
phlebitis. In both cases the phlebitis cleared up. 
In this, I am not certain that the other forms of 
therapy used were not also factors in the cure of 
the phlebitis. 

Dr. Rovenstine ( Concluding Remarks) — I want 
to thank Dr. Searle for his discussion and the 
recital of some of his personal experiences with 
therapeutic nerve blocking. The mention of 
nerve blocks for diagnosis impels me to say that 
in diagnosis and prognosis nerve blocking has 
attained a degree of precision that commands 
its use in numerous conditions. For example, 
there are the carotid sinus block and the various 
blocks used to differentiate peripheral vascular 
diseases and the anesthetic blocks that are ac- 
complished before operation for hypertension 
are undertaken. Many others could be cited as 
accurate diagnostic and prognostic procedures. 
The ramifications of anesthetic nerve blocking 
have extended to more than surgical anesthesia 
and therapeutic analgesia. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 

The Missis sippi Valley Medical Society offers 
annually a cash prize of 8100, a gold medal, and 
a certificate of award for the best unpublished 
essay on any subject of general medical interest 
(including medical economics) and of practical 
value to the general practitioner of medicine. 
Certificates of merit may also be granted to the 
physicians whose essays are rated second and 
third best. Contestants must be members of 
the American Medical Association who are resi- 
dents of the United States. 

The winner will be invited to present his con- 
tribution before the next annual meeting of the 
Mississippi Valley Medical Society at Quincy, 
Illinois, September 30 and October 1 and 2, 1942, 


1942 ESSAY CONTEST 
the Society reserving the exclusive right to first 
publish the essay in its official publication — the 
Mississippi Valley Medical Journal (incorporat- 
ing the Radiologic Review) . 

All contributions shall not exceed 5,000 words 
be typewritten in English in manuscript form| 
be submitted in five copies, and must be received 
not later than May 1, 1942. The winning essay 
of the 1941 contest appears in the January 
1942, issue of the Mississippi Valley Medical 
Journal (Quincy, Illinois). Further details 
may be secured from Harold Swanberg M D 
secretary, Mississippi Valley Medical Scv- 
ciety, 209—224 W.C.U. Building, Quincy, Illi- 
nois. 



OPHTHALMOSCOPIC FINDINGS VERSUS SINUSITIS 

Arthur J. Bedell, M.D., D.Sc., LL.D., Albany, New York 


T HE object of this paper is to stimulate 
interest in a large group of patients who 
are either told, or believe, they have “sinus” 
when in reality they are suffering from some- 
thing entirely different. 

“Sinus” has become a household word. 
Any pain or discomfort referable to the head 
is called “sinus” by many laymen and physi- 
cians. The dangers inherent in such a lack of 
discrimination should be apparent to everyone. 

That the sinuses may be infected is ad- 
mitted, that eye diseases such as optic neuritis 
may result from sinusitis is conceded, and that 
the anatomic relationships of optic nerves and 
sinuses are intimate is well recognized. In 
1911 Onodi demonstrated his marvelous collec- 
tion of sinus dissections and showed me the 
various associations of optic nerves, ethmoids, 
and sphenoids. 

It must be understood that a complete eye 
examination includes a careful ophthalmo- 
scopic investigation, visual field tests, the de- 
termination of ocular tension, and central 
visual acuity. 

The general practitioner should use the 
ophthalmoscope as part of his routine physical 
inspection. If any fundus abnormality is 
discovered then the patient can be referred to 
a competent ophthalmologist. 

In the presentation of a few examples where 
the ophthalmoscopic findings enabled the 
physician to make the diagnosis, the reader is 
reminded that this is a clinical argument for a 
comprehensive study of the fundus pathology 
and must not be considered as an objection to 
needed sinus surgery. 

Glaucoma 

All physicians have been taught that in- 
creased ocular tension is glaucoma. They 
have been told also that the combination of 
severe pain about the eyes or head accom- 
panied by a congested eyeball, a steamy 
cornea, a dilated pupil, and dimness of 
vision is pathognomonic of glaucoma, and 
yet time and time again I have seen typical 
glaucoma mistakenly treated for sinus or in- 
fluenza simply because eye signs were not 
recognized in a patient with frontal pain, 
watery nose, fever, and gastrointestinal upset. 


Read at tiie Annual Meeting of the Medical Society of 
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Some time ago a man was examined who 
gave a history of recurring nasal infections 
and repeated antrum, sphenoid, and ethmoid 
operations. He stated that liis vision had been 
uncertain and steadily failing for several 
months, and yet at no time had his ocular ten- 
sion been taken. He had vision of 20/30 in 
his right eye with a central scotoma. The 
vision in his left eye was 20/100 with a large, 
marked sector field defect. Each fundus 
showed a typical glaucomatous excavation of 
the optic nerve. The Schiotz tension in the 
right eye was 30.5; in the left eye, 49. 

This case is presented because there are a 
few who believe that sinus infection is the 
cause of glaucoma and also to show spe- 
cifically how an advanced glaucoma may 
escape detection when attention is focused 
exclusively on the sinus infections. 

A 63-year-old woman had severe head pain 
and nausea. The vision of the right eye was 
12/200; the Schiotz tension was 25.5. There 
was a large glaucomatous cup. The vision 
of the left eye was 2/200. The pupil was 6 
mm. stationary. The cornea was steamy; 
the Schiotz tension was 90. Her field of vi- 
sion was greatlycontracted. Therewasmarked 
iris atrophy in each eye. Fortunately, the 
condition was promptly diagnosed by her 
physician as glaucoma. 

Another case of glaucoma was that of a 
46-year-old woman. Her corrected vision was 
20/40 in each eye. The Schiotz tension in the 
right -was 22; in the left, 95. The glaucoma- 
tous excavation was absent in the right eye 
and only moderately developed in the left. 
The field of vision was slightly contracted 
in the right eye, and in the left it was reduced 
to less than 10 degrees in its greatest diame- 
ter. 

Following a combined trephine operation, 
the tension was stabilized and her central 
visual acuity was maintained at 20/40. 

Hundreds of cases of glaucoma could be 
cited, but these are enough to focus attention 
on the imperative need of early diagnosis. 

Papilledema (Brain Tumor) 

The loss of vision is tragic but is not com- 
parable to the loss of life which results when 
an expanding brain lesion with the intra- 
.ocular manifestation of increased intracranial 
pressure is not recognized and the patient is 
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compelled to endure prolonged medication, 
sinus operations, and other nonproductive 
treatments because the eyes were not ex- 
amined and the signs of danger not appre- 
ciated. 

A 46-year-old woman gave a long history 
of invalidism that started with lacrimation, 
influenza, and sinus infection. Since child- 
hood she had had fainting spells, in 1932 she 
had difficulty in swallowing, and in 1935 she 
was on a liquid diet for a long time. The di- 
agnosis was a neurosis. Four years before she 
had had a hysterectomy for a tumor that was 
reported nonmalignant. Subsequently, the 
diagnosis of an endocrine dyscrasia was made. 
Two years later she complained of some ocular 
discomfort, increasing vertigo, dizziness, faint- 
ing spells, and deep sinus pain. 

A year ago she had a recurrence of the nasal 
disturbance with more severe headache. At 
that time her physician found that her Was- 
sermann was negative. She had some dif- 
ficulty in walking, which was ascribed to her 
neurosis. Her fainting spells increased in 
severity and frequency, and she was brought 
to me for examination. 

The vision in her right eye was 20/40. 
The pupil was 3 mm. regular and active. The 
media were clear. There was complete ob- 
scuration of all disk detail, with an immense 
choked Hist- and a thick, heavy crown of blood 
surrounding it. There were many retinal 
hemorrhages. The vision in the left eye was 
20/200. The pupil was 3 mm. regular and 
active. The media were clear. The papil- 
ledema was extreme. There was bilateral, 
horizontal nystagmus. 

It was impossible to chart her fields for she 
was extremely ill and fainted even when the 
fundus photographs were taken. A diagnosis 
of brain tumor was made immediately. 

An enormous, solid astrocytoma of the 
fourth ventricle, which extended to the aque- 
duct of Sylvius anteriorly and downward into 
the medulla, was removed. Unfortunately, 
she did not stand the shock and expired. The 
postmortem examination proved that the 
tumor had been completely removed. 

A 25-year-old man said that he was being 
treated for a headache that his doctor ascribed 
to sinus and influenza. When I first saw him 
he had an immense papilledema in each eye 
with exudate and several disk and retinal 
hemorrhages. He was told that he had a 
brain tumor, although he had no ataxia, no 
Romberg and no adiadokocinesis. At opera- 
tion, a hemangioblastoma that involved one- 
half of the left hemisphere of the cerebellum 


and the anterior half of the vermis was re- 
moved. 

The right disk then became flat with a faint 
overlying veil. The retinal vessels were of 
normal size and distribution and the vision 
was 20/20. 

The vision of the left eye was 20/70. The 
disk was pale but clearly outlined. The reti- 
nal arteries were small, and the veins were re- 
duced in caliber. In the macular region there 
was a definite, circular loss of the superficial 
layers of the retina with a dark pigmented 
outer ring; a secondary optic atrophy with 
macular degeneration. 

The first case illustrates the necessity for a 
careful eye examination in all chronic cases, 
even when the eyes seem uninvolved. The 
second emphasizes the importance of an oph- 
thalmoscopic study in every patient with a 
headache. 

Optic Neuritis 

Optic neuritis is always associated with a 
decrease in visual acuity and a demonstrable 
fundus change. Some patients have been 
treated for sinus when syphilis was the cause, 
as in the following case. 

Several years after primary infection, a 
42-year-old man complained of poor vision in 
the right eye, which on examination was found 
to be 20/70, Jaeger 16. The pupil was 3 mm. 
regular and active. The media were clear. 
There was marked swelling of the disk with 
loss of outline and several concentric folds in 
the contiguous retina. The left eye was nega- 
tive. Investigation proved that he had a 
4 plus Wassermann reaction. Under appro- 
priate treatment the disk swelling promptly 
disappeared and the vision was restored to 
20 / 20 . 

Hereditary Optic Atrophy (Leber’s 
Disease) 

Whenever a patient with a chronic disease 
comes under the case of some general physi- 
cians, and even some nose specialists, sinus is 
the wishful thinking field for ploughing and 
harrowing in the hope that something will 
eventuate and the sufferer improve. This is 
well illustrated by a group of curious cases 
collected under the heading of ^hereditary op- 
tic atrophy,” where the sudden, alarming loss 
of vision is an emergency that must be met in 
a calm manner not in a stampede-like state 
of mental confusion. 

. A 20-year-old boy who had seen many phy- 
sicians in the larger communities in the East; 
who had been in several hospitals; and who had 
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had many lumbar punctures, several x-rays 
of his head, numerous metabolism tests, sinus 
explorations, and thyroid administrations 
finally came to me for an opinion. He had 
vision in the right eye of 1/200, a large central 
scotoma, and a contracted peripheral visual 
field. The pupil was 4 mm. regular and ac- 
tive, the media were clear, and the disk was 
pale but distinctly outlined. The retinal ar- 
teries and veins were of normal size and dis- 
tribution. The macula was clear. The left 
eye was the same in detail. A careful analysis 
of the fundus appearance and the clinical find- 
ings was enough to establish this as an ex- 
ample of hereditary optic atrophy. 

Some authors state that in Leber’s disease 
they have found changes in the sellar region 
and sphenoid. This has not been confirmed 
in the cases I have studied. 

Retrobulbar Neuritis 

Sinusitis and serious eye disease come close 
together in retrobulbar neuritis with its early 
loss of vision, little change in the fundus, a 
scotoma, indefinite fleeting headache, and 
pain in the eyes when touched or moved. 
The difficulties of determining the etiology 
are always great and in many atypical cases 
almost overwhelming. Too often, retrobulbar 
neuritis is ascribed to the nasal sinuses be- 
cause epinephrine applied to the nasal mucous 
membrane gives immediate relief with restora- 
tion of vision, but this is only ephemeral and 
the symptoms recur with greater severity 
until, finally, the diagnosis of multiple scler- 
osis is established. 

A 25-year-old woman complained of a sud- 
den blur in her right eye. At the time of ex- 
amination the central visual acuity was 
20/200. The pupil was 4 mm. regular and 
active. The media were clear and the disk was 
distinct but faintly congested. She had a 
small central scotoma. In a few months the 
vision was restored to 20/20. At that time the 
left eye was unaffected. 

Six years later she was seen again. In the 
interim she had had repeated nose treatments. 
The vision of the right eye was 20/40 with 
combined hyperopic astigmatism correction 
20/20. The temporal side of the disk was 
distinctly pale. She had a rotatory nystag- 
mus and neurologic symptoms, which sup- 
ported the diagnosis of multiple sclerosis. 
When last examined, 17 years after the onset, 
the vision of the right eye was, with correc- 
tion, 20/30 and Jaeger 6. The nystagmus was 
unchanged, the disk pallor was not altered, 
and she had the same small central scotoma. 


The left eye, which before that time had 
been clear, showed a slight pallor of the disk, 
and the vision was reduced to 20/40. It was 
practically impossible for her to walk, and the 
signs of multiple sclerosis were more pro- 
nounced. 

The literature is replete with histories of 
this kind — where the patient has been “cured” 
by the treatment of a coincident nasal condi- 
tion. A prolonged period of observation is 
often necessary to determine the permanency 
of the "cure.” 

Amblyopia 

The amblyopias caused by the toxins of 
alcohol, tobacco, lead, diabetes, and various 
drugs deserve attention. 

A 59-year-old man complained of difficulty 
in seeing. He had had diabetes for two years. 
The right eye vision was 20/70. The disk 
was clearly and sharply outlined with a per- 
ceptible pallor about the macular area. The 
fundus vessels were of normal size and dis- 
tribution. The vision of the left eye was 
20/200. Otherwise, it was the same as the 
right. He had a bilateral central scotoma. 

After three months of restricted diet and 
insulin the central scotomas disappeared and 
his vision was restored to normal. It was a 
case of diabetic retrobulbar neuritis which 
might have been incorrectly diagnosed if a 
complete eye examination had not been made. 

A 65-year-old man complained of poor sight. 
The vision of his right eye was 20/200. The 
pupil was 3 min -; the disk was normal. The 
retinal vessels were negative and the macula 
clear. The left eye was the same as the right. 

He used tobacco excessively. For some un- 
known reason he was on a diet from which 
butter and milk had been excluded. He had a 
marked deviation of the septum and, by trans- 
illumination, a cloudy frontal sinus. His nose 
was not treated. The use of tobacco was 
interdicted, his diet was regulated, and his 
recovery was prompt. 

Arterios clerosis 

Arteriosclerotic changes of the cerebral 
vessels may inaugurate symptoms common to 
a variety of lesions. Sometimes they exactly 
simulate sinusitis of the vacuum type, and 
operations are performed before making the 
extensive investigations necessary to disclose 
the true nature of the cause. 

A 64-year-old woman said she had been 
treated for a sinusitis because of a progressive 
loss of vision in her right eye. When I first 
saw her, the right eye vision wap 9r V'- \ cor- 
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rected to 20/20. The pupil was 3 mm. regular 
and active. There were a few isolated opaci- 
ties in the lens cortex. The disk was of normal 
color, clearly and sharply outlined. The ret- 
inal vessels showed no remarkable alterations, 
but there were a great many small yellowish 
white exudate dots, especially in the lower 
temporal quadrant below the macula. 

The left eye vision was 20/40, corrected to 
20/20. The pupil was 3 mm. regular and ac- 
tive. There were a few isolated lens opacities. 
The disk was clearly outlined with a plaque 
of pigment on its inferior border; the retinal 
vessels were of normal size and distribution. 
There were two small areas of retinal exudate, 
one along the superior temporal artery and 
the other near the inferior temporal branch. 
Her blood pressure was 120/80. There were 
no physical signs of sinus involvement. 

Three months later the fundus of the right 
eye was greatly altered. The macular region 
was surrounded by broad, dark red hemor- 
rhages in the external layers of the retina. 
There were innumerable, fine yellow dots of 
exudate, similar to those seen on the previous 
visit. Those in the lower portion were thicker. 
The macula was pink, and from the side to- 
ward the disk there were several radiating 
linear yellow exudates, a partial macular star. 
In the left eye there had been no change since 
the first examination. 

Drug Poisoning 

Some of you may remember that a few years 
ago a depilatory containing thallium made 
many people blind. Although the drug has 
been officially taken off the market, it is still 
a potential source of retrobulbar neuritis. 

A young lady came in complaining of poor 
vision that had gradually failed until it was 
1/200 in the right eye and 2/200 in the left. 
She had large central scotomas. Each fundus 
showed a definite swelling of the nasal half of 
the disk with full retinal veins. 

The complete physical examination failed 
to disclose the cause of her trouble, and only 
after long questioning by her family physician 
did she admit that she had been using a thal- 
lium depilatory. 

The reason this case is of interest is because 
the otolaryngologist reported: 

“The mucous membrane of the left antrum 
was injected, and some mucopurulent dis- 
charge was coming from the region of the 
ethmoids on this side. If the patient did not 
have any eye trouble, I would not advise any 
operation, but in view of the impairment of 
vision I feel that it would be wise to open the 


ethmoids, particularly on the left side, and 
that a radical antrum operation on that side 
should also be done.” 

His report was rendered after an excellent 
roentgenologic examination demonstrated that 
the nasal accessory sinuses were clear and that 
there was no evidence of sclerosis of the bony 
walls of the sinuses or thickening of the mu- 
cosa. It is difficult to decide definitely the 
etiologic factor in many cases of retrobulbar 
neuritis. 

If this citation seems too harsh to the 
trained otolaryngologist, let him take comfort 
in the knowledge that he is not guilty. If 
to some, usually the ones who need instruc- 
tions most and who neither attend medical 
meetings nor read recognized medical jour- 
nals, the criticism is too pointed, they are 
asked to review their cases, check over the 
final diagnoses, and resolve that in the future 
some unfortunates may be helped earlier and 
more effectively with less operative damage 
and lowered mortality, for sinus surgery is not 
without its tragic fatalities. 

Optic Neuritis (Sinus) 

The last case is that of a young man who 
was seen because the vision was reduced to 
4/200 in the right eye and 1/200 in the left. 
There was definite swelling and engorgement 
of the disks, an elevation of about ID, and 
marked field defects. 

His sphenoid sinuses were opened, his vi- 
sion was restored, and the disks became flat. 
When he was last seen his vision was normal 
and the fields of vision showed no defects. 
Each disk was clear, although the temporal 
half was pale. This seems to be a case where 
recovery was complete and has remained so 
for several years. But even yet we cannot be 
certain that multiple sclerosis will not de- 
velop eventually. 

Summary 

Some of the more common ophthalmoscopic 
changes have been presented in the hope that 
from the free and frank discussion by the 
proponents of early sinus operation the value 
of the procedures here advised may become 
more universally adopted. 

Glaucoma must be excluded before any nose 
operation is undertaken. 

Papilledema, choked disk, is comparatively 
rare in sinus infections, so that the more com- 
mon causes, including brain tumor, must be 
excluded before a hypothetic sinusitis is 
treated. 

Optic neuritis or retrobulbar neuritis may 
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come from sinus infection, but they are more 
often the result of a constitutional disease 
that must be eliminated before nose treatment 
is started. 

Hereditary optic atrophy, an abiotrophy, 
is not influenced by nose or sinus surgery. 

The symptoms of multiple sclerosis and 
toxic amblyopia must be understood by the 
diagnostician and due value placed upon them 
before the sinuses are operated upon. 

Arteriosclerosis may simulate sinusitis. 

Optic neuritis can be cured by sinus surgery 
only when the sinuses are infected and are 
the activating cause of the eye disease. 

Conclusion 

Four groups are concerned with the sinus 
problem: first, the laymen, who should be 
told they are incompetent to make a diagnosis 
of sinus infection; second, the specialists who 
treat eye, ear, nose, or throat must refuse to 
become narrow in their outlook; third, alert 
family physicians who should welcome and ap- 
preciate instruction along the lines here re- 
corded; and, finally, unscrupulous drug ad- 
vertisers who should not be permitted to prey 
upon the unsuspecting public, for the use of 
nostrums is often responsible for serious 
delay in the institution of appropriate treat- 
ment. 

Discussion 

Dr. David F. Gillette, Syracuse, New York — 
Dr. Bedell's paper, unfortunately, will not reach 
the needy. They either will not or cannot make 
use of the opportunities these discussions offer. 

This apathy should be met in a two-way edu- 
cational program: (1) the awakening of these 
practitioners to their responsibilities to their 
public, and (2) the enlightenment of the layman 
in his essential medical matters. The success 
of the latter will force the former. 

The former should start with the medical stu- 
dent and continue to the practitioner through 
the state and local medical societies and review 
courses offered by many medical schools. The 
latter should be conducted by the profession, 
beginning at the consultation and continuing 
through programs endorsed by our medical 
societies. 

There are many personally important medical 
problems that the layman should know, concern- 
ing which he is now ignorant and confused. For 
example, we know that the terms "ophthalmolo- 
gist,” "oculist,” “optician,” and “optometrist” 
are confusing to him, for he knows each as 


“doctor.” The term “eye physician” substi- 
tuted for “eye specialist” in the literature of the 
State Commission for the Blind is self-explana- 
tory and sufficient. 

In this day of ether waves we must also become 
air-minded, for the atmosphere is crowded with 
"medical shows" deluxe, offering lucrative prizes 
along with alluring pleas to use "medically en- 
dorsed” cigarettes for irritated throats, as well as 
drops, pills, powders, vapors, and salves for the 
quick relief of headache, head cold, sore, tired 
eyes, and sinus disease. 

A way to help combat this and gain the public 
confidence is for the physician to make a correct 
diagnosis as early as is possible and then pre- 
scribe. It is not a sign of ignorance nor is it a 
sin to use the necessary aids to this end. 

Those chiefly concerned with an early correct 
diagnosis are the patient, his physician and, in 
this case, his eye specialist, who should be a 
competent eye physician rather than a refrac- 
tionist. 

There are those who will continue repeatedly 
to sell glasses to a patient so long as he can see 
to pay and, occasionally, when he can do only the 
latter. These men are the greatest offenders, 
for many cases of chronic, simple, even absolute 
glaucoma and other grave ocular diseases are 
carried along until the second eye is hopelessly 
involved. 

The two-way educational program should 
help to remedy and, in the future, prevent these 
faults. 

Dr. Bedell’s cases of glaucoma are uncommon 
only in their mistaken early diagnosis. We, too 
frequently, see them diagnosed not as “sinus’ 
but as “cataracts” or “keratitis.” Unfortu- 
nately, many of these are seen too late to con- 
serve vision. 

His cases of multiple sclerosis should put us 
on guard, for the early case is most difficult and, 
at times, seemingly impossible to diagnose. 
However, a careful history will sometimes help, 
for nearly every case has had an early diplopia 
or increasing phoria. It is possible that the oc- 
clusion test would show early marked imbalance 
in these latter cases. 

Such a history and findings in the presence of 
reduced vision should be sufficient to put the 
consultant on the alert for a scotoma. We should 
use the perimeter and scotometer more often. 

Dr. Bedell presented cases of drug reaction but 
did not mention allergy. There are cases of 
sinusitis, headache, and retrobulbar neuritis 
caused by this little understood phenomenon. 
Drugs, foods, and other proteins may produce 
these tissue reactions. 

We should all be grateful to Dr. Bedell for his 
presentation of this stimulating review. 



THE DISSEMINATION OF TUBERCLE BACILLI 
FROM FRESH AUTOPSY MATERIAL 

Ruell A. Sloan, M.D., Buffalo, New York* 


T HIS presentation is a preliminary report 
upon a subject that is important from a 
public health standpoint, especially to medi- 
cal school and hospital personnel throughout 
the country. 

During a discussion of the various methods 
of dissemination of the tubercle bacillus, past 
rumors were unearthed which led members of 
our department to wonder whether fresh 
autopsy material was not a potent source of 
atmospheric contamination. Mention was 
made of the isolation of acid-fast organisms 
from the surface of eyeglasses worn during an 
autopsy on an active case of tuberculosis. It 
had also been noted that the incidence of 
tuberculosis among medical students appeared 
to be proportional to their contact with au- 
topsy material during the second year in 
medical school. Correlation of these rumors 
with the physical characteristics of the aer- 
ated lung led us to believe that the method of 
examination, coupled with the presence of air 
in the lung, might possibly be responsible for 
the dissemination of bacteria from fresh tuber- 
culous material. Compression of the crepi- 
tant lung, causing expulsion of minute 
amounts of bacteria-laden air, might simulate 
a human cough in the manner of bacteria dis- 
semination. 

Another purpose of this study was to test 
the validity of the frequently repeated state- 
ment that fresh autopsy material, due to the 
adhesive properties of the surface moisture, is 
relatively innocuous as an air contaminant. 

With these ideas in mind, equipment was 
designed to make possible a study of the prob- 
lem. A glass-enclosed elevating shield, 22 
by 26 by 13 inches, was constructed. This 
shield was equipped with a centrally placed 
glass plate, 20 by 14 inches, situated 8 inches 
directly above the specimen. 

Procedure of Examination 
Before and during the examination period, 
necessary precautions were taken so that all 
drafts from fans, open windows, and the like 

Read at the Annual Meeting of the Medical Society of 
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were prevented. During examination the 
lungs were partially cut into two or three 
longitudinal sections, and each section was 
tested for crepitation. The trachea was 
opened, regional lymph nodes were examined, 
and all cavities were opened with scissors. 
Special mention is made of the compression 
of all cut surfaces and the use of scissors, be- 
cause these two means of examination are too 
frequently overemphasized by medical stu- 
dents and junior pathology interns. No un- 
due sudden movements that would predispose 
to splashing were allowed. 

For the sake of uniformity, only the lungs 
from patients dying of pulmonary tuberculosis 
were used. After a fifteen-minute examining 
period of multiple section and dissection, the 
glass plate was inverted and washed with 10 
cc. of sterile saline solution and the washings 
were centrifugated. Following centrifuga- 
tion, the sediment was used to make four 
smears. .After routine concentration the re- 
maining fluid was cultured on egg albumin- 
glycerin mediums. Because of Corper’s the- 
ory 1 that it is necessary to have 100,000 tu- 
bercle bacilli per cubic centimeter of sputum 
before they can be recognized with the Ziehl- 
Neelson staining technic and also because of 
the recently demonstrated superiority of the 
fluorescent method of Richards and Miller 2 
for acid-fast organisms, it was decided to use 
the latter method, employing the routine 
Ziehl-Neelson technic for comparison. 

In Table 1, 8 of the 10 cases tested showed 
a growth of tubercle bacilli in periods varying 
from twelve to fifty-one days. Gross ex- 
amination of the glass plate showed it to ap- 
pear similar to the predissection period. In 
only a few instances was there a sufficient 
number of minute, dried droplets to make the 
glass appear spotted. 

A finding, incidental to the present study, 
is the marked discrepancy between the Ziehl- 
Neelson and fluorescent methods of staining. 
In the former, only 3 of the 8 cases were posi- 
tive, in contrast to 100 per cent detection by 
the fluorescent method, on the basis of posi- 
tive cultures. 

Case 4 is of interest as shown in Table 2, 
which describes the physical characteristics 
of the lungs examined. 
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Case 


1 

o 

3 

4 

5 

6 
7 
S 
9 

10 


TABLE 1 — Dissemination of Tubercle Bacilli — S-inch Distance 


•Smears- 


Fluorescent 

Positive 

Negative 

Negative 

Positive 

Positive 

Positive 

Positive 

Positive 

Positive 

Positive 


Ziehl-Neelson 

Negative 

Negative 

Negative 

Positive 

Positive 

Positive 

Negative 

Negative 

Negative 

Negative 


Cultures 


Remarks 


16 days 
Negative 
Negative 
12 days 
51 days 
22 days 
20 days 
15 days 

17 days 
17 days 


Spot gross blood 
Glass appeared clean 
Glass appeared clean 
Many dried droplets 
Few dried droplets 
Glass appeared clean 
Few dried droplets 
Glass appeared clean 
Glass appeared clean 
Glass appeared clean 


TABLE 2 — Physical Ch uiacteriqtics of Lungs 


Case Diagnosis 

1 Pulmonary tuberculosis, III 

2 Pulmonary tuberculosis, III 

3 Pulmonary tuberculosis, III 

4 Pulmonary tuberculosis, III 

5 Pulmonary tuberculosis. III 

6 Pulmonary tuberculosis, III 

7 Pulmonary tuberculosis, III 

8 Pulmonary tuberculosis, III 

9 Pulmonary tuberculosis, III 

10 Pulmonary tuberculosis, III 


Fibrosis 

Edema 

Crepitation 

(Obstructive 

emphysema) 

Cultures 

3 plus 

1 plus 

1 plus 

Positive — 16 

3 plus 

1 plus 

Minimal 

Negative 

3 plus 

I plus 

Minimal 

Negative 

Minimal 

2 plus 

3 plus 

Positive — 12 

3 plus 

1 plus 

Minimal 

Positive — 51 

2 plus 

1 plus 

2 plus 

Positive — 22 

2 plus 

1 plus 

2 plus 

Positive — 20 

1 plus 

2 plus 

2 plus 

Positive — 15 

1 plus 

2 plus 

1 plus 

Positive — 17 

1 plus 

2 plus 

2 plus 

Positive — 17 


In Table 2 the comparative amounts of 
edema, fibrosis, and aeration of the lungs are 
tabulated. Case 4, previously referred to, 
shows fibrosis to be minimal, while aeration 
is marked. Compression of this lung pro- 
duced numerous droplets and resulted in a 
glass plate that was definitely spattered. 
Smears and cultures were strongly positive. 
The Ziehl-Neelson smears showed as many as 
5 to 7 organisms per oil-immersion field, com- 
parable to a Gaffky V to VI. Growth on the 
cultures occurred within twelve days, a rela- 
tively short period even when grown from 
positive sputum. In general, the degree of 
dissemination appeared to be inversely pro- 


portional to the amount of fibrosis or directly 
proportional to the amount of enclosed air. 

Conclusions 

First, methods of examination which make 
use of a compression technic contaminate the 
atmosphere in the vicinity of the autopsy. 

Second, within the limitations of this study, 
fresh tuberculous lungs are decidedly danger- 
ous and are a potent source of atmospheric 
contamination against which methods of 
proper protection should be devised. 
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POSTGRADUATE LECTURES 

A course in pediatrics, arranged by Dr. 
Charles Hendee Smith, New York City, for 
the Nassau County Medical Society, is now 
being given in the auditorium of Meadowbrook 
Hospital, Hempstead, on the fourth Monday of 
each month at 4:00 p.m. and is a cooperative 
endeavor between the New York State Depart- 
ment of Health and the Medical Society of the 
State of New York. 

October 27 — Deficiency Diseases, A. A. Weech, 
M.D., College of Physicians and Surgeons, 
Columbia University; November 24— Preven- 
tive Pediatrics and the Periodic Health Ex- 
amination, Gaylord W. Graves, M.D., New 


York University, College of Medicine; December 
22 — Blood Dyscrasias in Infancy and Child- 
hood from the General Practitioner’s Viewpoint, 
Charles L. Wood, M.D., Columbia Univer- 
sity, College of Physicians and Surgeons; 
January 26 — -Rheumatic Fever, Chorea and 
Heart Disease, Katherine Dodge, M.D., New 
York University, College of Medicine; Febru- 
ary 23 — Diarrheal Diseases, Acute and Chronic, 
Harry Bakwin, M.D., New York University, 
College of Medicine; and March 23 — Recent 
Developments in Communicable Diseases, Phillip 
M. Stimson, M.D., Cornell University Medical 
College, New York City. 
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A Constant Lesion Frequently Overlooked in 
Standard Repairs 

Joshua William Davies, A.B., M.D., F.A.C.S., New York City 


T HE passage of a child through the bony 
pelvis incurs a certain amount of anxiety 
for the obstetrician — “Will it pass?” After 
that uncertainty has been relieved, as evi- 
denced by the bulging of the skin and the mus- 
cles of the pelvic outlet, the obstetrician must 
continue to wait for the complete delivery until 
the perineum has retracted over the presenting 
part. The mother at this time occupies his 
first consideration, because a hasty delivery 
may unnecessarily damage and perhaps in- 
capacitate her for life. 

As the head attempts to pass through the 
soft parts they must be enormously distended 
to permit delivery. The pain accompanying 
this process invokes a spasm of the voluntary 
muscles which tends to repress the final stage 
of labor. This spasm, however, is overcome 
by the gradual descent and retraction of the 
presenting part which, after a reasonable time, 
brings about fatigue in the voluntary muscles. 
Once they are fatigued it is merely a short 
while before the fascia surrounding the muscles 
stretches and permits retraction over the pre- 
senting part. 

A reasonable delay at the pelvic outlet is 
desirable, for a precipitous delivery may bring 
about a sudden change in intracranial pressure 
and thereby damage the child or the mother 
may be lacerated abnormally. There is a 
limit, however, on the time that the head 
should be permitted to pound the pelvic 
floor. Experience has shown that both haste 
and delay are productive of lesions that 
weaken the musculo-fascial components of the 
pelvic outlet. 

We are all familiar with the patient whose 
voluntary muscles have been fatigued by the 
constant pounding of the perineum and yet, 
instead of retracting over the head, the entire 
perineum bulges beyond the pubic arch be- 
cause the fibrous tissue deep to the levator 
resists stretching. Suddenly it gives way and 
delivery is rapidly completed. Inspection of 
these cases may fail to reveal a laceration of 

Read at the Annual Meeting of the Medical Society of 
the State of New York. Buffalo, New York, April 29, 
1941. 

From the Department of Anatomy, College of Physi- 
cians and Surgeons, Columbia University, and "Woman’s 
Hospital 


the skin, and the tired ojbstetrician is buoyed 
up because he has no repair to perform. It 
is only after the anxiety of delivering the child 
has passed and the mother returns for an 
evaluation of her physical condition that the 
obstetrician very readily learns that the proc- 
ess of labor in some women is accompanied 
by definite lesions. Such lesions, while slightly 
disfiguring, are not disabling and cause only 
mild inconvenience. With time, and particu- 
larly at the menopause, the slight tear under 
the influence of intra-abdominal pressure may 
deflect the force of extrusion to other struc- 
tures and eventually bring about a general 
relaxation similar to that immediately after 
labor. The patient now notices that she 
tires easily and prefers not to stand for long 
periods of time. Accessory voluntary mus- 
cles, such as the legs, are used to exert pressure 
and afford temporary relief. In almost any 
group of women it is not difficult to find a 
relatively young woman who would otherwise 
be happy and aggressively occupied were she 
not handicapped by a minor lesion that might 
have been prevented. Women having such a 
complaint should be educated to seek relief 
early. The lesion, because of its very nature, 
becomes progressively worse, so that early 
reconstruction will go a long way in our ef- 
fort to sponsor a happy, cooperative home. 

It is my impression that the levator ani 
muscle, particularly the iliac portion, dilates 
the anus by its contraction. The pubo- 
coccygeal portion by its contraction draws the 
various openings of the pelvic outlet toward 
the pubic bone and thereby strengthens an 
area weakened by the perforating ducts. 
During the process of labor as the presenting 
part is forced into the pelvis, it strikes the 
funnel-shaped levator, and through a process 
of direct irritation and definite force the anus 
becomes dilated. The pubococcygeal portion, 
however, by its contraction tends to draw the 
dilated anus anteriorly, so that at times it 
may appear much easier for the head to pass 
through the anus than through the vaginal 
introitus. 

In due time the pubococcygeus muscle be- 
comes fatigued, and with the downward dis- 
placement of the coccyx the anus is drawn 
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Big. 1. The spasm of the pubococcygeal 
muscle, initiated by the descent of the child, 
draws the anus and the coccyx forward. Pres- 
sure against the anterior rectal wall tends to 
stretch it and at the same time the anus may 
be tom from it. At this stage the anal opening 
is more nearly in the axis of the pelvis than is 
the vagina. 4 



Fig. 2. Fatigue of the pubococcygeal muscles 
permits the coccyx to be displaced and draw the 
anus posteriorly. The vagina now is in the 
axis of pelvis and directs the head between the 
two pubococcygeal muscles. The stretching of 
the introitus frequently tears those muscles 
that end or pass through the central tendon of 
the perineum. An extension of the tear may 
involve the thinned-out rectal capsule. 

posteriorly, so that the line of force is now 
more nearly in the axis of the vagina. Not 
only is the posterior vaginal wall utilized in 
directing the head toward the vaginal introi- 
tus but the anterior wall of the rectum is 
likewise utilized. In many cases it is inverted 
into the cavity of the rectum and may be 
stretched considerably. 

Lesions to the levator are almost always 
predestined to be in the same location. This 
predilection is caused by the head passing 
between the two pubococcygeal bundles under 



Fig. 3. The rectum (1) bulges through a 
transverse tear of the rectal capsule (2). The 
rectovaginal mesovagina (5) are seen deep to 
the levator muscle. They connect the rectal 
capsule with the vaginal capsule and contain 
branches of the middle hemorrhoidal vessels 
which run to the posterior vaginal wall. 

the guidance of the vaginal tube. The tear is 
usually in the central tendon of the perineum 
and divides the decussating muscular fibers 
of the levator. At the same time the trans- 
verse perineal and bulbocavernous muscles 
are also divided. 

A casual observer could readily tell which 
woman needed stitches. In many patients a 
simple denudation and several through-and- 
through sutures, if done early, would suffice. 
Dr. Byron Goff 3 has worked out a sensible 
technic for the repair of such cases, but to a 
critic’s eye the vulva may still gape and the 
rectum may bulge, so that the general appear- 
ance is not exactly that of a woman who has 
never had a child. In an attempt to correct 
the bulging rectum, Dr. George Gray Ward 1 
has described an additional lesion in the so- 
called “pillars” of the rectum, winch lie on the 
abdominal surface of the levator and run 
from the rectum to the posterior vaginal wall. 
Dr. Ward utilizes this structure to support 
the anterior rectal wall by transplanting the 
anterior extremity proximal to its normal 
insertion. 

Dr. Benjamin P. Watson 2 likewise utilizes 
this structure in his reconstruction of the pelvic 
outlet and, once he demonstrates it to the 
visiting surgeon, no operation null be complete 
until this firm suturable structure has been 
reconstructed. 




Fig. 4. Traction on the rectal capsule, read- 
ily identified proximal to the crest of the recto- 
cele, covers the defect in the anterior rectal wall. 
It is anchored close to the anus between the 
rectal attachments of the rectovaginal meso- 
vagina. 

For those who may wish a description of 
this flat tough tissue it may be easiest to begin 
higher in the abdomen where the parent layer 
binds the aorta in place. From the aorta 
the parent tissue can be traced to the kidney, 
where it forms the fatty capsule of this 
organ. In the pelvis it forms the capsule 
of the bladder, the vagina, and the rectum. 
Deep to the central tendon of the perineum 
this tissue is somewhat heavier than elsewhere. 
It connects the capsule of the rectum with the 
capsule of the vagina and carries branches of 
the middle hemorrhoidal vessels from the 
anterior surface of the rectum to the posterior 
wall of the vagina. 

I prefer the descriptive term “rectovaginal 
mesovagina” to the indefinite terms “pillars 
of the rectum” or “endopelvic fascia.” The 
rectovaginal mesovagina is of interest to those 
surgeons who find that after excising a segment 
of the posterior vaginal wall and doing a perine- 
orrhaphy the rectum still continues to bulge 
into the lumen of the vagina. 

The entire perineum is forced distal to the 
normal position between the ischial tuber- 
osities at the end of the second stage of labor. 
This means that the rectum must elongate to 
accompany the displaced anus. The child’s 
face, however, by compressing the rectum 
against the sacrum limits the stretching to an 
area immediately proximal to the anus. A 


Fig. o. The rectovaginal mesoyagina (5) 
have been reapproximated with interrupted 
sutures. The levators (6) are located by a 
suture which grasps the tissue lateral to the 
anus. The superficial perineal muscles (7) are 
closed with a continuous suture. 

tear in the rectovaginal mesovagina, which 
accompanies the tear of the central tendon of 
the perineum, may extend posteriorly to the 
stretched rectal capsule. If the capsule is 
involved, the extension is horizontal. It is 
through this transverse slit in the rectal cap- 
sule that the museularis of the rectum bulges 
and becomes adherent to the posterior vaginal 
null. The rectal adhesion interferes with the 
tonicity of the rectum and predisposes to con- 
stipation. 

The reconstruction of a rectocele and a 
laceration of the pelvic floor should be di- 
rected to the following structures: 

1. The scar in the posterior vaginal wall. 

2. The lacerated capsule of the rectum. 

3. Anchoring the apex of the vaginal re- 
construction to the rectal capsule near the 
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Fig. 6. A transverse suture in the posterior 
perineal body 11011 draw the transverse perineal 
muscle (9) into the central tendon, but the re- 
tracted bulbocavernous muscle (8) must be se- 
cured by a suture that passes lateral to the 
vagina in the substance of the labia mmora 
Failure to reattach these muscles causes the 
vulva to gape and removes an accessoiy volun- 
tary urethral sphincter. 

4. Reapproximation of the retracted recto- 
vaginal mesovagina. 

5. Reapproximation of the levators in the 
central perineal body. 

6. Reapproximation of the deep transverse 
perineals, as well as the superficial perineal 
muscles. 

7. Anchoring the retracted ends of the 
bulbocavernous muscles into the posterior 
perineal body. 

Repair 

Of the various methods of approach to the 
damaged structures, I prefer to begin by mak- 
ing a triangular denudation of the skin over 
the central perineal body. The apex is 
directed toward the anus with the base at the 
hymen. Such a denudation removes the ir- 
regular patch of mucous membrane which lines 
the defect and exposes the deeper structures 
in the perineum. The posterior vaginal wall 
is then separated from the dense rectal ad- 
hesion resulting from the laceration of the 
capsule of the rectum and the retraction of the 
rectovaginal mesovagina. Following this 
difficult separation, the proximal area of the 
vagina is readily separated from the rectum. 
A clamp is 'now placed on each rectovaginal 
mesovagina, and traction is made anteriorly 
to expose their origin from the rectum. At 


this point it will be noted that the rectum is 
devoid of a fibrous capsule and that the mus- 
cularis bulges through a transverse laceration 
of its capsule. Small localizing clamps are 
now placed on the edge of the retracted cap- 
sule, and a continuous suture is placed to re- 
attach the retracted edge to the posterior 
extremity of the rectovaginal mesovagina 
This procedure covers the muscularis of the 
rectum with a restraining capsule, offers sup- 
port to the involuntary muscular fibers of the 
rectal wall, and thereby tends to increase the 
tonicity of the ampullar portion. 

The scar of the posterior vaginal wall is 
excised and the defect is closed as far as the 
hymenal tabs with interrupted sutures. It is 
suggested that one of these sutures grasp the 
rectal capsule near the anus. This tends 
to prevent the extrusion of a tab of pos- 
terior vaginal wall which may be interpreted 
as a recurrent rectocele. 

The preceding reconstruction has been di- 
rected to the rectal capsule and to the posterior 
vaginal wall. The repair of the lacerated pel- 
vic floor is directed to the voluntary sphinc- 
ters of the vagina and the layer of preperi- 
toneal tissue, deep to the levator muscles. 

The rectovaginal mesovagina is accu- 
rately closed with three or four interrupted 
sutures. It is this step in the usual perineor- 
rhaphy which is frequently overlooked. The 
general surgeon may obtain an approximate 
apposition of this structure by through-and- 
through sutures, but the gynecologist strives 
to prevent recurrences by being specific in the 
various steps. After the reconstruction of 
the rectovaginal mesovagina, our attention is 
directed to the pubococcygeal portion of the 
levator muscle. These bundles need not be 
exposed by blunt dissection, for the placing 
of a suture lateral to the anus will identify 
the muscle as it courses to its insertion into 
the anus. Subsequent sutures reapproxi- 
mate the pubococcygeal bundles until the 
introitus of the vagina is narrowed to an 
opening that admits two fingers. It is advis- 
able to place all the levator sutures before 
tying them, because the last untied suture 
may be used as a retractor to identify the 
structure about to be reapproximated. In 
order to obliterate the dead space between the 
mesovagina and the levators and restore 
them to their normal anatomic position, sev- 
eral of the levator sutures should catch the 
deeper layer, particularly the suture closest 
to the posterior wall of the vagina. 

The superficial layers of voluntary muscles 
may be drawn together by a continuous suture 
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that begins at the hymenal tab and extends 
anteriorly, lateral to the vagina in the sub- 
stance of the labia minora, to secure the re- 
tracted bulbocavernous muscle. A similar 
movement secures the muscle of the opposite 
®! de ; m '} anchors the posterior extremities of 
the bulbocavernous muscles in the central 
penneal body. The transverse perineal mus- 
cles and Colies’ fascia are reapproximated as 
the suture is continued toward the anus. Re- 
turning, intracutaneously, the suture unites 
the skin. 

Such a technic should restore the contour 
of the anterior rectal wall and reconstruct a 
more normal perineal body. At the comple- 
tion of the operation it is necessary to re- 
tract the labia minora before the hymen can 
be visualized. The latter requirement is 
particularly important in operations for uri- 
nary stress incontinence, for reattachment of 
the retracted bulbocavernous muscles re- 
stores the function of this muscle as an angu- 
lator of the urethra. 5 

580 Park Avenue 
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Discussion 

Dr. Edward P. McDonald, Albany, New York 
After every delivery the pelvic floor shows 
evidence of injury to a greater or lesser degree. 

he end results of these injuries are shrinking 
and atrophy of the pelvic diaphragm, cystocele, 
rectocele, and prolapse of the uterus, all in direct 
proportion to the degree of injury and the struc- 
tures injured. 

To evaluate correctly Dr. Davies’ paper, one 
must look at it from both the obstetric and the 
gynecologic points of view. 

Dr. Davies has correctly pointed out that too 
exjmLsion of the head may cause intracra- 
nial damage. It is equally true that too much 
pressure by the obstetrician to hold back the 
ea in an attempt to “save the perineum” 
may eause similar damage to the infant. 

he time has passed when the well-informed 


obstetrician points with pride to the woman he 
has just delivered “without a teari’-i.e., a visi- 

sen,r e r ‘ often there is a suhmucous 

separation of the muscular fibers of the levator 

and also a tear of the rectovaginal mesovagina 
For this reason, it is my opinion that almost rou- 
tine episiotomy should be performed in primina- 
ras before these damaging lesions have oc- 
curred. If the episiotomy is a mediolateral one 
it will prevent the lesions to the levator, which 
are almost always destined to be in the same loca- 
tion A reasonable familiarity with the anatomy 
of the pelvic floor will enable the obstetrician to 
do a satisfactory repair of the episiotomy wound. 

i he worst type of perineum is the “bulging” 
one mentioned by Dr. Davies. The vulva is 
pushed forward with the advancing head, and it 
is m this type that episiotomy should be done 
early — under local anesthesia. 

Where the obstetric care has not been of the 
best and where the lesions described by Dr 
Davies have occurred, then his technic of repaid 
is probably correct. F 

Curtis says, and rightly so, that restoration 
of the perineum is based upon “first, the opera- 
tion of Emmett, who restored the levator ani 
and fascia by lateral sutures which unite and 
elevate the muscles and fascia; or, secondly, the 
operation of Hegar, who sutured the muscles 
and fascia in the midline.” Most operators to- 
day employ a combination of these two pro- 
cedures. F 

If one reviews the literature on the repair of 
rectocele, he will find a multiplicity of operative 
procedures, most of which are based upon the 
principles mentioned above. Whenever multiple 
procedures are advocated for the cure of anv 
single surgical problem, one of two things usu 
ally exists. Either none of the procedures is 
completely satisfactory or all of the operations 

g^d resuUr at0miC restoration 8 ive reasonably 

In principle, Dr. Davies, too, follows these 
fundamentals. Also, he brings out and stresses 

an important and often overlooked point "the 

reapproximation of the retracted or tom recto- 
vaginal mesovaginas” and in doing so he’ 
probably gives the answer to the too frequent 
failure of permanent cure in perineal repairs 
Dr Davies has given in detail the steps of an 
excellent procedure for the repair of pelvis floor 
injuries, and his results should be equally good 
In his paper Dr Davies mentions that perineai 
injuries have a tendency to become progressively 

e advoc f tes . “early reconstruction.” 

I should like to ask him what he means by 
“early reconstruction.” y 


g re L a .t Justice Holmes was once asked why 
wrote his decisions at a standup desk and he 


replied, .Nothing contributes to brevity like the 
giving of the knees. Wichita Medical Bulled 



THE PROBLEM OF PRURITUS VULVAE 

James E. King, M.D., Buffalo, New York 


P RURITUS vulvae is an extremely un- 
pleasant and distressing symptom. It so 
dominates clinically the many physical condi- 
tions that cause it that our textbooks and 
literature primarily consider this symptom of 
itching and discuss more or less ineidently the 
causes and pathology that will produce it. 
In a practical approach to the subject this is 
probably well. One has only to see patients 
showing scratch marks with excoriation and 
to learn of their sleepless nights, constant 
unrest, and suffering to realize that pruritus 
vulvae is a challenge to our earnest endeavors 
for its relief. 

Necessarily, any scientific approach to the 
cure of pruritus vulvae means an understand- 
ing of, and ability to diagnose, the conditions 
that cause it. They are many. In general, the 
causes may be classified into four groups, and 
these, if borne in mind, will give the physician 
the basis for a rational treatment. The first 
group includes only one condition — an itch- 
ing that is associated with no discoverable 
local lesion and which is designated as “idio- 
pathic pruritus.” The name itself implies 
that its cause is unknown. In the second 
group are the conditions that will produce 
irritation of the vulva and which may result 
in a full-blown dermatitis. These conditions 
are most frequently associated with vaginal 
discharges and, more rarely, to conditions of 
the urine such as glycosuria or by the irrita- 
tion of a highly acid or infected urine. The 
third group consists of conditions of the vulva 
which are brought about by, or associated 
with, the withdrawal of ovarian secretion. 
This atrophic state of the vulva is often ag- 
gravated by factors that arise in the vagina. 
One of these is a simple serous or an infected 
discharge that may result through the loss 
or impairment of the vaginal protective 
epithelium. In the fourth group are specific 
conditions of the vulval area in which are 
found the yeast and other fungi and the more 
rarely encountered pediculi pubis and psoria- 
sis. In this group may also be placed leuko- 
plakia and kraurosis. All instances of pruritus 
vulvae may be found to fall into one or another 


marily to nerve dysfunction. Careful search 
will disclose no skin lesion except that occa- 
sioned by scratching. These cases may be in- 
tractable and will cause as great suffering as 
other conditions due to a demonstrable etiol- 
ogy. The cause being unknown, there is no 
rational treatment, but these patients can be 
made comfortable by a palliative procedure to 
be described later. 

The second group, those conditions that 
produce a dermatitis, is a large one and may 
be encountered at any time of life. Children 
with an irritating discharge due to a simple 
vaginitis or to a vulvitis from uncleanliness 
will frequently complain of pruritus. Mastur- 
bation will occasionally supply the irritation, 
or at times the irritation will result in mastur- 
bation. A trichomonas vaginitis is undoubt- 
edly the most common discharge of all to cause 
vulval pruritus. The recognition of this 
cause will suggest the successful treatment for 
the cure of the pruritus. In women in or past 
the menopause, a senile vaginitis, and a second- 
ary infection that may result, will give rise to 
a disturbing pruritus. Here again, to deter- 
mine the etiology leads to the cure. A vulvitis 
due to conditions of the urine usually presents 
no difficulty in diagnosis. The appearance of 
the vulva in glycosuria is characteristic. The 
vulva is a deep red, may be slightly swollen, 
and has a definite lack luster appearance. A 
urinalysis will establish the diagnosis. Treat- 
ment here will yield prompt results. Other 
conditions of the urine — highly acid or infected 
urines — will produce a vulvitis far more fre- 
quently in the very young or in those past the 
menopause. The treatment here suggests it- 
self. With these four groups in mind the 
physician is in a position to examine the patient 
with pruritus with some hope of determining 
its cause. 

First in clinical importance is the age of the 
patient. There are three age groups to be 
considered: the first group takes in the 
children up to the time of puberty; the second 
group, between puberty and the menopause; 
and the third group, during the menopause 
or after the menopause has been definitely es- 


of these four groups. _ _ tablished. 

The idiopathic pruritus is probably due pri- j n children before puberty, the epithelium 

of the vagina and vulva offers relatively slight 

Read at the Annual Meeting of the Medical Society resistance to infection and irritation. In this 
of the State of New York, Buffalo, New York, April 30, g _ rou _ a discharge from any cause may 
1941. 
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produce pruritus, and in untreated cases a 
vulvitis will often develop to increase the itch- 
ing and to result in secondary infection. In 
all of such cases an examination will show a 
reddened vulva, and in those instances where 
scratc hin g has produced infection, a well-es- 
tablished vulvitis is found. On these more ir- 
ritated surfaces an acid urine will cause smart- 
ing and burning that add much to the discom- 
fort of the child. Here, inasmuch as the vul- 
vitis dominates the picture, it is often con- 
sidered as the basic etiologic factor. In my 
experience the basic factor is far more fre- 
quently a discharge, which at times is over- 
looked by the physician. It is the discharge 
that requires primary attention. I have 
found that a zinc chloride douche, to be 
discussed later, is more efficient and gives the 
best results in all vaginal discharges from 
whatever cause. A gonorrheal discharge in 
the child will occasionally cause pruritus. 
This may always be treated with an estrogen, 
either by injection or by suppository. In the 
children who also complain of burning on uri- 
nation the urine should be rendered alkaline or 
neutral by appropriate remedies. Rest and 
applications of hot boric acid solution may also 
be necessary in the cases associated with 
marked vulvitis. In instances in childhood 
which show no discharge, any itching will be 
found to be due to diabetes or to a highly acid 
or infected urine. If the urine cannot be de- 
termined as the cause, pinworms or irritation 
from uncleanliness may be suspected. 

It is in the ages from puberty to the meno- 
pause that the widest variety of factors caus- 
ing pruritus is found. Here one finds the 
idiopathic pruritus in which examination 
show's no discharge or condition of the vulva 
to explain it. The vulva will show no skin 
changes, but occasionally the results of 
scratching will be seen. Since the cause of it 
is unknown, one must be content to treat it 
as a symptom only. The treatment of these 
cases has always been unsatisfactory. I have 
found only one efficient remedy for this con- 
dition-— the injection of urea and quinine 
solution. Its value lies in the fact that it not 
only gives prompt relief for several days but 
often several repeated injections will give re- 
lief over a period of months. When we first 
undertook treating these cases in this way, 
solutions of one-third of 1 per cent were used, 
and we had a constant fear that sooner or 
later a necrosis would result. Since this did 
not occur, we turned to stronger solutions and 
now use urea and q uinin e in 1 per cent solu- 
tion. That no necrosis occurs is doubtless 


due to the fact that the vulval bed consists of 
a loose connective tissue and into this the in- 
jection is made well below the skin. 

Also, in this age group discharge is com- 
monly found as an etiologic factor. The most 
frequent discharge encountered is that caused 
by the Trichomonas vaginalis. The itching 
produced, especially during the early stage, is 
often intense. It is rather surprising that the 
recognition of the cause of this discharge is so 
frequently overlooked. It is true that there 
are still problems in connection with the T. 
vaginalis that are as yet unsettled. The source 
of the infection, its relation to the presence of 
other bacteria, and the reason why it is so 
difficult to free the vagina of the organisms 
are all questions still under discussion. The 
diagnosis, nevertheless, is easy. In an early 
or untreated case the bubbly appearance of 
the discharge, the punctate points of redness 
on the cervix and vaginal walls, the more or 
less disagreeable but not foul odor are all that 
is required for a correct diagnosis. Any 
doubt can be cleared up or confirmation es- 
tablished by the warm hanging drop in w’hich 
the moving organisms can be demonstrated. 
The importance in recognizing this infection 
as the cause of itching is obvious, for, if ap- 
propriate treatment is instituted, the itching 
is relieved promptly. 

My procedure in these cases is simple and 
satisfactory. The douche of zinc chloride is 
used morning and night for three or four days, 
and a pledget of cotton is placed between the 
labia to absorb the discharge. This cotton 
should be frequently changed. The itching 
at the end of three or four days is relieved and 
the discharge is decreased. The patient is 
then given suppositories of silver picrate with 
instructions to use one-half of a suppository 
each night following the douche. The morn- 
ing douche is discontinued. After the silver 
picrate has been used for three weeks it may 
be stopped, but the douche must be continued 
long after the patient believes herself cured. 
Other treatments that have been suggested 
have been tried, but we have been unimpressed 
with the results. 

There are two other conditions occasionally 
seen in women near the menopause in this age 
group; one is leukoplakia and the other is an 
early kraurosis. These are far more commonly 
seen, however, after the menopause has been 
established. For this reason these conditions 
will be considered in more detail later. Be- 
cause these conditions are not definitely known 
and because the earlier stages bear some re- 
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semblance to each other, such cases are fre- 
quently confused. 

Diabetes is also relatively common in this 
age group . A diagnosis of the disease can often 
be established by the appearance of the vulva 
in patients who apply for relief of pruritis. 
A red lackluster labial surface always suggests 
a urinary examination. 

Infected vaginal discharges will now and 
then cause pruritus. Two such cases were 
encountered in young unmarried women who 
had, strangely enough, forgotten that they had 
inserted at the end of menstruation a men- 
strual tampon. In 1 patient the tampon had 
remained in the vagina for nearly three 
months. The foul-smelling discharge and 
itching were easily remedied after the removal 
of the tampon. 

Psoriasis of the vulva has rarely been seen 
in my experience. As a rule, however, it is 
easily recognized by the scales and the red- 
dened cracked and bleeding surfaces produced 
by the violent scratching. Further search 
will probably reveal other lesions, or the pa- 
tient will give a history of treatment for the 
disease. In these cases judicious use of x-ray 
or the sun lamp will often give relief. I be- 
lieve, however, that such cases should be in 
the hands of a competent dermatologist. 

In the last age group — at and after the 
menopause — there are a number of factors to 
cause pruritus. The majority of these causes 
result primarily from the histologic changes 
that take place in the genital tract by the 
withdrawal of ovarian secretion. The thinned 
epithelial surfaces of the vagina and vulva 
foster conditions favoring vaginal infection 
and to the exposure on the vulva of the nerve 
ends. Recognition of this fact simplifies the 
understanding of many cases of pruritus seen 
in this group and also suggests a proper treat- 
ment. 

All discharges of the menopause may 
cause pruritus vulvae. The discharge result- 
ing from an atrophic vaginitis is due to a 
slight serous exudate from the vaginal sur- 
faces and, more especially, from the small 
denuded areas that so frequently are to be 
found upon the cervix and vaginal walls. The 
amount of this discharge is usually not large 
but is sufficient to keep the vulval surfaces 
moist. The thinned protective epithelium 
of the vulva permits irritation of the terminal 
nerves with itching or burning as the result. 
Scratching of this surface quickly causes ex- 
coriation with possible vulval infection. 
Furthermore, the vaginal serum affords a 
favorable medium for bacteria and, thus, a 


simple serous vaginal discharge frequently 
becomes purulent. When infection does occur, 
the itching becomes more intense. There are 
two indications in these cases. The first is 
the use of an estrogen to promote re-establish- 
ment of a more protective epithelium, and the 
second is the use of an astringent douche. 
The zinc chloride douche meets this indica- 
tion. Estrogen must be given in large dosage 
of 10,000 units daily until there is evidence of 
an improved epithelium. In cases that have 
been neglected until vulval dermatitis with 
excoriation and thickening is present, complete 
relief of itching can be secured by the injection 
of urea and quinine. Naturally, the influence 
of glycosuria and infected urine will cause 
itching in this age group much more readily 
than in the reproductive age group. This 
must be kept in mind. 

There now remains for discussion leuko- 
plakia and kraurosis. There has been much 
confusion in connection with these two condi- 
tions. This results from the fact that the 
early stages of the two conditions somewhat 
resemble each other. The first distinguishing 
feature is the fact that leukoplakia may begin 
at anytime during the reproductive age and 
kraurosis begins far more frequently at, or 
after, the menopause. They both develop 
slowly and both are, therefore, chronic dis- 
eases. Leukoplakia in its early stage appears 
to be an inflammatory condition that is at- 
tended by intense itching. The early stage 
of kraurosis causes slight itching or may be 
attended by no symptoms. Leukoplakia be- 
comes a thickening and a cornification of the 
epithelium of the vulva, and this process may 
extend to the inner sides of the thighs and 
around the anus. Kraurosis is confined only 
to the vulva, and late in the disease it is char- 
acterized by a marked atrophy of all the vul- 
val tissues. As leukoplakia develops, marked 
thickening occurs and whitish areas appear 
where a piling-up of epithelium has taken 
place. The intense itching and the scratching 
for its relief causes excoriation and fissures on 
the dry surfaces. As kraurosis develops, a 
shr inki ng and actual disappearance of the 
labia will take place leaving a shiny reddened 
surface that eventually becomes extremely 
contracted. Leukoplakia not infrequently 
results in vulval carcinoma. Kraurosis 
seldom, if ever, gives rise to malignancy. 
This point of difference indicates the impor- 
tance of the recognition and adequate treat- 
ment of leukoplakia. 

The cause of leukoplakia and kraurosis 
being unknown, the treatment of both are 
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more or less palliative. The itching of leuko- 
plakia is intense, and the only successful pal- 
liative treatment in my experience is urea and 
quinine. Carcinoma in these cases develops 
most frequently after the menopause, and a 
woman with excoriations, fissures, and ulcers 
of the vulva is in grave danger. Such a case in 
my opinion should be subjected to a vulvec- 
tomy. This is a simple operation easily ac- 
complished and should not be delayed until 
after actual carcinoma has developed. In 
addition to eliminating the danger of car- 
cinoma, a vulvectomy will also afford relief 
from the itching. 

Textbooks in the discussion of pruritus 
vulvae are inclined to emphasize ointments 
and washes. I have had no success with any 
of these. They are the product of the days 
when the causes of pruritus were not so well 
understood. X-ray as a treatment may at 
times give relief. In my experience I have 
seldom found reason to advise it. My pessi- 
mistic view as to the efficacy of x-ray has 
probably developed because of the fact that a 
certain proportion of my cases have previously 
been unsuccessfully treated by it. 

The injection of alcohol about the vulva is 
effectual but so painful that an anesthetic is 
needed at the time of injection. Many points 
of injection are also required. For these 
reasons a solution of urea and quinine is to be 
preferred. It can be injected at the office and 
can be used freely. Three or four areas of 
injection on each side is usually sufficient. 
Some smarting occurs at times, but this 
usually quickly subsides. The first injection 
may give relief for several days, but on the re- 
appearance of the itching it should be re- 
peated. Three or four injections at intervals 
depending upon recurrence of the itching is 
usually sufficient. These intervals of relief 
afford an opportunity to treat the cause. 

The technic of the injection is simple but it 
must naturally be done with strict attention 
to antisepsis. The points selected for the in- 
jection are touched with iodine and the injec- 
tion is made. I prefer the urea and quinine 
supplied in ampules. The insertion of the 
small needle is not more painful than any 
other hypodermic. Even in cases with excori- 
ation and dermatitis the injection can be 
safely done. In only one such case was there 
a superficial infection at the point of injec- 
tion. As has been said, in over one hundred 
injections no necrosis was seen. In patients 


in whom the pruritus extends about the anus, 
small injections into this area can be made. 
I have never attempted to inject the pubic 
nerve, and I see no good reason for believing 
that it would be more efficient. 

The zinc chloride douche that has been ad- 
vised consists of hydrochloric acid 1 cc., zinc 
chloride 30 Gm., and distilled water 240 cc. 
The solution should neither be cloudy nor 
show a sediment. Of this solution, 8 cc. is 
added to 1 quart of warm water. The douche 
is best taken at night, since there remains in 
the vagina a small amount of the fluid that 
permits its more prolonged effect. In some 
instances the amount of zinc chloride may be 
increased. This douche will be found ef- 
ficacious in practically all discharges arising 
within the vagina. 

Summary 

1. The causes of pruritus vulvae are 
grouped under four headings as an aid in de- 
termining the etiologic factor in a given case. 

2. Pruritus is clinically classified into 
cases occurring in children, those occurring 
during the reproduction years, and those oc- 
curring at or following the menopause. This 
clinical classification offers help in rational 
treatment. 

3. The palliative treatment advised is the 
use of urea and quinine injections about the 
vulva. 

Discussion 

Dr. J. CTaig Potter, Rochester, New York — 
I have enjoyed listening to Dr. King’s paper. 
Since the use of quinine and urea hydrochloride 
for this purpose is new to me, I have nothing to 
add. 

I shall confine my remarks, therefore, to 
yeast and fungus infections of the vulva asso- 
ciated with pruritus. This is common, but many 
cases are objectively subclinical. 

One must begin by asking about the condi- 
tion. Modesty may prevent the patient mention- 
ing itching. Does she or the husband have 
athlete’s foot or other evidence of yeast infec- 
tion? Most patients, thinking that extra clean- 
liness will help, add a soap dermatitis to the con- 
dition. 

In treatment, then, stop soap. Use powder 
after a bath, for dryness is important. Tar, 
salicylic acid, and sulfur are helpful. X-ray is 
also valuable. Finally, the dyes, such as gentian 
violet, may help. 

In closing, I wish to thank Dr. King for a new 
method of treatment which I am anxious to try. 



CHRONIC HYPERTROPHIC OSTEOARTHRITIS IN THE CERVICAL 
SPINE WITH RADICULITIS 

A Report of 40 Cases with a Review of the Literature, Together with Some 
Notes on Effective Methods of Treatment — Part I* 
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R ECENTLY, I have been impressed with 
- the increasing incidence of hypertrophic 
osteoarthritis of the spine, as seen both in pri- 
vate and clinic practice, and have been 
prompted to study this condition more care- 
fully, especially in relation to the wide variety 
of root symptoms which it can produce. There 
are many reports describing the characteristic 
symptoms of “peripheral neuritis,” but little 
has been written regarding such other symp- 
toms as headache, earache, sore throat, facial 
neuralgias, and pseudoangina, which at times 
may be part and parcel of this syndrome. 
Accordingly, certain interesting cases will be 
presented herein. 

Moreover, the opinion seems to be held 
rather generally 4 ' 12 * 14 ' 31 that the hypertrophic 
changes about spinal vertebrae, so commonly 
seen in the x-ray in older people, do not ordi- 
narily cause symptoms of any kind. I want 
to stress the fact that many of these patients 
with pains in the shoulders and arms have a 
radiculitis from osteoarthritic changes in the 
cervical spine and that such changes may or 
may not be demonstrable in the x-ray film. 

We shall limit this discussion to the symp- 
toms that may result from pressure on the 
cervical spinal roots. Only the differential 
diagnosis and treatment will be considered 
here, for the subject of radiculitis in all its 
aspects is, indeed, a broad one. Moreover, 
the anatomy, pathology, and pathogenesis of 
this disease complex have already been so ad- 
mirably treated in a paper by Gunther and 
Kerr 18 that they need no further consideration 
here. 

Sore Neck, Painful Shoulders, and 
Neuritis in the Upper Extremities 

Osteoarthritis in the spine as a cause of 
radicular pain is not in any sense a new syn- 
drome, for it was well known to von Beeh- 
terew 46 nearly a half century ago. In differ- 
entiating it from the condition that bears his 
name, he called attention to the stiffness in 
the spine associated with pain and degenera- 
tion of nerve roots, sometimes accompanied 


* Part II and Part III of this article will appear in 
aubsequeat issues. 


by alterations in sensation or even by atro- 
phy of certain muscles along a radicular distri- 
bution. He ascribed these changes to a pachy- 
meningitis with subsequent compression of 
spinal roots. Despite this lucid description, 
Bassoe , 4 nearly thirty years later, deplored 
“our appalling lack of objective observations.” 
He felt that this was due in large measure to 
the fact that too often we ignore the possi- 
bility of this condition when making a di- 
agnosis. 

In the older English literature frequent 
reference was made to the occurrence of bra- 
chial neuralgia and neuritis in the rheumatic 
and gouty subject , 39 and the statement was 
made 6 that — apart from injury — a gouty de- 
forming arthritis was undoubtedly the most 
important factor in the causation of arm pains. 
Even in the nineteenth century it was recog- 
nized that involvement of the lower cervical 
vertebrae with osteoarthritis resulted in sore- 
ness of the neck, pains in the shoulders, and a 
“peripheral neuritis” of the arms, forearms, 
and hands. 

Today, it is generally conceded that sen- 
sory symptoms are common and that almost 
all cases have some pain or paresthesia. Gun- 
ther and Kerr 18 point out that most root pains 
associated with aching and soreness and ag- 
gravated by motion of the neck are due to an 
osteoarthritis of the cervical vertebrae. There 
may be some disturbance of muscle action and, 
at times, even a definite atrophy of one or 
more muscles in the arm or forearm ; 43 when 
this occurs in the hand, the patient’s chief 
complaint is usually of inability to hold small 
objects. One case cited in the literature 47 
showed a diminution in the size of an entire 
extremity, whereas, in other case reports ?' 50 
the process involved only certain muscles or 
muscle groups. In this connection, Zabriskie 50 
has stressed the fact that this disease may oc- 
cur in varying degree, so that in one patient 
it may be present without producing symptoms 
of any kind, while in another it may cause 
localized or even widespread neurologic signs. 

The outstanding characteristic of this syn- 
drome is the aggravation of all root symp- 
toms by movement of the spine, as well as by 
anything that tends to increase the pressure 
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within the spinal meninges — viz., coughing, 
sneezing, or straining — Dejerine’s sign. 10 Tur- 
ner and Oppenheimer 42 described patients 
who were unable to sleep in a recumbent posi- 
tion because of the pain that was frequently 
brought on; also by jarring of any sort — viz., 
as in walking or riding. Others 10 mention 
raising the head from the pillow, getting out of 
bed, bending, lifting, or prolonged sitting 
as precipitating causes of episodes of pain. 
There seems to be no unanimity of opinion 
as to whether neck motion is necessarily 
limited in all cases. Most observers have 
found 18 ’ 00 that pain in this spot is usually as- 
sociated with restriction of motion, but one 
group. 42 after studying this condition in a 
series of 50 cases over a period of four years, 
reported only 2 in which there was any 
definite limitation of motion. 

Hartsock 21 describes the symptoms as ag- 
gravated by flexion of the neck, which, he 
says, causes a “stretching of the muscles.” 
On the other hand, most writers 3 ' 7 ’ 18,28 main- 
tain that it is hyperexlension of the spine which 
increases the symptoms by causing a narrow- 
ing of the canals in which these nerve3 lie. 
This would appear to be especially true in the 
cervical spine where the size of the canals, in 
relation to the nerves, is not constant but 
diminishes from above downward. The sixth 
and seventh cervical nerves, although they are 
the largest, 35 have the smallest exits from the 
spine. Consequently, it is not surprising that 
Gunther and Kerr 18 found that “symptoms 
referable to the lower cervical spine are twice 
as frequent as those to the upper, since there 
is a greater liability to mechanical irritation in 
this region.” In confirmation of this, Hanflig 20 
points out that the symptoms usually vary, 
according to the degree of mechanical inter- 
ference with the roots as they leave the spinal 
cord, from numbness and paresthesias, where 
interference is slight, to actual pain, when the 
disturbance is more severe. 

A few cases were mentioned in the literature 5 
which showed certain phenomena of irrita- 
tion — viz., spastic torticollis and flexion con- 
tractures of fingers (in which, as a rule, only 
one or two digits were affected). This condi- 
tion is interesting and is well illustrated by 
one of our patients, Case 34 (see Table 1). 

Case Report 

Mrs. M. S., aged 55, complained of pain in the 
right elbow, which had radiated to the wrist 
and fingers, for a period of two months. Ex- 
amination revealed nothing except crepitus in 
the left knee. However, a roentgenograph of 
the lower cervical spine showed thinning of the 


disks between the fifth and sixth, and the sixth 
and seventh vertebrae, with moderately severe 
hypertrophic changes in the adjacent bodies. 
Within seven days the right hand had become 
numb and swollen, and after seventy-two hours 
the middle finger was so stiff that she could 
scarcely move it. At the same time she developed 
pain in the midscapular region. The patient 
was advised to have x-ray therapy but refused, 
saying she preferred to try physical therapy and 
injections of vitamin Bi. Accordingly, she re- 
ceived a total of 405 mg. of thiamin chloride 
bi’ muscle in a period of six weeks, without bene- 
fit. 

Within four weeks the third finger had be- 
come fully flexed and could not be extended 
without great pain. Neurologic examination at 
this time showed diminution in the power of 
abduction and adduction in the right middle fin- 
ger. The extensor tendon to that finger did not 
respond to the same strength of faradic current 
which stimulated the other fingers, and the right 
triceps reflex was diminished. There were no 
sensory findings. After approximately three 
months of physical therapy without benefit, the 
patient finally consented to treatment with deep 
x-ray, which was given in the form of 1,300 r 
units (in air). This resulted in complete relief 
of pain and some increase in function. 

According to Turner and Oppenheimer, 43 
who studied more than 50 cases over a long 
period, the pain may be quite variable in loca- 
tion and degree. The commonest complaint, 
however, was pain radiating down the arm to 
the radial side of the forearm, associated with 
paresthesiae in the fingers. Most of their 
patients were not conscious of any pain di- 
rectly in the neck but were more apt to com- 
plain of pain in one or both shoulders or be- 
tween the shoulder blades. Herein rests an 
important consideration in making the di- 
agnosis, for a clue to the frequency of pain 
in these areas lies in the often overlooked fact 
that the fourth cervical nerve provides the 
sensory fibers to the top of the shoulder, while 
the fifth supplies the outer aspect of the arm 
as far down as the elbow. The deltoid muscle 
itself receives fibers from both the fifth and 
sixth, so that it is not difficult to understand 
why every case presenting complaints of pain 
or limitation of motion in one or both shoulders 
warrants a thorough study of the cervical 
spine. Case 33 demonstrates this very well. 

Case Report 

Mrs. E. J., aged 35, divorced bookkeeper, 
complained of pain in the right side of the neck 
and right shoulder with weakness in the right up- 
per extremity for a period of fifteen months and 
pain, numbness, and stiffness in both hands for 
about three months. She said she “could 
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Sore throat on right 
side only. Pain in 
right side of face 
Pain in ear 


i rea tment X-Ray Findings in Spin e 

Marked osteoarthritic changes in 
cervical area and right acromio- 
x- , „„„ . clavicular joint 

X-ray 1,200 r units** Thinning of disk C 4-5, C 5-6 
X-ray 600 r units Moderate proliferative changes in 
cervical spine. Transverse proc- 
. , , . , esses C 7 somewhat prominent 

Thiamin chloride Minimal changes 
X-ray 600 r units Thinning of disk C 5-6 

None (on two examinations made 
nine months apart) 


X-ray 2,000 r units 

X-ray 1,800 r units 
X-ray 600 r units 


“Film” over right eye 


600 r units 
300 r units 


X-ray 1,200 r units 


X-ray 1,200 r units 


Buzzing left ear for ten 
minutes on arising 


Considerable osteoarthritis in cer- 
vicodorsal spine 

Minimal changes in cervical spine 
Mild osteoarthritic changes in 
cervical spine 
None 

Moderate scoliosis in cervicodorsal 
spine with extension transverse 
processes C 7 

Minimal change in cervical spine in 
1935. Six years later showed 
proliferative changes and varia- 
tions in width of disks 
Scattered hypertrophic changes 
about cervical bodies 
Thinning of disks C 5-6, C 6-7 with 
considerable spur formation, up- 
per cervical segments negative 
Productive changes C fW5 
Low-grade osteoarthritis cervical 
spine with moderate changes in 
C 1 

Calcified left subdeltoid. , Thinning 
of disk C 1-2. Bridging dorsal 
spine 

Calcified right subdeltoid. Thin- 
ning of disks, especially C 5-6, 
C 6-7, with some lipping of 
C 6-7 

Moderately advanced osteo- 
arthritis. Thinning of disks on 
posterior aspect vertebral bodies, 


specially C 4, 5, 6 
Minimal changes 

Marked arthritis cervical spine — 
narrowed disks and irregular 
articular surfaces 
Marked thinning of disks C 4-7 
with advanced spurring 
Minimal hypertrophic changes, at 
anterior margins of midcervical 
bodies 

Slight thinning of disks C 5-6, C 6-7 
None 

Considerable enlargement left 
transverse process C 7 

Minimal hypertrophic changes in 
cervical spine 

Marked -changes in D 6-12 with 
thinning of disk D 8-9 
Marked osteoarthritic changes C 7 
and D 1 . 

Almost complete ankylosis C 4-o, 
with marked thinning of that 
disk. Joint spaces between 
articular facets are considerably 
reduced, and spurs protrude into 
foramina bilaterally at level of 
disk , C 6-7. Small calcium 
deposits in subacromial bursae 
Osteoarthritis involving articular 
facets 

Some hypertrophic changes C 6 
and 7 

Thinning of disk C 4-5 

Thinning of disks C 5-6, C 6-7 

Osteoarthritis of lower cervical , 
vertebrae 

Thinning of disk C 6-7, with 
moderately advanced osteoar- 
thritis of bodies of C 5, 6, 7 
Narrowing of space C 6-7, with 
bilateral cervical ribs 
None 


“Pain in my goiter 
region” 


“Goiter trouble” 


Thomas , Collar, 
Vitamin Bi by 
muscle 

X-ray 1,300 r units, 
Vitamin Bi by 
muscle 


X-ray 716 r units 


“Sinus trouble” not 
relieved by fifteen 
treatments 


Minimal changes in cervical spine 
Moderate osteoarthritic changes in 
cervical spine 


* All patients received physical therapy, large doses oi salicylates, and 9 Brewers yeast tablets per day. 
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scarcely turn the pages in her ledger.” Physical 
examination showed a stiffness of the neck 
muscles with crepitus in the cervical spine, left 
shoulder, and knees. An x-ray of the cervical 
spine revealed a narrowing of the disk between 
C 4-5 with marked lipping of the adjacent ver- 
tebrae. A complete laboratory work-up showed 
essentially normal findings. At subsequent 
visits the patient described herself as “subject to 
rheumatic attacks which never seemed to be the 
same” and stated that she had never had swelling 
or redness of any particular joint. She volun- 
teered that, even before receiving physical ther- 
apy, her pains would entirely disappear at times, 
only to come back full force after two or three 
days. She remarked several times: “When my 
neck gets bad, my right arm gets worse, too; but 
most of my trouble is with my right thumb and 
I have to rub my arms to get life back into them.” 

An orthopedist who was called in consultation 
did not think that pressure in this patient’s neck 
could be a likely cause of her symptoms. He 
favored a diagnosis of “neuritis” and recom- 
mended a high vitamin B diet. A second con- 
sultant suggested a Thomas collar to the cer- 
vical spine, which the patient had made but 
promptly refused to wear. No mention was 
made, by either one, of the possibility of bene- 
fit from deep x-ray therapy. Therapy consisted 
of: (1) infrared, diathermy, and salicylates 
(all of which gave her temporary benefit); (2) 
850 mg. thiamin chloride by muscle in a period 
of five weeks without benefit. Nota bene, mas- 
sage of some tender nodules at the side of the 
spinal column on one occasion only served to 
increase the pain. 

A thorough study of the cervical spine is 
especially important, as pointed out by Han- 
flig, 20 not only in those cases which do not have 
enough local pathology in the shoulder to ac- 
count for the symptoms but also in those pa- 
tients who, although they apparently have 
sufficient reason for their shoulder complaints, 
do not respond when specific treatment is di- 
rected to the shoulder (viz., as in those cases 
with a calcified subdeltoid bursitis not helped 
hy x-ray therapy). 

As to the site of predilection, Elliott 11 de- 
scribes this disease as being “selective,” since 
it seems, as a rule, to “specialize” in the 
lower cervical spine. Wagenthals 47 says that 
although the process may be localized to other 
areas or, at times, be general throughout the 
entire vertebral col umn his cases showed a 
marked preference for the lower cervical area. 
Just why this is so is not definitely known. 
Other authors mention it, 42 ’ 43 and Morton 28 
went so far as to state that he had never seen a 
case in the dorsal or lumbar area . On the other 
hand, Parker and Adson 33 reported that only 
1 out of 8 cases of vertebral osteoarthritis seen 


at the Mayo Clinic in the years 1922 to 1924 
was in the cervical spine. It appears, more- 
over, that the symptoms may be present on 
one or both sides of the body. In one series 
the author 17 found them to be preponderantly 
bilateral, while other students of this condi- 
tion 42 ’ 47 describe the pain in their cases as 
generally unilateral. It has frequently been 
pointed out 18 that this syndrome may at times 
result in symptoms which in many ways simu- 
late those produced by visceral disease and 
that this may help to explain some of the un- 
satisfactory results obtained at operation. 

Careful studies have been made 42 in an at- 
tempt to correlate the incidence of this disease 
with age, sex, racial groupings, and the gen- 
eral state of health, but no direct relationship 
could be found. Moreover, neither the body 
weight, nor the length of the neck, nor the 
particular constitutional body type of the 
patient seems to play any part in the causation 
of this disorder. Some authors 47 feel that 
trauma in one form or other may be a factor — 
either acute injury or chronic trauma from the 
repeated motions of the neck over a period of 
years — while others 43 maintain that it is 
faulty posture that causes these repeated in- 
juries to the intervertebral disks. Elliott 11 
condemns the intestinal tract as the chief 
source of this disorder and states that “de- 
ficient elimination is a prominent — if not the 
sole — cause of this type of arthritis.” 
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37 
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38 
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+ 

39 
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+ 

40 
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Other Head and Neck Pseudo- 

Symptoms 7 angina* Treatment* 


Sore throat on right 
aide only. Pain in 
right side of face 
Pain in ear 


+ 

+ 


X-Ray Findings in Spine 
Marked osteoarthritic changes in 
cervical area and right acromio- 
v A clavicular joint 

X-ray 1,200 r units** Thinning of disk C 4-5, C 5-6 
X-ray 600 r units Moderate proliferative changes in 
cervical spine. Transverse proc- 
esses C 7 somewhat prominent 
Minimal changes 
Thinning of disk C 5^6 
None (on two examinations made 
nine months apart) 


Thiamin chloride 
X-ray 600 r units 


X-ray 2,000 r units 

X-ray 1,800 r units 
X-ray 600 r units 


X-ray 600 r units 


X-ray 600 r units 


“Film’* over right eye 


X-ray 

X-ray 


600 r units 
300 r units 


X-ray 1,200 r units 


X-ray 1,200 r units 


Buzzing left ear for ten 
minutes on arising 


"Pain in 
region" 


my goiter -f- 


X-ray 800 r units 


X-ray 600 r units 


"Goiter trouble" 


Collar, 
Bi by 


Thomas # 

Vitamin 
muscle 
X-ray 1,300 r units, 
Vitamin Bi by 
muscle 


X-ray 716 r units 


Considerable osteoarthritis in cer- 
vicodorsal spine 

Minimal changes in cervical spine 
Mild osteoarthritic changes in 
cervical spine 
None 

Moderate scoliosis in cervicodorsal 
spine with extension transverse 
processes C 7 

Minimal change in cervical spine in 
1935. Six years later showed 
proliferative changes and varia- 
tions in width of disks 
Scattered hypertrophic changes 
about cervical bodies 
Thinning of disks C 5-6, C 6-7 with 
considerable spur formation, up- 
per cervical segments negative 
Productive changes C 676 
Low-grade osteoarthritis cervical 
spine with moderate changes in 

Calcified left subdeltoid. Thinning 
of disk C 1-2. Bridging dorsal 
spine 

Calcified right subdeltoid. Thin- 
ning of disks, especially C 5-6, 
C 6-7, with some lipping of 
C 6-7 

Moderately advanced osteo- 
arthritis. Thinning of disks on 
posterior aspect vertebral bodies, 
especially C 4, 5, 6 
Minimal changes 

Marked arthritis cervical spine — 
narrowed disks and irregular 
articular surfaces 
Marked thinning of disks C 4-7 
with advanced spurring 
Minimal hypertrophic changes at 
anterior margins of midcervical 
bodies _ „ 

Slight thinning of disks C 5-6, C 6-7 
None 

Considerable enlargement left 
transverse process C 7 

Minimal hypertrophic changes in 
cervical spine 

Marked changes in D 6-12 with 
thinning of disk D 8-9 
Marked osteoarthritic changes C 7 
and D 1 

Almost complete ankylosis C 4-5, 
with marked thinning of that 

disk. Joint spaces between 

articular facets are considerably 
reduced, and spurs protrude into 
foramina bilaterally at level of 
disk C # 6-7. Small calcium 

deposits in subacromial bursae 
Osteoarthritis involving articular 

facets 

Some hypertrophic changes 
and 7 

Thinning of disk C 4-5 


C 6 


Thinning of disks C 5r-6, C 6-7 


Osteoarthritis 
vertebrae 
Thinning of 
moderately 


of lower cervical 


"Sinus trouble" not 
relieved by fifteen 
treatments 


disk C 6-7, with 
. „ advanced osteoar- 
thritis of bodies of C 5, 6, 7 
Narrowing of space C 6-7, with 
bilateral cervical ribs 
None 


Minimal changes in cervical spine 
Moderate osteoarthritic changes in 
cervical spine 


* All patients received physical therapy, large doses of salicylates, and 9 Brewers yeast tablets per day. 
** All x-ray therapy given in air. 


Case Reports 

MYXOFIBROMA OF THE JEJUNUM 

Timothy F. X. Sullivan, M.D., F.A.C.S., and 
William Lawrence Corcoran, M.D., F.A.C.S., New York City 


'J’HE myxofibroma is extremely rare, particu- 
A larlv one occurring in the jejunum. A tumor 
of the small intestine ceases to be only of aca- 
demic interest when, by its very intrinsic displace- 
ment, the lumen of the bowel is subjected to a 
complete obstruction. Its practical importance 
must then be realized and surgical resection and 
anastomosis performed without delay. 

Neoplasms of the small bowel are rarely found 
in the course of abdominal surgery. Malignant 
tumors of the small intestine are rare indeed, 
and benign tumors are found more often in the 
large bowel than in the small intestine. Small 
intestinal carcinoma, while uncommon, is found 
more frequently than benign tumor change. 
Pathology 

The structural change may be subserous or 
submucous, and the growth is usually' directed 
toward the lumen, because the mucosa offers less 
resistance than the muscular coat of the bowel. 
The size is variable. They may be single or 
multiple, at times assuming a condition of multi- 
ple polyposis. The tumor may be sessile or ped- 
unculated, the submucous rarely taking on the 
latter form. The wall of the intestine is com- 
posed of a variety of tissues — viz., the outer peri- 
toneal coat of the endothelium, unstriped muscle, 
areolar tissue, and the mucous membrane, with 
vascular supply, from where, with the exception 
of the outer endothelial coat, growths may arise. 
The term myxofibroma implies the presence of 
relative proportions of muscle and fibrous tissue. 

Case Report 

C. McC, a white widowed woman, aged 44, 
had been ill at home for a three-day period when 
first seen on September 4, 1940. The chief com- 
plaint was as follows: onset of sudden nausea, 
repeated attacks of vomiting, and pain through- 
out the abdomen, particularly within the right 
upper quadrant. The abdomen was somewhat 
distended, and tenderness was present about 
both costochondral areas, presumably due to the 
strain of repeated vomiting. A well-established 
right median scar with no evidence of hernia was 
existent, and a palpable mass without tenderness 
was determined just below and lateral to this 
area. The past history revealed that an opera- 
tion had been performed during June, 1913, at 
which time an acutely inflamed appendix had 
been removed and a co-existing right ovarian cyst 
was resected from that particular gland. Sub- 
sequent to this operation the patient experienced 
a chronic condition of constipation and gaseous 
accumulation, which always responded to vary- 

Case presentation, Clinicopathological Society of Saint 
Clare's Hospital, November 11, 1940. 


ing degrees of catharsis and the frequent use of 
the enema. The probability of postoperative 
adhesions developing within the right lower quad- 
rant was accepted as the causative factor. A 
gastrointestinal x-ray series was made during 
November, 1938, and no particular diagnostic 
findings were made from the preoperative review 
of those films that were available. Apart from 
the stubborn constipation and its associate phases 
of discomfort, the patient enjoyed a good meas- 
ure of health and maintained her occupation as 
secretary to an important executive. 

Procedure. — After twelve hours of observation 
and treatment at home, during w’hich time a 
satisfactory result with enemas was obtained, 
vomiting was controlled by sedation, and the 
fundamental picture of abdominal distention, 
discomfort, and tenderness persisted, the patient 
agreed to hospitalization where the desired 
clinical, laboratory', x-ray, and surgical diagnostic 
procedures could be made and recorded. 

Decision was reached whereby an attempt to 
relieve the now existing obstipation was made 
by the utilization of a molasses and milk enema. 
The result of this procedure was characterized by 
a copious fecal return along with considerable 
flatus. However, subsequent physical examina- 
tion gave evidence of no particular progress. 
The surgical signs of an obstruction continued 
and were soon intensified when an attack of 
vomiting occurred, the character of the emitted 
material being duodenal in nature. A flat x-ray 
plate (Fig. 1) was now ready in order to ascer- 
tain a fluid level, and the report was as follows: 

X-ray Examination Made on September 6: 
Abdomen. — Flat films of the abdomen show dis- 
tention of the coils of small intestine with gas and 
fluid. Fluid levels are present in the erect posi- 
tion. The large intestine is collapsed. The 
findings indicate an obstruction of the jejunum 

Procedure. — The laboratory reports were as 
follows: The urinalysis was normal. The blood 
was counted at the time of admission and on 
several subsequent occasions, and the findings 
were as follows: The red cell count and hemo- 
globin w ere normal and at no time revealed anv 
impairment. The original white blood count 
was a leukocytosis, which showed a definite 
increase subsequent to the bowel’s response to 
the molasses and milk enema. 

Diagnostic _ Summation. — The persistence of 
abdominal distention, and tenderness (after a 
copious result from the molasses and milk 
enema). The recurrence of nausea and vomiting 
the latter becoming duodenal in character. The 
fiat x-ray film of the abdomen disclosing the 
coils of small intestine to be distended with gas 
and fluid. The large intestine appearing as col- 
lapsed. The presence of a fluid level in the erect 
position. These findings indicating a roentgen 
diagnosis of an obstruction of the jejunum or 
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Workmen’s Compensation 

December 6, 1941 

The following resolution has been received from the Industrial Board in regard to 
physicians’ fees for attendance before the Department of Labor. 

“Resolved, That under the Fee Schedule for attendance of physicians at hearings, 
adopted by the Industrial Board at its meeting on June 7, 1940, the Board believes that 
if a physician’s appearance for the purpose of testifying at a hearing is required, he shall 
receive the 825 or 810 fee, according to his designation, as provided in the Schedule. 
If, at the same session, he is required to testify in another case, whether before the same 
Referee or not, he shall be entitled to receive an additional S12.50 or S5.00 fee, according 
to his designation. If the same physician is required to attend a hearing for the purpose 
of testifying on the same day, but at the afternoon session, he shall be entitled to receive 
a larger fee, even though he had appeared at a hearing in the morning session, and an 
additional S12.50 or S5.00 fee, according to his designation, for any additional case in 
which he may be required to testify at the same session, even though such case may 
come before the same Referee.’’ 

David J. Kaliski, M.D., Director 


THE MEDICAL MEN ARE NEVER SATISFIED 


“The last fifty years is the inclusive period of 
so-called modern medicine,” said Nathan B. 
Van Etten, past-president of the American 
Medical Association. “Modem medicine is the 
end result of the evolution of individual efforts 
to cure the sick, restore them to functional use- 
fulness and to enlist community support in the 


prevention of disease.” 

Just how well this work has been done is found 
in statistics covering disease and mortality in all 
sections of this country. In New York, for in- 
stance, infant mortality was 250 per 1,000 live 
births in 1886— it was 34 in 1940. Diphtheria 
claimed 3,000 New York victims each year in 

1805 in 1940 it claimed but ten. And where, 

in upstate New York, the tuberculosis death 
rate was 74.6 per 100,000 of population in 1920, 
it was 36.3 in 1940— about half. 


Look up the records of any of the great killers 
of the past and you’ll find that similar progress 
has been made. And the bulk of the credit must 
go to private medicine. It is private medicine 
that works quietly, endlessly, and patiently in 
the laboratories and hospitals of America. It is 
private medicine that encourages further de- 
velopment of the various public health services. 
It is private medicine that has set as its goal the 
maximum possible extension of medical service 
to all the people. 

In this country the level of public health is the 
highest ever attained in the civilized world. But 
even that great achievement doesn’t satisfy the 
medical men. They mean to achieve far more in 
the years to come. That is the way the medical 
mind works. It never stands still. It must al- 
ways look forward . — EUenville Press 
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CONGENITAL HEART DISEASE MANIFESTING ARRHYTHMIA IN UTERO 
Nathan M. Fenichel, M.D., and Lawrence Kurzrok, M.D., Brooklyn 


'THE following case of congenital heart disease 
is reported because of the unusual arrhyth- 
mia heard before birth, and the interesting elec- 
trocardiographic findings obtained soon after 
birth. 


Case Report 

Mis. It. R., aged 30, married eight years, had 
her last menstrual period on March 30, 1938. 
Physical examination in May revealed an early 
pregnancy and evidence of a mitral stenosis, 
probably of rheumatic etiology. Her histoiy 
was negative for any possible previous rheumatic 
infection. During the first three months of her 
pregnancy there occurred slight vaginal staining, 
which w r as corrected by the removal of a cervical 
polyp. Blood 'Wassermann test was negative, 
and urine examinations w r ere repeatedly normal. 

On December 5, 193S, one month before her 
delivery, a routine ex amin ation disclosed an un- 
usual irregularity of the fetal heart sounds. 
They were heard distinctly, but the rhythm con- 
sisted of a series of 3 regular beats followed by a 
long pause almost equal in time to that of 2 regu- 
lar beats. During this long interruption after 
each regular sequence, not even faint sounds 
could be heard. The arrhythmia persisted 
throughout the entire last month of pregnancy 
with slight variations. Sometimes the pause 
occurred after every second or fourth beat or 
even disappeared, so that short runs of complete 
regularity were occasionally manifested by the 
fetal heart. She had no complaints or evidence 
of any toxemia and felt well throughout the pre- 
natal period. 

On January 7, 1939, the patient, after a short 
spontaneous labor of four hours during which the 
cervix was lacerated, delivered a 6-pound 15- 
ounce boy. The infant’s color at birth was good, 
and his breathing was established without any 
difficulty. On auscultation, however, his heart 
exhibited the same arrhythmia that was heard 
intrauterine — runs of 2 to 4 beats interrupted by 
long pauses. In the hospital the baby took nour- 
ishment w r ell and appeared normal. An electro- 
cardiogram was taken on the fifth day after 
birth by Dr. Anna E. Wagner of the Pediatric 
Service. This record (Pig- 1) showed right axis 
deviation and groups of 2 to 3 regular beats 
followed by intervals which were just less than 
the time required for two regular beats. In leads 
II and III especially, inverted P waves could be 
seen occurring just after the last of each regular 
sequence of QRS-T complexes. Evidently, no 
ventricular contractions followed these early 
diastolic auricular extrasystoles, since the ven- 
tricles were still in a refractory phase. 

The electrocardiogram may be interpreted as 
demonstrating blocked auricular extrasystoles, a 
condition not frequently seen. From the slightly 
negative aberrant P waves recorded in lead I, 
one may hypothecate an irritable focus in the 
myocardium of the left auricle as the source of 
these blocked extrasystoles. 1 

From the Medical and Obstetrical Ser\ ices of the Jewish 
Hospital, Brooklyn 


After tbe baby’s discharge from the hospital 
his progress was essentially normal. At the end 
of a year the baby weighed 19 pounds and ap- 
peared well. His color was always good, be took 
nourishment satisfactorily, and dentition w as not 
delayed. The arrhythmia continued with fre- 
quent variations throughout this year. On some 
occasions the heart was completely regular, at 
other times only occasional extrasystoles were 
heard, and once a typical trigeminy was observed. 
When the baby was two months old, a harsh 
grating murmur accompanied by a palpable thnil 
first becameevident and became more pronounced 
as the child grew. This murmur appeared in the 
systolic phase only and exhibited its maximum 
intensity over the pulmonic area and over the 
sternum in the third interspace. 

By the end of the year a prominent precordial 
bulge was apparent and the heart percussed en- 
larged to the left. An x-ray of the chest (Fig. 2) 
taken when the child was nine months showed 
enlargement of tbe heart especially to the left. 
The aorta appeared markedly widened and in 
dextraposition to the rest of the heart, and the 
lung fields revealed exaggerated vascular mark- 
ings. The lateral plates did not elicit any more 
pertinent information. 

While the exact nature of the congenital heart 
lesion cannot be diagnosed in this case, the in- 
formation at hand seems to point to some ar- 
teriovenous shunt defect, such as a patent septal 
lesion, associated with a dextraposition of the 
aorta. 

A review of the literature reveals other in- 
stances where an intrauterine abnormality of the 
fetal heart sounds wns heard, aside from its 
common occurrence in acute fetal distress. The 
first such case was reported in 1854 by Massman 
who detected a fetal heart murmur and was then 
able to predict congenital heart disease in the 



Fig. 1. Electrocardiogram taken on the fifth 
day after birth showing right axis deviation and 
inverted aberrant P waves in all three leads. 
These auricular extras} stoles occur early in 
ventricular diastole and are, therefore, blocked 
or unable to excite the ventricles. 
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Fig. 1 . Photograph of x-ray flat plate showing 
distended small intestine and collapsed large 
bowel, with fluid level. 



ileum. The increasing leukocytosis. The history 
of postoperative gastrointestinal dysfunction, 
and chronic constipation. The palpation of a 
mass just below and lateral to a thin existing 
right median scar. 

Such an aggregate of facts led to the perform- 
ing of a laparotomy on September 6, 1940, at 
8:40 p.m., the preoperative diagnosis being in- 
testinal obstruction (due to the crystallization 
of peritoneal adhesions). 

Operative Procedure . — The existing right para- 
median scar tissue was excised, and the incision 
was carried down to the peritoneum, which was 
then opened. Several of the existing prominent 
formations of adhesions that seemed to be the 
cause of trouble were ligated and divided. These 


bands appeared partially to constrict the cecum 
and one loop of small intestine as they estab- 
lished themselves between the inner aspect of 
the abdominal wall and caput coli; lion ever, 
there was no complete compression of the in- 
testine. The small intestine was now traced 
from the cecum upwards and, after completing 
the survey of the ileum and well along the struc- 
ture of the jejunum, there was found a smooth 
rounded mass within the lumen of the bowel, 
blocking off the small intestine. This area was 
delivered for surface procedure, and a segment 
was clamped well above and below the intrinsic 
tumor. After the required vascular ligation of 
the mesentery, about 6 inches of jejunum and its 
contained pathology were resected by means of 
the actual cautery. The respective ends of the 
jejunum were then turned in and closed by a 
double row of sutures, and a lateral anastomosis 
was made. The repaired jejunum was returned 
within the abdomen and the wound was repaired 
in layers. The immediate postoperative condi- 
tion was good. 

Pathologic Report . — The pathologic report on 
September 6, 1940, was as follows: “Nature of 
specimen — intestinal resection and mass.” 

Gross Description: “The specimen consists of 
the small intestine, which measures 9.5 cm. The 
serosa has an area of dimpling with a bluish dis- 
coloration. The tumor mass protrudes into the 
lumen of the small intestine, the intrinsic dis- 
placement being complete, resulting in obstruc- 
tion. The tumor mass measures 3.5 by 2 cm. 
ossessing a definite stalk attachment, the base 
eing ulcerated and surrounded with a shaggy 
ground of fine tissue. An incised section reveals a 
distinct capsule with a homogeneous raised sur- 
face.” 

Microscopic Description: "The prepared sec- 
tion of the tumor mass demonstrates a mucosa 
which is ulcerated off and largely replaced by 
polymorphonuclear and lymphocytic cells. 
Within the surrounding inflammatory zone 
there is a fibrous tissue change. The stroma is 
arranged around a central core of blood vessels 
and a denser fibrosis. Other sections are made 
up of nothing more than a loose connective tissue 
with spindle cells and some fibroblasts. Again, 
other sections reveal a cell with a stellate nu- 
cleus from which originate strands enclosing clear 
spaces. While some of the areas possessing fi- 
brous and myxomatous tissue change indicate 
signs of activity and while there are many new 
blood vessels, alm ost resembling granulation 
tissue, this tumor is classified as benign.” 

Pathologic Diagnosis: “Myxofibroma* of the 
jejunum.” 

Postoperative Career . — The postoperative ca- 
reer was characterized by the desired reaction 
following careful intra-abdominal manipulation, 
with the exception of an incident of alarm, oc- 
curring on the tenth postoperative day, when a 
pulmonary infarct developed. This complica- 
tion, with the manifestation of acute pain m the 
lower left thorax, cyanosis, and pulse and respira- 
tion increase, subsided after seventy-two hours’ 
duration, and the patient improved rapidly. 
Efficient nursing, the Wagensteen gastric syphon, 
and the utilization of vitamin therapy con- 
tributed to complete recovery. 

* This is an extremely rare tumor, ofttimes grows 
to an immense Bize, and occasionally may be multiple 
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Fig. 1. Four-lead electrocardiograms obtained in patient J. C. A: Segments taken on day of 
admission. B: Segments taken on the following day. C: Segments taken on the third day after 
admission. D: Segments taken nine days after admission when he had fully recovered. 


positive. He was observed for a few hours and 
then sent home. 

He returned two days later stating that on the 
day following the injection of the tetanus anti- 
toxin he had felt dizzy, was nauseated, and had 
vomited several times. These symptoms per- 
sisted and, therefore, he returned. He was ad- 
mitted to the ward. 

Physical examination revealed an acutely ill, 
flushed, and somewhat disoriented young man. 
The temperature was 103 F.; the pulse, 120 and 
of small volume; the respirations, 24. His 
speech was thick. The right eye showed a 
healing laceration below the eyelid. The tongue 
was swollen and dry and had a yellowdsh-white 
urticaria-like lesion at its tip. The uvula 
was moderately edematous. The lungs were 
clear, the heart rate was 120, and the rhythm 
was regular; there were no murmurs. The blood 
pressure could not be obtained. An examination 
of the abdomen showed no abnormalities. 


There was a generalized adenopathy. A dif- 
fuse erythematous rash covered the face, neck, 
arms, and upper part of the trunk. 

During the next day the mental confusion less- 
ened and the blood pressure reading became ob- 
tainable, reaching a level of 84/54. The further 
clinical course was one of gradual improvement. 
On the fifth day of his hospital stay the tempera- 
ture became normal, the blood pressure was 
100/50, and the skin rash disappeared com- 
pletely. 

The medication given on the ward was as 
follows: 

March 23, 1940 4 p.m. Immediately after ad- 

mission 5 minims of 
adrenalin were given 
subcutaneously. 
Shortly afterward, 
1,000 cc. of 5 per 
cent glucose in nor- 
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Fig. 2. Anterior-posterior radiograph at 9 
months of age showing pronounced enlargement 
of the heart to the left. The aorta appears 
markedly widened and transposed toward the 
right. The lung Gelds reveal exaggerated 
vascular markings. 


offspring. Hyman, 2 in 1930, reported 6 cases in 
which premature contractions of the fetal heart 
were heard or recorded by the phonocardiogram. 
In all 6 cases the arrhythmia disappeared a few 
days after birth, and the hearts were then found 
to be normal. Dipple, 3 in 1934, reported a case 
where the fetus exhibited premature contractions 
and an accompanying murmur localizable to the 
fetal heart, so that he was able to prognosticate 
congenital heart disease before delivery. Rob- 
erts, 4 in 1938, reported a case in which the fetal 


heart manifested a soft whispering murmur and 
frequent extrasystoles. After delivery by cesar- 
ean section, the infant was cyanotic, and an ex- 
amination disclosed a systolic murmur and many 
extrasystoles. Death occurred in forty-two 
hours, and on autopsy a patent interatrial sep- 
tum and bicuspid aortic valve were found. The 
mother, interestingly enough, also suffered from 
congenital heart disease. Burnham, 4 in 1939, 
reported a case in which the fetal heart after the 
seventh month of gravidity showed an irregu- 
larity consisting of a premature contraction after 
every 3 to 5 regular beats. Six days after an 
uneventful delivery the arrhythmia disappeared 
and the infant’s heart appeared normal. 

Sinus arrhythmia also is quite commonly ob- 
served in the fetal heart and apparently is of no 
diagnostic significance. 

Summary 

From a review of our case and the cases re- 
ported in the literature, it seems that a prolonged 
ntrauterine fetal heart arrhythmia may occur 
not only in a heart with a congenital defect but 
also in an otherwise normal heart. In either 
instance the abnormal rhythm is usually due to 
extrasystoles arising from an irritable focus in 
the auricular myocardium. If, in addition to 
the irregularity, a fetal heart murmur can be de- 
tected, congenital heart disease may be prog- 
nosticated. 
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ELECTROCARDIOGRAPHIC CHANGES IN A CASE OF SERUM SICKNESS 
DUE TO TETANUS ANTITOXIN 

Theodore T. Fox, M.D., and Charles R. Messeloff, M.D., New York City 


TN 1937 Clark and Kaplan 1 demonstrated 
structural changes in the hearts of 2 pa- 
tients who had received large doses of anti- 
pneumococcus serum. These changes consisted 
of (a) proliferation of histiocytes in the mural 
and valvular endocardium and in the intima of the 
aorta, pulmonary arteries, and coronary arteries; 
and (b) evidence of stimulation of the interstitial 
mesenchymal tissue of the myocardium. In a 
later report Clark 2 offered further proof that mor- 
phologic alteration may be associated with serum 
disease. The amount of serum employed was 
apparently of no importance. 


Submitted January. 1941. 

From the Medical Service of Dr. A. A. 
pital for Joint Diseases. 


Epstein, Hos- 


In the present communication we are re- 
porting a case of serum sickness which showed 
acute and transient electrocardiographic changes. 
These changes assume particular significance in 
view of the structural alterations described. 

Case Report 

J. C., a white boy, aged 18, was admitted 
to the emergency room of the Hospital for 
Joint Diseases, on March 23, 1940, with a his- 
tory of having sustained an injury to the right 
eye two days previously. Examination showed 
a laceration under the right eye. This was 
treated and a prophylactic dose of tetanus anti- 
toxin was given. The latter was administered 
in divided doses over a period of two hours be- 
cause the preliminary skin test was markedly 


Special Article 


BEWARE OF ALWAYS AND NEVER! 

Donaid B. Armstrong, M.D., New York City 


I ET us look for a moment at the relation 
-t of health education to the tuberculosis 
eradication movement. 

The history of health education is charac- 
terized by a steady expanding utility, by a 
most helpful permeation of many phases of 
public health, and also by occasional detours 
along less productive or sometimes futile 
channels. 

Basic, for instance, is the work of health 
education in implementing and vitalizing 
the medical supervision of school children; 
conversely, the emphasis on certain health 
factors has been exaggerated, such as teeth 
brushing in the past and probably, in the 
present, the alleged gross inadequacy of 
vitamin intake on the part of our population 
at large. 

In the tuberculosis field, since the establish- 
ment of the National Tuberculosis Associa- 
tion and even earlier, health education has 
played an increasingly vital part in the detec- 
tion, treatment, and prevention of this dis- 
ease, augmenting sanitary and epidemiologic 
approaches to tuberculosis control. Now, 
with the more precise and productive use of 
instruments of precision in diagnosis and 
treatment, health education has an important 
task in creating a sound and sympathetic 
understanding on the part of the public re- 
garding such devices and procedures as the 
tuberculin test, the fluoroscope, chest surgery, 
and the x-ray. 

At present, health education seems to be 
tempted to concentrate upon the x-ray, which 
is logical enough in view of its outstanding 
importance when properly employed in 
tuberculosis detection and in the manage- 
ment of the patient. But in “going to town” 
with the x-ray, health education might, to 
advantage, exercise some caution. Other- 
wise, there is a real danger of throwing the 
whole tuberculosis control picture somewhat 
out of focus and of leading ultimately to the 
necessity for a costly readjustment in public 
understanding. Overemphasis on one factor 
tends always to induce an unwarranted de- 
preciation in the value of other items in the 
picture. 

Let us not forget that there are four equally 


essential and basic approaches to the diagnosis 
of tuberculosis: (1) the family and clinical 
history of the patient; (2) his medical (and 
particularly chest) examination by a com- 
petent physician, with sputum examination 
when possible; (3) fluoroscopy; and (4) x- 
ray, with its reading. We should be on guard 
against overemphasis on items 3 and 4, and we 
should also not throw the first two approaches 
out the window. As long as we have private 
medical practice in this country, the private 
practitioner, either in his office or in the public 
clinic, together with salaried medical staffs, 
must play his part in tuberculosis control, 
must be carried along in the program, and 
must not be completely subordinated to the 
technician. Those responsible for medical 
education realize this. It is, however, apt to 
be unrecognized or forgotten by other workers 
in the public health field, mostly active on or 
near the periphery and making their approach 
through somewhat tangential channels, such 
as that of the professional educator, the statis- 
tician, the chemist, etc. 

In the current enthusiasm for the x-ray, 
let us not forget that it is merely a shadow— 
that it needs interpretation in the light of the 
history and of a great variety of symptoms 
and signs. The doctor of medicine must be 
kept a part of the team. The program can- 
not be mechanical or technical altogether. 

Yet, with disconcerting frequency at the 
present time, we hear speakers, often without 
medical training, address audiences composed 
of more or less uninformed laymen and willing 
but uncritical physicians, announcing that the 
whole job is now almost altogether one that 
depends on mass x-raying of the population. 
Mass x-raying of the population has its place 
in case finding and is guardedly advocated by 
progressive health departments. It may be 
appropriate for younger groups (with or 
without the tuberculin test) or for older 
groups as well. With a well-organized follow- 
up it may be in many places, at least in part, 
desirable and practicable, but it is by no 
means the whole job. It can be much less 
productive than the direct pursuit of con- 
tacts, the examination of selected age, sex, 
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10 P.M. 

March 26, 1940 1 a.m. 

March 27, 1940 12 m. 

2 P.M. 
9 P.M. 

March 28, 1940 10 a.m. 

2 P.M. 
6 P.M. 

March 29, 1940 10 a.m. 

2 P.M. 


mal saline were 
given intravenously 
very slowly, over a 
period of five hours. 

Ephedrine sulfate, 3 / a 
grain 

Ephedrine sulfate, s /a 
grain orally 

Epinephrine 1-1,000 
in oil 1 cc. subcu- 
taneously 

Ephedrine sulfate, 3 / t 
grain orally 

Ephedrine sulfate, 3 /< 
grain orally 

Ephedrine sulfate, 3 /< 
grain orally 

Ephedrine sulfate, 3 / t 
grain orally 

Ephedrine sulfate, 3 / t 
grain orally 

Ephedrine sulfate, 3 / 4 
grain orally 

Ephedrine sulfate, 3 / 4 
grain orally 


Serial electrocardiograms were taken during 
this time. The first tracing (Fig. 1A), taken 
immediately upon admission (forty-eight hours 
following the injection of tetanus antitoxin), 
showed no evidence of myocardial damage. 
However, _ when compared with the tracing 
taken during the period of recovery, this initial 
electrocardiogram must be regarded as abnormal 
for this individual. The electrocardiograms 
taken on the following day (Fig. IB) showed a 
definite lowering of the QRS complex in the 
standard leads and a slight elevation of the ST 
segments in leads II and III. The ST changes 
were not present in the tracing taken on the fol- 
lowing day (Fig. 1C). The tracing taken on 
March 29, April 1, and April 2 showed a gradual 
increase in the voltage of the ventricular com- 
plex in the standard leads (Fig. ID). 


Comment 

It is reasonable to postulate that the electro- 
cardiographic abnormalities described above are 
attributable to myocardial changes of the nature 
noted by Clark and Kaplan. The two other 
possible causative factors — the administration of 
epinephrine and the presence of shock — can be 
readily eliminated. Epinephrine when given in 
large doses may give rise to transient changes in 
the electrocardiogram. 3 However, our patient 
received only a small dose on admission, and in 
spite of the readministration of the drug on a 
subsequent occasion, as well as the administra- 
tion of daily doses of ephedrine sulfate, the 
electrocardiogram returned to normal. Fur- 
thermore, the patient’s sensitivity to adrenalin 
was tested during the convalescent period. A 
control tracing was taken and he was given 0.7 
cc. of adrenalin subcutaneously. Twenty min- 
utes later another electrocardiogram was taken, 
and the only change that was noted was an in- 
crease of the heart rate from 82 to 100. 

The importance of the shock factor in the 
present case can also be readily eliminated, since 
the maximum electrocardiographic changes oc- 
curred during the period when the patient bad 
already recovered from the shock. 

Summary 

A case of serum sickness is presented with 
abnormal electrocardiographic findings. It is 
believed that the structural changes demon- 
strated in the hearts of serum sickness cases may 
be responsible for these changes. More frequent 
electrocardiographic studies in individuals with 
serum sickness are needed to establish the valid- 
ity of our assumption. 
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TREATMENT OF COMMON DISEASES 

A course on the treatment of common diseases, 
arranged by Dr. Clayton W. Greene, professor of 
medicine, Buffalo University School of Medicine, 
for the Fulton County Medical Society, will be 
given on Friday evenings at 9:00 p.m., alternately 
at Hotel Johnstown, Johnstown, New York, 
and Eccentric Club, Gloversville, New York. 
The program follows: 

February 6, “Results of Modern Methods in 
the Treatment of Anemia,” by Dr. Francis D. 
Leopold, assistant professor of medicine and 
therapeutics, Buffalo University School of 
Medicine. . . 

February 13, “The Management of Arthritis, 
Acute and Chronic,” by Dr. L. Maxwell Loekie, 
professor of therapeutics, Buffalo University 
School of Medicine. 

February 20, Practical Application of Hor- 


monal Therapy,” by Dr. Ivan Hekimian, as- 
sistant professor of medicine, Buffalo University 
School of Medicine. 

February 27, “The Treatment of Common 
Skin Lesions,” by Dr. Earl D. Osborne, profes- 
sor of dermatology and syphilology, Buffalo 
University School of Medicine. 

March 6, “The Use of Sulfanilamide and Drugs 
of That Group,” by Dr. Clayton W. Greene. 

March 13, “What Do We Know About Vita- 
mins,” by Dr. David K. Miller, professor of 
medicine, Buffalo University School of Medi- 
cine. 

The lecture on “The Use of Sulfanilamide and 
Drugs of That Group” is a cooperative endeavor 
between the New York State Department of 
Health and the Medical Society of the State of 
New York. 



Diagnosis 

CLINICOPATHOLOGIC CONFERENCES 

Departments op Medicine and Pathology, New York Post-Graduate 
Medical School and Hospital, Columbia University 


Date: November 18, 1941 
Presiding: Dr. Irving S. "Wright 

History 

Db. Maurice Bkuger: A 61-year-old 
white woman was admitted to the hospital 
complaining of severe precordial pain which 
had been present for eight hours. At times 
this pain was located in the epigastrium. On 
examination, three hours after the onset of 
pain, her physician noted that her extremities 
were cold and clammy. Her pulse at that 
time was slow and of poor quality. The 
blood pressure could not be determined. She 
was given a hypodermic injection of morphine 
(!/, grain) which relieved the pain but re- 
sulted in frequent bouts of vomiting. On ad- 
mission to the wards, she complained of 
nausea and occasional twinges of pain in the 
epigastrium. 

•No previous history of hypertension, pre- 
cordial pain, dyspnea, orthopnea, or ankle 
edema could be obtained. An intolerance to 
fatty foods had been present for five years. 
One brother died of “heart trouble’ at 35 years 
of age. 

On a dmis sion to the hospital her tempera- 
ture was 100 F. (37.8 C.); pulse, 90 per min- 
ute; and respiration, 20 per minute, uhe 
blood pressure was now 126/86 mm. of Hg. 
Physical examination revealed an obese, 
plethoric woman in no distress other than 
occasional episodes of retching. There were 
many small nonpulsating telangiectases over 
the face and neck. The pupils were irregu- 
lar and reacted to accommodation but not to 
light. Examination of the nose, mouth, neck, 
breasts, and chest yielded no significant find- 
ings. The heart was not enlarged to per- 
cussion; the heart sounds were of good quality. 
The first sound over the apex was split, and 
the second aortic sound equaled the second 
pulmonic in intensity. No murmurs were 
heard. The abdomen was soft, no misses 
were felt, and tenderness could not be elicited. 
There was pulsation of the dorsalis pedis and 
anterior tibial arteries on both sides. The 
biceps, triceps, and radial reflexes were 
present and equal on both sides. Patellar 


reflexes were barely obtainable. The ab- 
dominal and achilles reflexes were absent 
bilaterally. Position sense was intact. Vi- 
bratory sense was absent over the knees and 
ankles but was present in the upper extremi- 
ties. 

On the morning following admission she 
felt perfectly well. Five minutes later, she 
was seized with a severe pain over the pre- 
cordium which was followed by a generalized 
convulsion that lasted fifteen seconds. Dur- 
ing this convulsive seizure, the heart stopped 
beating but respiration continued for several 
minutes. Death occurred before any medica- 
tion could be given. 

Laboratory Data. — Urinalysis: specific 
.gravity 1.020, faint trace of protein, no sugar, 
no acetone, an occasional red blood cell, 10 to 
12 white blood cells per high-power field, 1 to 3 
finely granular and occasional hyaline casts 
per low-power field. An electrocardiogram 
taken shortly after admission was within nor- 
mal limits. Blood urea nitrogen was 35.0 
mg. per hundred cubic centimeters, and sugar 
was 100 mg. per hundred cubic centimeters. 
The sedimentation rate (Westergren) was 
20 mm. per hour; the blood Wassermann was 
4 plus; while the Kahn precipitation test was 
3 plus. 

Discussion 

Db. Robert McGrath: It seems to me 
there are four conditions to be considered 
as the possible cause of death in this patient. 
These are: (1) dissecting aneurysm of the 
aorta, (2) coronary thrombosis, (3) pulmonary 
embolism, and (4) coronary embolism. The 
last two are rather improbable. I mention 
coronary embolism only because of a recent 
report 1 of 3 cases originating from a mural 
thrombus attached to an atherosclerotic 
plaque. These cases also had an associated 
syphilitic aortitis. This is a rare complica- 
tion, and I think it can be excluded in this 
case because of its rarity and the lack of 
clinical evidence. Pulmonary embolism can 
be eliminated for several reasons: factors 
that produce this condition, such as operative 
procedures, and venous thrombosis were not 
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or occupational groups ; or other more pointed 
and economical approaches. 

Those who are innocent of the intricacies 
of clinical medicine and who consequently 
seem to be tempted to speak with universal 
authority as experts in all medical specialties 
can readily overemphasize this factor before 
an undiscriminating audience. Such a “con- 
tribution” to misinformation is not dissimilar 
to many “science-editor” or doctor-of-phil- 
osophy interpretations of medicine in the lay 
press and current periodical field. There 
we regularly see pseudoscientific writers 
sounding off in a premature fashion regard- 
ing alleged startling advances having to do 
with poliomyelitis research, virus vaccine 
therapy,, pneumococcus immunization, etc. 
All of this produces a costly imbalance in the 
sociomedical structure designed for ultimate 
control of preventable disease. 

Such misinterpretation or overemphasis 
seems also to be colored by a tendency on the 
part of these nonclinical health guides to see 
things, to quote Elbert Hubbard, “as black 
or white when they are after all but different 
shades of slaty gray.” An unfortunate 
moralistic tinge seems to vitiate their judg- 
ments as to medical and sanitary problems. 
On. these and other questions they seem to 
train with the decerebrated adrenalin boys. 
With regard to the x-ray and tuberculosis, for 
instance, we are told, with agitated table- 
pounding, that conditions now “cry to high 
heaven’ for the use of the x-ray — a measure 
that alone will solve the tuberculosis problem 
in the next decade or two! Tuberculosis so- 
cieties are suggesting placards and car cards 
that read: “Have you a health problem — 
have an x-ray” or “Tell your doctor you want 
an x-ray.” In reality, what conditions call 
for is a more adequate implementation of the 
doctor in office or clinic, making possible his 
full utilization, with intelligence and balance, 
of the x-ray with other measures, each one of 
which facilitates, but does not completely sim- 
plify, the handling of the tuberculosis problem. 

Of course, these exaggerated approaches 
serve a useful purpose at times. They give 
us our often unattainable but advantageously 
motivating slogans. Yet, if overdone, they 
are apt to lead to public confusion and subse- 
quent letdown. 

It may be true that all movements need 
some stimulation from those unhandicapped 
by the intricacies and the possibly incapacitat- 


ing uncertainties of medicine— such as the 
lay propagandist or emotional adder of num- 
bers in the medical field. Certainly, they 
have a reassuring positiveness, an arousing 
self-confidence, and a conviction of their own 
rightness not afforded those with a more inti- 
mate and complete picture of the complicated 
clinicopathologic aspects of such a problem as 
tuberculosis. Indeed, there are those lay ex- 
ecutives at work in the medical field, such as 
our long-time cooperators in the New York 
State Charities Aid Association, whose non- 
presumptuous yet able collaboration with the 
state public health authorities and the State 
Medical Society has contributed most sub- 
stantially to the growing conquest of not only 
tuberculosis but pneumonia, diphtheria, and 
other problems as well. These lay organizers, 
promoters, and educators, exercising re- 
strained judgment and initiative, have known 
how to stimulate medical activity in public 
health and when to seek medical advice and 
guidance on things medical. 

But such a stimulant must be administered 
or taken in reasonable and carefully pre- 
scribed doses. It must be remembered of the 
nonclinical mind that it may reach unwar- 
ranted conclusions in this field because of 
ignorance of essential details or lack of aware- 
ness of gaps in scientific knowledge. This, 
no doubt, often accounts for the sometimes 
hazardous and unwarranted self-assurance. 
It has been often said that if the average well- 
trained doctor of medicine could be as sure of 
any one thing in medicine as some of his non- 
medical or statistical colleagues are regarding 
everything in medicine he would be a most for- 
tunate doctor indeed. 

Doctors make poor social promoters. Edu- 
cation of a promotional character is essential 
to a social or public health program, as is so 
well illustrated by the New York State ex- 
perience cited above. Without it we might 
accomplish little or nothing in community 
organization. Yet, the promoter must al- 
ways be protected against his own tendency 
to grab a conspicuous and new idea and run 
wild with it. It should always be remembered 
that the nonmedical man in the medical field 
has never, after all, heard his professor of 
medicine orient his class at the beginning of 
his lecture series by admonishing the embryo 
physicians that “there are two words that do 
not appear in the vocabulary of medicine- 
never and always.” 
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About 50 per cent of the deaths are due to 
rupture into the pericardial sac, and the next 
most common point of rupture is into the left 
pleural cavity. In certain cases healing 
takes place, 3 and the patients die at a later 
date of another dissection or from some other 
cause. The usual course, however, is a 
spread of the dissecting process with eventual 
death. 

In attempting to decide between dissecting 
aneurysm with rupture into the pericardial 
sac and coronary thrombosis, certain points 
may be listed as being consistent with either 
diagnosis. These include the negative past 
history regarding cardiovascular symptoms, 
the type of pain and associated shock, the 
fever, and the elevated sedimentation rate. 
The negative electrocardiogram is not against 
coronary thrombosis because positive findings 
are often absent in the first few days of the 
illness; nor is it against dissecting aneurysm 
because in this condition electrocardiographic 
changes are frequently absent. The fact 
that the heart sounds were of good quality 
and that the blood pressure was 126/86 is 
against coronary thrombosis because these 
findings would be unusual after an attack as 
severe as this one. These latter findings are 
perfectly consistent with the diagnosis of dis- 
secting aneurysm. The severe pain immedi- 
ately preceding the convulsive seizure and the 
sudden and violent death indicate further dis- 
section with rupture into the pericardial sac 
producing cardiac tamponade. In making a 
diagnosis of dissecting aneurysm in this case, 
it is made in the absence of certain findings, 
some of which I should like to have found in 
the history but which are not necessary if the 
dissection involved only the ascending aorta. 
These findings are the changing location of 
the pain, changes in the peripheral circula- 
tion, and absence of visceral and lower spinal 
cord symptoms. I do not consider the ele- 
vated blood urea nitrogen or the abnormali- 
ties of the urine to be related to the dissecting 
process. The neurologic signs described are 
due in my opinion to neurosyphilis of the 
tabetic type. 

The only point remaining is the possibility 
of the presence of syphilitic aortitis in this 
case. There are no physical signs of aortitis, 
such as the presence of a systolic murmur at 
the aortic area, accentuation of the aortic 
second sound, or pulsation in the suprasternal 
notch. However, its presence seems possible 
because the aorta is frequently affected by 
syphilis and often without clinical manifesta- 
tions. About 10 per cent of the reported 


cases of dissecting aneurysm had syphilitic 
aortitis, but the part played in the dissection 
by syphilis is usually minimized. Aortitis 
tends rather to sacculation with rupture or, 
uncommonly, to direct rupture, both of which 
rarely cause the type of pain described in this 
case. 

Dr. McGrath’s Diagnoses 

1. Dissecting aneurysm of the aorta with 
rupture into the pericardial sac. 

2. Central nervous system syp hilis , tabe- 
tic type. 

3. Possible syphilitic aortitis. 

Dr. C. B. Weinberg: Six months prior 
to death she had been complaining of pain, 
nausea, and vomiting nearly every morning. 

Dr. McGrath: What was her blood 
pressure six months prior to death? 

Dr. Weinberg: I did not have the oppor- 
tunity to examine her. 

Dr. Wright: Dr. McGrath, would that 
alter your diagnosis? 

Dr. McGrath: No. 

Dr. Wright : How long do you think that 
a patient can live with a dissecting aneurysm? 

Dr. McGrath: Some will repair the dis- 
section and die from other causes. Certain 
patients have been known to live many 
months or years after a dissection. 

Pathology 

Dr. Maurice N. Richter: The most 
important findings are in the aorta. There 
is syphilitic aortitis with slight aneurysmal 
dilatation of the arch and marked longitudinal 
wrinkling of the arch and thoracic portions. 
There is a ragged tear in the aortic wall 1.5 
cm. above the aortic ring, extending in a 
longitudinal direction and involving all coats. 
There are about 450 cc. of blood in the peri- 
cardial cavity. The heart is not enlarged, 
and there are no valvular lesions and only 
slight changes in the coronary arteries. 

Two unrelated findings are a small chromo- 
phobe adenoma of the hypophysis and the 
presence of small foci of a peculiar type of fat 
resembling embryonal fat cells in the bone 
marrow. 

Pathologic Diagnoses 

Syphilis of aorta. 

Aneurysm of ascending aorta. 

Rupture of aortic aneurysm. 
Hemopericardium. 

Chromophobe adenoma of hypophysis. 

Dr. Wright: Do you think that the 
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present; there was no evidence of heart dis- 
ease which could produce a mural thrombus 
in the right side of the heart; the physical 
signs and electrocardiographic findings of 
pulmonary embolism also were lacking. 

I believe the diagnosis in this case lies be- 
tween dissecting aneurysm of the aorta and 
coronary thrombosis. A review of the clini- 
cal picture of coronary thrombosis appears 
unnecessary but, because of the renewed 
interest in dissecting aortic aneurysms, a 
summary of this condition from the clinical 
standpoint is pertinent. In the first place, 
it occurs most frequently between the ages 
of 40 and 60, but younger people occasionally 
are victims, as in 1 case 2 of a young man of 19. 
It is more frequent in men than in women up 
to the age of 70, but after that age the inci- 
dence is about equal. Hypertension is usu- 
ally but not invariably present. The onset 
of pain frequently follows severe exertion. 
As a rule, the pain is severe and sudden in 
onset rather than. the type commonly seen 
in coronary thrombosis in which the pain may 
gradually increase in severity. 

The ascending aorta is the commonest site 
of dissection, and in this situation the pain is 
precordial and sometimes epigastric. When 
the aortic arch is the site of dissection, the 
pain is felt high in the chest; when the dis- 
section involves the descending aorta, the 
pain is interscapular; and, when the abdomi- 
nal aorta is involved, pain is located in the 
lower part of the back and abdomen. As 
the dissecting process extends along the aorta 
in either one or both directions, the location 
of the pain changes correspondingly and this is 
one of the characteristic . findings noted in 
dissecting aneurysms. Shock is severe and at 
times there is loss of consciousness, but the 
latter is not so frequent as it is generally said 
to be. Nausea and vomiting are common; 
moderate fever is the rule. Changes in the 
peripheral circulation develop when the dis- 
section involves certain main branches of the 
aorta. These are common in the legs, the 
usual findings being diminished or absent 
arterial pulsations with a corresponding drop 
in skin temperature rather than gangrene. 

Changes in the circulation of the arms are 
rather rare as is involvement of the blood 
supply to the head. However, hemiplegia 
and convulsive seizures have occurred follow- 
ing interference with the circulation through 
one of the common carotid arteries. Visceral 
symptoms follow obstruction o the circula- 
tion through the visceral branches of the aorta. 
Examples are abdominal pain, blood passed by 


rectum, hematuria, and diminished renal 
function. Certain neurologic symptoms de- 
velop when intercostal and lumbar arteries 
are severed or obstructed. These arteries 
convey in part blood to the lower spinal cord, 
but an adjustment to the loss of this portion of 
the circulation is soon made so that the symp- 
toms are usually temporary and varying in 
nature. Weakness or paralysis of the legs 
diminished or absent reflexes, and sensory 
changes are the most common findings. 
Murmurs occasionally develop in the course of 
dissecting aneurysm. Their location depends 
upon the portion of the aorta affected. Sys- 
tolic murmurs are sometimes heard over the 
aorta both anteriorly and posteriorly and, 
occasionally, a diastolic murmur may be de- 
tected at the aortic area or along the left ster- 
nal border. The latter murmur has two pos- 
sible causes. One is the production of an in- 
competent aortic valve by extension of the 
dissecting process to involve the base of the 
valve, and the other depends upon the flow of 
blood through a rent in the intima of the 
ascending portion of the aorta. 

Electrocardiographic changes found in dis- 
secting aneurysm are of two types. The 
direct type results from a nonfatal small 
rupture into the pericardial sac with hemo- 
pericardium or from extension of the dissec- 
tion into one or both coronary arteries. The 
changes due to hemopericardium usually con- 
sist of negative T waves in all leads, while those 
resulting from reduction in the coronary cir- 
culation resemble the changes seen in coronary 
thrombosis. The indirect type of electrocar- 
diographic changes is less distinct and results 
from the effect of shock on an already impaired 
coronary circulation. This is often present 
in patients who develop a dissecting aneurysm. 

X-ray examination is an important diagnos- 
tic measure but is rarely done because the pa- 
tient is so seriously ill. When the dissection 
involves a portion that can be visualized, x- 
ray will frequently show an abnormality of 
the aorta and a series of daily pictures will re- 
veal a progressive enlargement of the aorta. 
Leukocytosis is common within a few hours. 
Increased sedimentation rate develops in a 
day or two, and somewhat later an elevated 
icteric index and a secondary anemia may be 
found. 

Except during shock or when dissection di- 
rectly affects the heart, as mentioned under 
the discussion of electrocardiographic changes, 
the heart is not altered. Recovery from 
shock in the nonfatal cases is accompanied by 
a return of the blood pressure to its usual level. 
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F n Lib Um ° r of Endometrial Stroma T yP e - Dr. Chester R. Brown and Dr. Amour 


There exists a primary neoplasm of the 
terus consisting of tissue strongly resembling, 
not identical with, the endometrial stroma 
ad apparently growing from it. Three dif- 
irent interpretations and names have been 
signed to this type of growth: (1) Typical 
ldometrial sarcoma (Meyer, R.: Handbuch 
er Speziellen pathologischen Anatomie, vol. 
II/l, 1930); (2) adenomyoma without 

ands (Casler: Tr. Am. Gynec. Soc. 44: 68 
119); (3) endolymphatic fibromyosis (Frank: 
m. J. Cancer 16: 1326, 1932). To judge 
om the small number of cases reported, the 
Joplasm in question is extremely rare. No 
lequate information is available as to the life 
story, prognosis, and therapeutic indica- 
3ns, although the tumor is morphologically 
tremely distinctive and readily identified. 

ase Report 

A 46-year-old woman was admitted to the 
trecologic division of ' Lincoln Hospital. 
ie complained of menstrual pain of three 
ars’ duration, metrorrhagia and dysuria for 
ree months and, finally, of the appearance 
a suprapubic mass increasing rapidly in size, 
re finding of a corpus uteri diffusely en- 
■ged to the size of a grapefruit led to the 
ignosis of myomatous uterus. Subtotal 
sterectomy and unilateral removal of the 
nexa were performed. 

Gross examination showed diffuse and sym- 
3tric thickening of the uterine wall with no 
screte tumor nodules. Many small polypi 
ojected into the cavity of the corpus. In 
e left tube and round ligament were seen 
reral small nodules. 

On microscopic examination throughout the 
fometrium were columns of tissue resem- 


perplastic stroma of the endometrium. High- 
power magnifications showed the neoplastic 
tissue to be made up of small, rounded, slightly 
elongated or occasionally branching cells con- 
taining a small amount of cytoplasm surround- 
ing a nucleus with a distinct, thin, nuclear 
membrane and diffuse, finely granular chro- 
matin. Each cell occupied a mesh of a fine 
network of argyTophilic reticulin. Numerous 
small blood vessels were formed directly by 
the tumor tissue. Here and there throughout 
the neoplasm were large empty spaces lined 
only with flattened endothelium, into which 
rounded masses of tumor projected These 
were, in all probability, lymphatic vessels. 
The tube and round ligament contained 
round masses of the neoplasm entirely within 
greatly dilated vessels, some of which con- 
tained blood and appeared to be veins while 
others were apparently lymphatics. 

The patient was followed for three years 
after operation, after which she was lost sight 
of. She received radiotherapy in another 
institution. When last seen she had a large 
and still growing, mass in the right lower 
quadrant of the abdomen. 

This case illustrates the rare type of growth 
which apparently arises from the stroma of 
the endometrium and faithfully reproduces 
its structure. In spite of the lack of histo- 
logic atypism, the tumor has a certain tend- 
ency to invasion of the uterus and in this 
case, of the adnexa. While the exact onco- 
logic classification of the neoplasm is still 
open to question, the present case shows that 
for practical purposes it must be regarded as 
having some of the features of malignancy. 

Discussion 


ng in every respect the stroma of the endo- Dr. Nicholas M. Alter: I should lik 
Jtriuni and forming an anastomosing net- report 2 fatal cases, 1 of which died four davs 
Tic. In several places this newly formed after operation. At the time of operation a 
sue was continuous with the distinctly hy- hysterectomy was performed for bleed' 
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adenoma of the pituitary had anything to do 
with the inequality of the pupils? 

Dr. Richter: The adenoma is too small 
to have caused pressure symptoms. 

Dr. Wright: What do you think was the 
immediate cause of death — the pressure on 
the heart brought about by the hemorrhage or 
the loss of blood? 

Dr. Richter: I think that it was caused 
by the rise of intrapericardial pressure result- 
ing from the hemorrhage. 
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Prize Essays 


'J’HE Merrit H. Cash Prize and the Lucien Howe Prize will be open for competition 
at the next Annual Meeting of the Medical Society of the State of New York, 
April 27, 1942, in New York City. 

The Lucien Howe Prize of S100 will be presented for the best original contribution on 
some branch of surgery, preferably ophthalmology. The author need not be a member 
of the Medical Society of the State of New York. 

The Merrit H. Cash Prize of S100 will be given to the author of the best original 
essay on some medical or surgical subject. Competition is limited to the members of 
the Medical Society of the State of New York, who at the time of the competition are 
residents of New York State. 

The following conditions must be observed: 

Essays shall be typewritten or printed with the name of the Prize for which the 
essay is submitted, and the only means of identification of the author shall be a 
motto or other device. The essay shall be accompanied by a sealed envelope having 
on the outside the same motto or device and containing the name and address of 
the writer. 

If the Committee considers that no essay or contribution is worthy of a prize, it will 
not be awarded. 

Any assay that may win the prize automatically becomes the property of the Medi- 
cal Society of the State of New York “to be published as it may direct.” 

All essays must be presented not later than February 1, 1942, and sent to the Chair- 
man of the Committee on Prize Essays of the Medical Society of the State of New 
York, 292 Madison Avenue, New York. 

Chas. Gordon Hetd, M.D., Chairman 
Committee on Prize Essays 


NATIONAL SOCIAL HYGIENE DAY 
Wednesday, February 4, will be the Sixth 
National Social Hygiene Day, to be observed 
throughout the country. The purpose of this 
annual event is to maintain and strengthen public 
interest in the fight against syphilis and gonor- 


rhea and conditions favoring their spread. That 
fight was never more important than it is in 
this time of national emergency, when the 
health and welfare of young men being called 
up for military service is giving all of us concern. 
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ribbon, occasionally only on one edge. Cross 
and longitudinal striations occurred only in 
parts of the ribbon, the remainder of which 
was granular. Meyer interpreted this as re- 
gressive phenomena with striations breaking 
down into granules or “schollen.” Within a 
single muscle bundle he saw “myoblasts,” 
transition forms, normal muscle fibers, and no 
evidence that the myoblasts invaded the 
bundle from without. Finally, incipient 
changes in the direction of “myoblasts,” such 
as small areas of granular cytoplasm, were seen 
in otherwise normal muscle fibers near the 
“growth.” 

This case is significant because of its age, 
and Meyer believed that it refuted the theory 
that striations appear as progressive differen- 
tiation in myoblasts. Abrikossoff’s cases were 
advanced, and it was impossible to tell in 
which direction the change was taking place 
(Meyer). Meyer believed that diffuse granu- 
lar swelling of the cells of the tumor plus oc- 
casional large cells explained the size of the 
nodule, even though cell multiplication was 
slight, and that various combinations of de- 
generation, regeneration, hyperplasia, and 
tumor formation existed in some cases of myo- 
blastoma. 

This author studied a tumor developing in 
the rectus abdominis, six years after ventral 
fixation of the uterus, in a case of endometrio- 
sis. There was marked regenerative hyper- 
plasia of the striated muscle with “myoblasts” 
showing fatty degeneration and “apparent 


multiplication of the nuclei which could easily 
be mistaken for cellular proliferation .... the 
multinucleate structures reproduce themselves 
but do not differentiate into striated fibers.” 

Klinge, in 1928, postulated a dysontogenetic 
origin for myoblastoma arising in locations 
normally devoid of striated muscle (skin, 
mucosa). In these tumors the granular cells 
do not resemble any normal embryonal stage 
of muscle development, a further reason for 
doubting the maturation of myoblasts to 
muscle fibers in the lingual nodules (Meyer). 

The tumor may exist for long periods. 
Klemperer’s series included a tumor of the 
groin existent for twenty years and another ex- 
istent in the right calf for twelve years. Only 
3 recurrences have been recorded. Seventy- 
seven cases were reported in 1934 (Grey and 
Grunnfeld) ; 34 had tumors in the tongue. 

Klemperer stated that cells of myoblastoma 
“may suggest the diagnosis of xanthoma and 
differential diagnosis rests upon the presence 
or absence of fat within the tumor cells.” 

Fat is present in certain instances of de- 
generating voluntary muscle and possibly in 
some cases of “myoblastoma” which are de- 
rived from degenerating voluntary muscle. 
Granular myoblastomas do not form striated 
fibers. The histologic picture may present 
various degrees of degeneration, regeneration, 
hyperplasia, and neoplastic-like changes. Re- 
currences represent further areas of degenera- 
tion and hyperplasia following repeated 
trauma, which was most likely in our case. 


Infections with Organisms of the Salmonella Group. Dr. Sregbert Bornstein 


(Jby invitation'). 

The methods of isolation and identification 
of those organisms that formerly were re- 
ferred to as the paratyphoid-enteritidis group 
and nowadays are called “salmonella” have 
been considerably improved during the past 
ten years. Consequently, the number of 
known separate species within this group has 
increased to almost a hundred, and our con- 
ceptions of the importance of these organisms 
for human pathology have undergone certain 
changes. A renewed study of salmonella in- 
fections, based on material examined by mod- 
ern methods, seems necessar y. 

On 500 human salmonella infections in 
North America and Cuba serologic type deter- 
mination was carried out. Thirty-two types 
were represented; fifteen of them can be con- 
sidered as rare. The large number of known 
types makes it necessary to have many serums 
and type cultures at hand. This has pre- 


vented the serologic type diagnosis from be- 
coming widely used. Many laboratories still 
only recognize Salmonella paratyphi A, S. 
paratyphi B (Schottmueller), Salmonella ty- 
phi murium (= aertrycke), S. cholerae suis 
(= suipestifer), and Salmonella enteritidis 
(Gaertner), and record the others as “unclassi- 
fied salmonellas.” This puts more than one- 
third of the causative organisms of human 
salmonella infections together with bacteria 
of questionable pathogenicity. A simplified 
method of recognizing the seventeen outstand- 
ing types will be suggested in a forthcoming 
publication. 

Several types formerly reported to have 
been found in animals only were recently iso- 
lated from man. Multiple infections were ob- 
served. Hormaeche, in Montevideo, cultured 
from 1 child five different salmonella types. 

Clinical information was available in 369 of 
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The case was clinically diagnosed as myoma of 
the uterus and, when I received the uterus, 
there was a uniform layer y 2 inch in thickness 
of gray-white, medullary type of tissue, 
sharply limited, which on microscopic section 

Myoblastoma of Striated Muscle with 
Brown and Dr. Amour F. Liber 

There exists a benign tumor of striated 
muscle first mentioned by Heurteaux in 1881. 
Abrikossoff in 1926 designated the tumor 
“myoblastic myoma.” An atypical tumor of 
this type was removed at Lincoln Hospital. 

J. H., a 60-year-old white man, was ad- 
mitted to Lincoln Hospital on July 4, 1941, 
for treatment of an “ulcer of the left leg.” 
The present illness began in 1931 when the 
patient noticed a small, painless, marble-sized 
mass in the calf of the left leg gradually in- 
creasing in size. This was removed at a New 
York hospital in October, 1931. The mass 
was described “as 4 cm. in diameter, encap- 
sulated, and rubbery.” The microscopic di- 
agnosis was spindle-cell sarcoma. The pa- 
tient received heavy treatments with x-ray 
following excision. Three months later the 
wound “broke down” and a small ulcer formed 
locally. 

In 1932, at another Institution, a biopsy was 
performed and a diagnosis of spindle-cell 
sarcoma made. The patient was again 
treated with x-ray and radium and was dis- 
charged with a draining sinus, which has per- 
sisted since 1932 to the present admission. 
At the time of discharge in 1932, the patient 
stated that he felt a small nodule in the calf 
of the leg which has enlarged considerably in 
past years. 

Clinical Examination . — “On the calf of the 
left leg was an area of heaped-up granulation 
tissue and a draining sinus in the center. 
This area measured 4 by 8 cm. The sur- 
rounding tissues were considerably indu- 
rated.” Local excision of this area was per- 
formed. “The fascia covering the soleus 
muscle was infiltrated with what appears to be 
neoplastic tissue extending from just below 
the popliteal space to about 3 inches from the 
heel.” 

Marked scarring and induration of the fas- 
cia and muscle layer were noted extending 
down to the upper portion of the fibula. 
There was a foreign body V 2 inch in length 
found centrally located within the indurated 
areas which resembled a Radon seed. 

About ten to fifteen small, firm pieces of 
tissue were submitted to the laboratory. Mi- 


seemed to be similar to Robert Meyer’s de- 
scription. At the time of operation it was re- 
ported that there were other pelvic masses. 

In the other case there were extensive metas- 
tases to the ovary. 

Lipid-Containing Cells. Dr. Chester R. 

croscopic examination revealed areas of degen- 
erating striated muscle adjacent to diffuse 
neoplastic-like cellular infiltrations. These 
cells showed finely granular cytoplasm with 
numerous monorefringent, coarse brown gran- 
ules staining red with scharlach R, and one or 
more rounded, central, or eccentric nuclei. 
Transitional forms showing persistent stria- 
tions and large rounded eosinophilic globules 
occurred between the degenerating muscle 
and granular tumor cells. The latter ap- 
parently were derived from degenerating 
striated fibers. Microscopic diagnosis was 
atypical granular-cell myoblastoma. 

All authors agree that Abrikossoff’s typical 
myoblasts stain negatively for fat. Consid- 
erable doubt exists regarding the pathogene- 
sis of myoblastoma. There are three current 
opinions : 

The tumor represents a regeneration of 
striated muscle following injury (especially 
in the tongue) with hyperplasia (Abrikossoff, 
Meyer) and neoplasia (Diss) of striated fibers. 
Abrikossoff described a tumor derived from 
voluntary muscle and composed of cells 
termed “myoblasts,” polygonal-shaped, with 
granular cytoplasm, showing syncytial pro- 
longations, some of which revealed striations. 
He compared this cell to the embryonal myo- 
blast and believed that transitional forms 
showing striations were at times formed by the 
granular myoblasts. The tumors were found 
in various portions of the body and in situa- 
tions where no striated muscle normally ex- 
isted. 

Meyer, in 1932, agreed that injury probably 
preceded tumor formation in some cases (in 
the tongue, especially) but stated that myo- 
blasts showing striations were remnants of 
degenerating striated cells as were the granu- 
lar forms. He denied that Abrikossoff’s myo- 
blasts could form new muscle fibers. A small 
growth in the tongue (Meyer) was first noted 
three weeks prior to removal. Although 
transitions were noted between striated and 
unstriated cells, these did not occur as in 
young muscle cells — i.e., as longitudinal stria- 
tions in narrow elongated cells — but irregu- 
larly, in various portions of the muscular 
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ent strains of the same serologic salmonella 
type. 

In conclusion, it can be said that seventeen 
salmonella types are of major importance for 
human pathology in this country. They 
should be generally recognized. It would be 
of diagnostic advantage to include a few of 
the more important salmonella antigens in the 
Widal reaction. There is no principal differ- 
ence between paratyphoid fever in a stricter 
sense and other salmonella infections. Sal- 
monella septicemia is not a rare disease; it 
has a high lethality. The salmonella carrier 
state involves danger of distribution as well as 
danger of septic infection for the carrier him- 
self. Types that were only known to occur in 
animals were recently found in man. More 
research is necessary to establish a classifica- 
tion of salmonellas according to their patho- 
genicity and invasiveness. 

Discussion 

Dr. Amotjr i\ Liber: I should like to ask 
Dr. Bornstein if a salmonella that is really 
nonpathogenic to man (if this may be as- 
sumed for any of these organisms) were in- 
gested — as, for example, Salmonella pullorum 
ingested accidentally or by the eating of raw 
eggs which happen to be infested— would the 
organism still be viable in human feces? In a 
laboratory that is not equipped to do sero- 
logic tests but can only approximate the di- 
agnosis by cultural methods, would it be neces- 
sary to take into consideration such a possi- 
bility? 

Dr. Alfred Angrist: The statement that 
Dr. Bornstein made about the incidence and 
frequency of these organisms is borne out when 
atypical coli and the like are tracked down. 
In the last few years we have been successful 
in isolating at least six or more of these strains. 
The case that Dr. Bornstein referred to which 
came to autopsy with a typhi murium infec- 
tion, if I am not mistaken, represents the only 
typhi murium case that came to autopsy with 
enteric lesions resembling those of typhoid 
fever. The resemblance to typhoid fever was 
rather striking, both in the gross and in the 
microscopic pictures. I should say, for the 
record, that the autopsy was not performed by 
myself but by Dr. Mitchell, and the organism 
was not isolated by myself but by our bacteri- 
ologist, Miss Wollov. In that sense, I am al- 
most an ideal discusser, having had so little to 
do with the case. The findings on autopsy 
suggested a lesion resembling typhoid. The 
microscopic lesions showed all the character- 
istic cells with the large mononuclear cells 


prominent throughout the lymphoid tissue, 
particularly in the ileum, in Peyer’s patches, 
and in the colon, rather more extensively than 
is seen in the typhoid group of infections. 
The spleen was not markedly enlarged. That 
was another feature that Dr. Bornstein 
stressed. 

The Peyer’s patches were quite hemor- 
rhagic. Some superficial ulcerations oc- 
curred, but the entire Peyer’s patch was sel- 
dom ulcerated. There was no marked hyper- 
plasia of the lymphoid tissue in the colon, but 
there were numerous small ulcerations and an 
occasional large ulcer. 

Microscopically, the Peyer’s patches were 
seen to be edematous and to contain the 
rather characteristic large mononuclear cells 
in great numbers. The patient had a peri- 
tonitis, and many of the cells in the fibrino- 
purulent exudate on the peritoneal surface 
were of this same type. The lymph nodes 
also were filled with the large mononuclear 
cells. The liver did not show any focal ne- 
crosis but did show extensive portal infiltra- 
tion, and there was a diffuse myeloid reaction 
throughout. 

We took the culture material and also some 
of the material from other strains of salmon- 
ella and injected nine guinea pigs and six 
mice and rats with the organism. We were 
quite fortunate, I think, in obtaining spectacu- 
lar lesions. Most of the animals lived beyond 
the third or fourth day. Many of them lived 
for two weeks and then the batch was killed. 
The changes in the Peyer’s patches in the 
guinea pigs consisted of extensive infiltration 
with exudate and abscesses filling some of the 
deep glands and the characteristic mono- 
nuclear type of infiltration. There was some 
typical focal necrosis throughout the liver. 
There was also a diffuse myeloid reaction in 
this tissue. The lymph nodes showed exten- 
sive focal necrosis and a prominent exudate of 
large mononuclear cells. 

The clinical record of this case presented a 
young man, 21 years of age, admitted with a 
picture of acute appendicitis, with the story 
of having felt well until twenty-four hours be- 
fore admission, when he had a sudden abdomi- 
nal pain with nausea and vomiting. The pain 
settled in the right lower quadrant three to 
four hours before operation. Operation 
showed a normal appendix, but we noted a 
periappendiceal axudate on microscopic study. 
The ileum was found to be rather turgid and 
edematous. The patient developed peritonitis 
and lived three or four days postoperatively. 
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our cases. Thirty-four, or almost 10 per cent 
of our cultures, came from healthy persons, 
some known to be contacts, some not. Seven- 
teen of these cultures belong in the serologic 
group C, whose main representative is Sal- 
monella cholerae suis. S. typhi murium, 
which otherwise represents almost one-third 
of our material, was cultured from healthy 
persons only twice. We have observed car- 
riers for periods up to eight months. They 
are not only a possible source of transmission 
but are in danger themselves, because occa- 
sionally the organisms enter the blood stream 
and may get a foothold at a site of lowered 
resistance. 

In 49 of our cases the clinical disease was 
septicemia, which means that the outstanding 
feature was the presence of the bacteria in the 
blood or parenteral foci of infection. The di- 
agnoses were septicemia, endocarditis, ab- 
scess, osteomyelitis, pleurisy, peritonitis, men- 
ingitis, and others. The organisms belonged 
thirty-five times in group C. Among the 
others were S. enteritidis, cultured from the 
spinal fluid in a case of fatal meningitis and 
S. typhi murium from an osteomyelitic focus 
and from the peritoneum of a child with peri- 
tonitis. There were 18 deaths in this group. 
Though no lethality statistics can be deduced 
from our material, the high incidence of septic 
infections, their high death rate, and the 
findings of salmonellas of groups other than 
C is noteworthy. 

The histology of septic infections with 
salmonellas, so far as we know, is not in any 
way characteristic. In the case of a woman 
typhoid carrier who had a twisted ovarian 
cystoma, Dr. Plaut found the peritoneal lay- 
ers entirely formed by typhoid cells. The 
specific histology in this case is no reason to 
see a fundamental difference between it and a 
salmonella peritonitis. The typhoid bacillus 
also causes changes without typical histology, 
like the so-called gastroenteritis typhosa, and 
purulent lesions and, on the other hand, vari- 
ous salmonellas can produce typhoid-like ana- 
tomic lesions 

Another group of diseases caused by sal- 
monella infection is that of enteric fever, simi- 
lar to the mitigated or atypical picture of 
typhoid fever often seen in children. Leuko- 
penia and slow pulse rate may or may not be 
present; roseola and splenic enlargement seem 
to be mostly absent. Fifty-one such cases 
were in our series, 1 with S. paiatyphi A, 

25 with S. paratyphi B, and also 25 others. ' 
In this type of infection it is necessary to in- 
clude a few of the more important salmonella 


antigens in the Widal reaction, otherwise 
diagnoses may be missed or wrongly inter- 
preted. Dr. Angrist has performed the au- 
topsy on 1 case in this group, which was due to 
S. typhi murium, and found a typhoid-like 
anatomic picture. In all, there were 5 deaths 
in this group. 

The remaining 235 patients had gastroen- 
teritis, often called “food poisoning.” All 
serologic groups of salmonella were found re- 
sponsible for this disease, including S. para- 
typhi B in 12 of our cases. S. typhi murium 
occurring in 94 patients is outstanding in this 
group. Five of these patients died— 2 of 
these were infants and in 2 cases the salmon- 
ella infection was only a contributing cause 
of death. The gastroenteritis cases, which 
are the most frequent but not the only clinical 
manifestation, have caused the belief that sal- 
monella infections in general have a low mor- 
tality. 

Though certain types of salmonella cause 
one or the other clinical picture more often, all 
may cause either septicemia or enteric fever or 
gastroenteritis. The same conditions may be 
due to the typhoid bacillus, which serologically 
belongs in the salmonella group and which 
causes anatomic and histologic changes that 
also may be caused by other salmonellas. 

The same serologic type may be the cause of 
outbreaks in which the clinical manifestations 
are rather uniform, but in one outbreak it may 
be enteric fever, in the other, gastroenteritis. 
This makes one believe that there must be 
differences in the condition of strains of the 
same type which are responsible for the de- 
gree of pathogenicity and invasiveness. A 
classification of salmonellas in this respect is 
needed. 

Sulfaguanidine is strongly bacteriostatic for 
S. cholerae suis and fairly so for S. paratyphi 
A, while other salmonellas are resistant to the 
drug. Differences in resistance against alpha- 
methyl-d-galacturonate were recently reported 
to exist between salmonellas by Steinhaus 
and Georgi. Such differences may not only 
give helpful hints for the treatment of infec- 
tions but may possibly permit the formation 
of groups that fit the epidemiologic facts bet- 
ter than the serologic groups do. 

Another classification whose relation to 
pathogenicity needs further study is the divi- 
sion of salmonella strains into those that we 
have called “potentially hemolytic” and 
others. The typhoid bacillus contains a 
sheep-hemolysin that can be liberated from 
the bacterial cell by bacteriophages. Such 
hemolysin may be present or absent in differ- 
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palpable in the left axilla; there was no other 
extension in the body. On January 31, 1940, 
the left breast was practically clear and the 
left axillary nodes were palpable. The blood 
count was practically unchanged. The blood 
chemistry was normal. There was no involve- 
ment of other organs. On February 14, 
1940, there was spontaneous delivery of a 
healthy male infant, weighing 3,730 Gm. 
Three weeks after delivery the patient was 
readmitted with pain along the spinal column. 
An x-ray examination showed no bone or 
chest involvement. In March, four months 
after first being seen, the patient’s tempera- 
ture became septic, she had marked diaphore- 
sis, and on March 21 she began to have black 
stools and nosebleed. She died April 3. 

Autopsy revealed a large tumor mass about 
20 cm. in diameter replacing the left breast. 
The right breast was normal. Both axillas, 
neck, and inguinal regions showed discrete 
lymph nodes from 0.5 to 2 cm. in diameter. 
In the retromediastinum there was a small 
mass of lymph nodes matted together meas- 
uring 5 by 3 by 1.5 cm. The heart and lungs 
were normal. In the retroperitoneum there 
were about ten lymph nodes from 1 to 4 cm. 
in diameter. The liver weighed 2,300 Gm. 
and showed circumscribed and diffuse white 
metastatic nodules. The spleen weighed 550 
Gm., was diffuse and firm, and had no nodules. 
Each kidney weighed 250 Gm. and showed 
tumor nodules. The gastrointestinal tract 
showed several nodules 0.5 to 1 cm. in di- 
ameter in the lower ileum; one larger nodule 
had perforated to the mucosa. There was 
diffuse peritonitis, 300 cc. of exudate being 
present. Culture of the peritoneal fluid 
yielded Bacillus coli. 

Microscopic examination of the breast re- 
vealed mixed types of lymphocytes in many 
areas still reticular in type with large pale 
nuclei. Silver stains showed s imila r varia- 
tion from short thick bundles to fine fibrillar 
network. The veins contained tumor thrombi. 
Sections of the nodules in the liver and kidney 
showed mostly small dark lymphocytes of the 
differentiated type, silver stain showing fine 
network. The liver and kidney also showed 
diffuse infiltration as seen in leukemia. The 
lymph nodes from various sites showed varia- 
tions from the large, pale cell, reticular type 
to the mixed variety with small dark cells. 

Case 2. — Mrs. S. A., a 43-year-old white 
woman, P 3, complained of soreness and 
heaviness of the abdomen. The menstrual 
periods had been regular with a slight excess of 
flow. A laparotomy was performed six weeks 


after the patient was first seen; she had lost 
15 pounds in the past six weeks, had become 
weaker, and the skin had changed to a light 
lemon color. Operation showed bilateral 
encapsulated ovarian tumors, with multiple 
small nodules in the liver, omentum, and en- 
larged retroperitoneal nodes. 

The gross specimen consisted of a right 
ovarian tumor measuring 14 by 11 by 10 cm. 
and a left ovarian tumor 10 by 6 by 6 cm., 
both encapsulated. On cross section they 
were similar, showing diffuse whitish gray 
growth with irregular areas of hemorrhage 
and necrosis. 

Microscopic examination showed a new 
growth of small round cells almost syncytial, 
with large pale nuclei and with fibrous stroma 
around the capsule, otherwise, coarse reticular 
fibrils. The patient did not recover from the 
operation and died after fourteen days; au- 
topsy was not performed. 

The first case has clinical, gross, and micro- 
scopic evidence of generalized lymphosarco- 
matosis, which started in the left breast; 
the primary site in the breast showed reticular 
sarcoma. The metastasis was of blastoma- 
tous nature. Hematogenous nodules were, 
however, in most places of the mature lympho- 
cytic type. Primary autochthonous develop- 
ment was observed in lymph nodes, particu- 
larly of the retromediastinum and retroperi- 
toneum, which were also reticular in type. 

The second case demonstrated a rare type of 
tumor of rapid malignancy which probably' 
originated in the right ovary'. The operative 
findings and the histologic picture are the 
only evidence, since no autopsy was per- 
formed. Subdivision of sarcomas of lym- 
phoid tissue seems inadvisable, since various 
types from the most undifferentiated syncytial 
or reticular types to the mature lymphocytic 
type can be found in the same case and prob- 
ably' represent various stages of histogene- 
sis. 

Conclusions 

Two cases of lymphosarcomas are presented 
with unusual primary sites, one in the breast 
and one in the ovary. 

The primary site of both cases presented a 
typical histologic picture of reticular sarcoma. 

The terminal condition of the breast case 
at autopsy' was that of generalized Iympho- 
sarcomatosis, with hematogenous and lym- 
phatic metastases in the viscera and lymph 
nodes consisting of lymphoblasts at various 
stages of differentiation. Some lymph nodes, 
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We recovered a typhi murium from the stool 
clinically and from a colonic ulcer, as well as 
a typhi murium and a hemolytic streptococcus 
from the peritoneum at autopsy. I think an- 
other unusual feature was that the patient 
had a low white count, about 2,100 on admis- 
sion. Other than that, his picture was typical 
of appendicitis. 

Dr. Leo Meyer: During the summer of 
1940 there was an epidemic of food poisoning 
in Brooklyn, during which 40 people were in- 
fected with the aertrycke bacillus, which was 
identified by the Health Department. They 
had eaten some smoked fish, and within six 
hours all had developed severe gastroenteritis. 
Two of these people died, and I autopsied 1 of 
them. This was a 40-year-old man who lived 
for four days. He had a green mucoid cast of 
his entire small intestine, which was adherent 
to Peyer’s patches, and the curious thing was 
that histologic section through these showed 
a nonspecific ulceration and did not demon- 
strate the large mononuclear cells that Dr. 
Angrist showed. There were positive blood 
cultures, and cultures from the spleen and 
mesenteric nodes also revealed the same or- 
ganism. 

The second case was also in an adult who 
had eaten smoked fish from the same source 
two weeks previously, and this person had no 
evidence of ulceration of the intestinal tract. 
At postmortem the only diagnosis was broncho- 
pneumonia with sepsis, and the organism was 
recovered from the blood stream. 

I should like to ask Dr. Bornstein if he con- 
siders the aertrycke bacillus the same as 
typhi murium. Some of the textbooks sepa- 
rate them; some do not. 


Dr. Angrist: There is another point I 
wish to stress. In some work with pneumo- 
coccus and the effects of sulfapyridine, we have 
been rather unsuccessful in the determination 
of virulence, if that is any indication of what 
can be hoped for in a similar reaction with 
similar agents on the part of typhi murium. 
We have recovered both sulfapyridine-fast 
and nonfast strains both from autopsy mate- 
rial and from clinical material showing re- 
covery. I do not know if that will carry over 
to the salmonella group. 

Dr. Siegbert Bornstein: Bacillus aer- 
trycke and S. typhi murium are synonymous. 

To answer Dr. Liber’s question, may I say 
I do not know what would happen to a man 
who swallows Salmonella gallinarum. I 
would not advise anyone to do it because he 
might become the first case of such an infec- 
tion, as was that veterinarian who did not 
think that Salmonella abortus equi was patho- 
genic for man and was not careful. He got 
pretty sick. We know what happens to ani- 
mals when they are fed with typhoid bacilli, 
which are not pathogenic for them— nothing 
happens, the organisms disappear quickly 
from the animal, and so, I suppose, would S. 
gallinarum from man. 

I wish to thank Dr. Angrist for his support 
and to express my gratitude to the Society for 
the opportunity of presenting this work here, 
because even though these results are modest 
and unfinished, we think they are a challenge 
for a renewed study of salmonella infections 
based on the newer knowledge of the organ- 
isms. For such work our group needs the 
support of as many pathologists as possible. 


Lymphosarcoma with Special Reference to the Original Site (Report of 2 cases (l) 
Breast and (2) Ovarian). Dr. Nicholas Alter. 


The terminal condition of lymphosarcoma 
presents an almost impossible problem as to 
the original site. For such work two require- 
ments are necessary: careful clinical observa- 
tion, to trace the development of the pathol- 
ogy, and gross and histologic studies. Two 
cases are presented with special consideration 
to the above requirements. 

Case 1. — Mrs. M. C., a 32-year-old white 
woman, was a dmi tted in the twentieth week 
of her third pregnancy (November 3, 1939). 
The left breast was twice the size of the right; 
the mass was diffuse; there was tenderness 
over multiple skin nodules and particularly 
over the nipple. No axillary nodules were felt. 


The right breast had been entirely negative. 
The patient was under observation for one 
month. Blood counts were negative. The 
white cells ranged from 7,000 to 8,000, and 
lymphocytes were never lu'gher than 10 per 
cent. A biopsy of the skin nodule was diag- 
nosed as sarcoma of the breast. This wip 
followed by deep x-ray therapy. During this 
stay at the hospital there was no evidence of 
extension of the disease; the liver and spleen 
were not enlarged or palpable. There were no 
complaints relating to any of the organs. 
The patient was readmitted seven weeks after 
first being seen. The skin nodules had dis- 
appeared, but discrete lymph nodes were 
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1942 Registration Certificates 

Information has come from Dr. Joseph S. Lawrence, executive officer, that the 
Department of Education is doing its utmost to supply the physicians with their 
1942 registration certificates but has been greatly delayed, first by the installation 
of new recording machines and now by a lack of clerical service. 

Physicians who have applied for re-registration are assured that they will receive 
their certificates at an early date, and in the meantime they need not fear that they 
are violating the law by continuing their practice. 


County 

Chautauqua County 

Dr. George W. Cottis has been appointed chief 
of the emergency medical corps for Jamestown. 
Dr. Cottis, who is president-elect of the New 
York State Medical Society, was a Medical Corps 
Captain during the first World War and served 
overseas. 

Chenango County 

At the annual meeting of the county society 
held December 9 the following officers were 
elected for 1942: president, Dr. Ben Lee Dodge, 
Bainbridge; vice-president, Dr. William Perry 
Elliott, New Berlin; secretary and treasurer, Dr. 
John H. Stewart, Norwich; censor of three years, 
Dr. Leslie T. Kinney, Norwich; delegate to 
State Society, Dr. Archibald K. Benedict, Sher- 
burne. 

The committee chairmen are: legislative, Dr. 
Jaynes Mott Crumb, South Otselic;_ public 
health, Dr. Edwin Fred Gibson, Norwich; eco- 
nomics, Dr. Norman Campbell Lyster, Norwich; 
maternal welfare, Dr. Carl D. Meacham, Greene. 
Dr. Heinz Gunther Cohn, of Afton, was elected 
to membership . — John H. Stewart, M.D., Secre- 
tary. 

Members of the Chenango County Medical 
Association were guests of the Rotary Club in 
Norwich on December 9. Dr. John H. Stewart 
introduced the following: Drs. J. C. Boland and 
R. M. Vincent, of Binghamton; Dr. Ben Lee 
Dodge, of Bainbridge; Dr. Archibald K. Bene- 
dict, of Sherburne; Dr. Jaynes Mott Crumb, of 
South Otselic; Dr. A. H. Evans, of Guilford; 
Drs. William D. Mayhew and M. G. Boname, of 
Oxford; Dr. Carl D. Meacham, of Greene; Drs. 
William Perry Elliott and E. A. Hammond, of 
New Berlin; Drs. M. H. Jacobi and L. T. Kinney, 
of Norwich. 

Essex County 

The following officers were elected at the an- 
nual meeting of the society held in Ticonderoga: 
president, Dr. Albert Leonard Hayes, Willsboro; 
vice-president, Dr. Samuel A. Volpert, Lake 
Placid; secretary-treasurer, Dr. James Edward 
Glavin, Port Henry; censors, Dr. John Sanders 
Miller, Jr., Crown Point, Dr. John Breen, 
Schroon Lake, Dr. Thomas J. Cummins, Mine- 
ville; delegate to the state convention, Dr. 
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Joseph A. Geis, Lake Placid; alternate, Dr. 
Thomas R. Cummins, Ticonderoga, delegate to 
Fourth District Branch, Dr. George Le Roy 
Knapp, Ticonderoga; alternate, Dr. Edwin C. 
Johnson, Newcomb . — James E. Glavin, M.D., 
Secretary. 

Fulton County 

Members of the county society, at a dinner 
meeting on December 17, paid tribute to Dr. 
John D. Vedder, of Johnstown, highly respected 
member and officer of the society for many 
years. 

At the business meeting held during the eve- 
ning the following new officers were elected: 
president, Dr. Arthur R. Wilsey, of Gloversville; 
vice-president, Dr. Herbert C. Hageman, of 
Gloversville; secretary, Dr. Louis Tremante, of 
Gloversville; treasurer, Dr. D. Malcolm Mc- 
Martin, of Johnstown. 

Dr. B. A. Winne, of Johnstown, retiring presi- 
dent, presided over the after-dinner program. 
Seated at the speakers’ table were Drs. B. G. 
McKillip, Vedder, Winne, George Lenz, Tre- 
mante, and Arthur C. Hagedom. 

Genesee County 

Dr. Raymond L. Warn, of Oakfield, will head 
the county society during the coming year. He 
was elected at a meeting at the Batavia Club 
on December 11 when Dr. Robert G. Wilson, of 
Batavia, became vice-president and Dr. Peter J. 
Di Natale, of Batavia, was renamed secretary 
and treasurer. Dr. Di Natale will also be the 
delegate to the New York State Medical Society 
Annual Meeting and Dr. Paul P. Welsh, of Le 
Roy, will be the alternate delegate. 

The county medical society announced on 
December 16 a new schedule of fees for home and 
office calls, the change being attributed to “cost 
of medical materials and supplies and operating 
expenses increasing to a considerable degree.” 

The basic minimum charge for office attention 
is listed at S2.00. The remainder of the new 
schedule is as follows: $2.50 for home visit be- 
tween the hours of 7 :00 a.m. and 7:00 p.m., $3.00 
for a home call between 7:00 p.m. and midnight, 
and S4.00 for a home call between midnight and 
7:00 a.m. 

An additional provision of 50 cents a mile for 
calls outside the city or village limits is made. 
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particularly in the retroperitoneum and retro- 
mediastinum, reproduced a reticular, undif- 
ferentiated type. 

Clinical and histologic studies were neces- 
sary to ascertain the primary site showing the 
reticular type of growth. In the case of gen- 
eralized lymphosarcomatosis, the lymph nodes 


[N. Y State J. M. 

showed also autochthonous growth as in the 
original site. 

In the hematogenous and lymphatic meta- 
stases, lymphosarcoma behaves as any other 
malignant growth. 

The case of ovarian growth was entirely 
blastomatous in nature. 


“What Must We Do to Improve the Health and Well-Being of 
the American People?” 

The next few months will be vital ones in the life of our nation. Are the American 
people ready to meet the demands that will be made of them? Although our living 
standards are higher than those of any other country, there is yet much that needs to be 
done to make our people physically, mentally, and spiritually fit — fit to meet the challenge 
that Totalitarianism has hurled at the Democratic way of life. What must we do to 
improve the health and the social, economic, and spiritual well-being of the American 
people? Surely we must give thought at this time to our internal as well as to our ex- 
ternal defenses. 

In order to encourage you to express your thoughts on this important topic, Town 
Hall, through the generosity of a member of its Board of Trustees, Mr. Russell Maguire, 
offers SI, 000 in cash prizes for the best essay on the subject. 

The prizes are divided into two sets: one set for the best essays written by any 
contestants 21 years and over, and the second set to go to the best essays by any con- 
testants under 21 years. There will be two first prizes of S250 each — one in each age 
group, two second prizes of §100 each, two third prizes of §50 each, and ten prizes of 
§10 each in each age group. The two first-prize winners will also be given a trip to 
New York, or any other city from which “America’s Town Meeting of the Air” may 
be originating at the time of the award, and will be presented on the broadcast. 

Rules of the Contest 

Please Read the Rules Carefully 


1. Essays are not to exceed 1,000 words 
in length. 

2. Envelopes containing essays must be 
postmarked not later than February 1, 
1942. 

3. AJ1 essays submitted become and re- 
main the property of Town Hall, and any 
essay may be used in Town Mooting or in 
other publications at the discretion of 
Town Hall. 

4. The essays will be judged by a commit- 
tee of prominent Americans selected by 
the Board of Trustees of Town Hall. 
Their decisions will be final. 


5. Essays will be judged on the basis of 
originality, practicality and clarity. 

6. Everyone is eligible to participate m 
this contest in his own age group, except 
persons connected with Town Hall or the 
National Broadcasting Company and their 
immediate families. 

7. Essays should be written on one side of 
paper — and typed if possible. 

8. Be sure to indicate on your essay whether 
you are entering the contest in the Adult or 
Youth Divisions. 

9. Winners will be announced as soon as 
possible after closing date of February 1, 
1942. 


Mail Essays to: Essay Contest Editor, Town Hall, 123 West 43rd Street, New York, 

N. Y. 


Convalescent: “The touch of the nurse’s 
hand cooled my fever instantly." 

Doctor: “Yes, I heard the slap away down 
the hall ” — The Canadian Doctor 


Auntie: “And what will you do, my little 
darling, when you grow up to be a great big 
girl?" ,, 

Child: “Reduce." —Selected 
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At the afternoon session Dr. James S. Edlin, 
New York City, will be the chairman. 

2:30 — “The Role of the Radiologist in the Diag- 
nosis of Diseases of the Chest,” by Dr. 
Henry K. Taylor, Director Depart- 
ment of Radiology, Welfare Hospital, 
New York City. 

Discussion opened by Dr. Bart .R, 
Young, Associate Professor of Radiol- 
ogy, Temple University Medical 
School and Assistant Director, Depart- 
ment of Radiology, Temple University 
Hospital, Philadelphia, Pa. 

4:00 — Chest X-Ray Conference 
4:30 — Business Meeting 

Onondaga County 

Dr. George S. Reed was elected president of 
the Syracuse Academy of Medicine at the annual 
meeting on December 16 held at the University 
Club. Dr. J. G. Fred Hiss was chosen vice- 
president. 

Also elected were Dr. George C. Goewey, 
secretary; Dr. William E. Pelow, treasurer; Dr. 
M. G. Brown, trustee for a three-year term; and 
Drs. Noble R. Chambers, Gerald C. Cooney, and 
Ferdinand J. Schoeneck, members of the council. 

Orange County 

Dr. William T. Lemmon, assistant professor of 
surgery at Jefferson Medical College Hospital and 
attending surgeon at Philadelphia General Hos- 
pital, spoke before the general staff meeting of 
Horton Memorial Hospital on December 17 on 
“Continuous Spinal Anesthesia.” He showed 
slides and moving pictures in color of the technic 
and uses of this method of spinal anesthesia. 

Queens County 

On Tuesday, January 27, Dr. Frank H. Lahey 
will be the guest of honor of the society at a din- 
ner at the Forest Hills Inn. At 8:00 p.m. the 
same evening, a kodachrome motion picture from 
the Lahey Clinic entitled “Subtotal Thyroidec- 
tomy” will be shown in the society’s Auditorium. 
Following this, Dr. Lahey will speak on “Newer 
Developments in Surgery." 

Rensselaer County 

Dr. A. J. Hambrook has been appointed medi- 
cal consultant in the Troy Department of Public 
Welfare, a new position provided for in the 1942 
city budget. 

Dr. Hambrook assumed the post on January 1. 
The new position is required by the state as a 
part of the new unified medical care program 
being installed in the city department. The new 
state policy by which local welfare agencies will 
set up and administer their own medical care 
programs, instead of operating under the cen- 
tralized State Medical Manual, is the result of 
extended conferences between the State Depart- 
ment of Social Welfare and the State Medical 
Society. 

Dr. Russell B. Scobie, of Newburgh, discussed 
“Medical Problems and Care of the Pre-School 
Child” at a meeting on December 18 at the Troy 
Health Center. 

This was the first of a series of seminars in 
pediatrics held in connection with the newly 


organized Child Health Service in rural Rensse- 
laer County. 

Present at the meeting were Dr. Elizabeth 
Gardener, director, Department of Maternity 
Infancy and Child Hygiene; Dr. Helen Owens, 
assistant director; and Dr. F. E. Coughlin, dis- 
trict state health officer. Dr. John Sibbald, 
president of the county society, presided. The 
discussion was opened by Dr. Arthur W. Benson, 
consultant pediatrician of the Child Health Serv- 
ice. 

Saratoga County 

The county society’s committee on Medical 
Preparedness and Council of Defense, composed 
of Dr. W. H. Ordway, chairman, Dr. Carl R. 
Comstock, and Dr. Walter S. McClellan, have 
completed plans for protection of Saratoga 
County against any type of medical emergency 
it might encounter as a result of public disaster 
or war conditions, says a local newspaper. 

County physicians have been classified accord- 
ing to their various specialties. From this survey 
a complete card index system has been evolved 
detailing all information concerning their activi- 
ties and the zones selected for particular groups 
of medical men to cover in case of emergency. 

Physicians in key localities are being selected to 
coordinate local efforts throughout the county 
and to dovetail with local defense councils. 

Seneca County 

At a meeting on December 11, Dr. Samuel 
Archer Munford, of Clifton Springs, talked on 
heart diseases and their treatments. Dr. Duane 
Walker was unable to be present and Dr. Bald- 
win presided. A discussion of group health and 
accident insurance for physicians was held and 
Mr. Lee, of Lodi, and Mr. Yaness, of Waterloo, 
expressed opinions on policies. 

Suffolk County 

In the current issue of the Suffolk County 
Medical Society News Letter, Dr. Frank Overton, 
Lt. Col., Inactive Reserve, U. S. Army, offers 
an article on “Preparedness for Defense in Suf- 
folk County,” in which he sets forth clearly the 
dangers to the people of Suffolk from raids by 
air and sea and the departments in the county 
that function for the protection of the people. 

According to Dr. Overton, emergencies in 
timesof peace or war are of two kinds: those 
affecting property and those affecting life and 
health. The recent countywide “blackout” 
was designed as a test of the efficiency of local 
means of de alin g with both kinds of emergencies, 
especially those within the scope of the fire de- 
partments, hospitals, first-aid stations, and the 
medical profession. 

Wayne County 

A resolution unanimously requesting continu- 
ance of the Wayne County Health Camp was 
voted for presentation to the County Board of 
Supervisors by the county society at its annual 
meeting at Lyons in December. 

Re-elected were the following officers: presi- 
dent, Dr. James L. Davis, Newark; first vice- 
president, Dr. George Pasco, Wolcott; second 
vice-president. Dr. Frank Wood, Lyons; secre- 
tary and treasurer, Dr. Thomas C. Hobbie, Sodus. 
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Herkimer County 

Herkimer physicians have organized a disaster 
squad equipped to deal with any emergency. 

With use of Steuben School granted by the 
Board of Education, the doctors met in Decem- 
ber at the home of Dr. Floyd H. Moore, of Herki- 
mer, local head of the Medical Preparedness 
Council, to arrange a permanent organization. 

In order to make available a large number of 
nurses’ aides, able to take over nontechnical du- 
ties from a comparatively small group of trained 
nurses, the doctors are cooperating with the 
Red Cross in teaching a regulation Red Cross 
nurses’ aide course. Volunteering for this task 
were Drs. Frederick C. Devendorf, James W. 
Graves, Howard C. Murray, D. F. Aloisio, Albert 
L. Fagan, Byron G. Shults, James F. Gallo, 
Harold T. Golden, and Dr. Moore. 

The county medical society has authorized 
purchase of a SI, 000 defense bond, its treasurer, 
Dr. Albert L. Fagan, has announced. The soci- 
ety, believed to be the oldest in the country, will 
buy the bond from funds already in its treasury. 

Kings County 

The pediatric section of the county society and 
the_ Academy of Medicine of Brooklyn will hold 
their January meeting on Monday, January 26, 
at 8:30 p.m. at the Kings County Medical 
Society, 1313 Bedford Avenue, Brooklyn. The 
following papers will be given: “Psychologic 
Problems of the Adolescent,” by Dr. Harry Bak- 
win, of Manhattan; “Endocrine Problems of the 
Adolescent,” by Dr. Jacob S. Beilly, of Brook- 
lyn. — H. S. Bikoff, M.D., Secretary. 

Livingston County 

Dr. Kenneth T. Rowe, of Dansville, president 
of the county society, talked on “Common 
Problems of Urology” at a dinner meeting at 
Hotel LaDelfa in Mount Morris on December 10. 

The first meeting, following organization of the 
Women’s Auxiliary of the Livingston County 
Medical Society, also was held at Hotel LaDelfa, 
with Mrs. Kenneth Rowe, of Dansville, the presi- 
dent, in charge. 

Montgomery County 

At its annual meeting in December the county 
society voted to make certain payments to mem- 
bers who enter military service. 

The schedule provides for paying single men 
S75 per month; married men without children 
$100 per month; and S25 additional for each 
child under 18 years of age. The treasurer of the 
society is to assess and collect sufficient funds 
from the members of the group. 

New York County 

In cooperation with the Emergency Medical 
Service, the Medical Society of the County of 
New York and The New York Academy of Medi- 
cine have recently given a series of four lectures 
and demonstrations on advanced first aid. 

At the first lecture Dr. George Baehr, director 
of the medical division of the National Office of 
Civilian Defense, spoke on the organization of 
emergency medical service. Captain Charles D. 
Scully director of first-aid instruction for the 
New York Chapter of the American Red Cross, 
spoke on first-aid work. 


The second lecture dealt with the emergency 
care and transportation of fractures, described by 
Dr. Robert H. Kennedy, chairman of the Na- 
tional Fracture Committee of the American Col- 
lege of Surgeons. _ Dr. Kennedy’s lecture was fol- 
lowed by a movie on emergency splinting pro- 
duced by the College’s Regional Fracture Com- 
mittee. 

On January 5, Dr. Frederick W. Bancroft, 
president of the New York Surgical Society, pre- 
sented the emergency care of abdominal injuries, 
head and chest injuries, and burns. On Januaiy 
12, Dr. Lawrence M. Thompson, Chief of the 
First Aid Division of the American Red Cross, 
took up the emergency care of wounds, hemor- 
rhage, and shock. 

The seventh series of lectures for the public on 
the army, art and romance of medicine, sponsored 
by The New York Academy of Medicine, opened 
on November 13 with the delivery of the Linsly 
R. Williams Memorial Lecture by Dr. James 
Alexander Miller. His subject was “Tubercu- 
losis: The Known and the Unknown.” The 
second lecture was given by Dr. Tracy Jackson 
Putnam on “Mechanisms of the Mind.” Other 
lectures in the series will be: 

Dr. Abraham A. Brill, The Freudian Epoch (New York 
Academy of Medicine Anniversary Discourse), January 
22 . 

Dr. Arnold L. Gesell, New Haven, Conn., Creative Be- 
havior in Child and Adult, February 26. 

Dr. Norman H. Joliiffe, History of Vitamin B, March 26 
Dr. Anton J. Carlson, Chicago, Newer Knowledge on 
Nutrition, April 23. 

The New York State Chapter of the Ameri- 
can College of Chest Physicians will meet on 
January 23 in the Hotel Biltmore, New York 
City. The chairman of the morning session is 
Dr. Nelson W. Strohm, of Buffalo. 

The program is as follows: 

9:30 — Registration of Members and Guests 
9:45 — “Tracheo-Bronchial Tuberculosis,” by 
Dr. Louis H. Clerf, Professor and Di- 
rector Department of Bronchoscopy, 
Jefferson Medical College and Hospi- 
tal, Philadelphia, Pa. 

Discussion opened by Dr. John Dever- 
euxKeman, Professor and Director De- 
partment of Bronchoscopy, College of 
Physicians and Surgeons (Columbia 
University) and Presbyterian Hospital, 
New York City. 

11:00 — “Total Pneumonectomy,” by Dr. Julian 
Johnson, Director Department ot 
Thoracic Surgery, University Pennsyl- 
vania Hospital, Philadelphia, Pa. 

Discussion opened by Dr. Samuel Olcott 
Thompson, Associate Professor Sur- 

f ery, New York Medical College, and 
lirector Department of Thoracic Sur- 
gery, Metropolitan Hospital, New 
York City. 

1 :00-Lunch 

Guest Speaker — Dr. Samuel J. Ko- 
petzky, New York City, Medical Di- 
rector, Selective Service Administra- 
tion for the State of New York; Presi- 
dent of the Medical Society of the 
State of New York. Subject: “Medi- 
cal Preparedness." 


Hospital News 


Emergency Nursing Service 

T HE formation of a master plan for a 24-hour 
emergency nursing service for New York 
City, covering the 30 Health Districts and in- 
volving more than 38,000 registered professional 
nurses, was announced on December 11 through 
the local Office of Civilian Defense. The plan 
will be put into operation by Dr. E. M.Bemecker, 
Chief of the Emergency Medical Service for the 
City of New York, through whose office at 125 
Worth Street, New York, all disaster calls in- 
volving nursing service will clear. 

At the request of the Emergency Medical Serv- 
ice, a nursing council, representative of the pro- 
fessional nursing organizations and the com- 
munity’s nursing services — including institu- 
tional, public health and private duty — is setting 
up the plan by which all known nurses will be 
assigned to specific health districts. A call system 
is being devised to reach each nurse through a de- 
signated hospital or other local headquarters. 

The nurses themselves are being asked to 
stand by until full instructions reach them 
through the organizations with which they are 
affiliated. Such instructions will include the 
place to report, a description of suitable uniforms 
and identifications, and all other pertinent in- 
formation. 


Newsy Notes 

/"\N December 15 seventy-two hospitals in 
Greater New York (thirty-five in Man- 
hattan) had completed the establishing of emer- 
gency field units as outlined in the Medical 
Division Bulletins Nos. 1 and 2 from the Office of 
Civilian Defense. 


With the end of 1941 came the close of the 
United Hospital Fund carried on for the past 
several weeks in New York City and vicinity. 
As of December 13, there had been collected 
31,032,214.04, and the goal set was $1,784,000. 
The number of subscribers, as well as the 
amount collected, was greater as of this date than 
in 1940. Seventy-five volunteer nonprofit hospi- 
tals benefit by the fund. 


“If a hospital is great in spirit, original in its 
outlook, creative in its service and inspiring in 
its community relationships, that hospital will 
assume a definite personality, for the success of 
an institution i3 not measured by its size alone,” 
said Mr. Raymond P. Sloan, associate editor of 
Modem Hospital, at a recent dinner meeting of 
the board of trustees and medical board of the 
Staten Island Hospital. 

“In this country we are studying more closely 
hospital service in its relationship to community 
health needs 

“What we need more today than anything 
else is faith with which to fight, faith in the fact 


that service to suffering humanity will bring its 
own reward. With such faith we will look into 
the future fearlessly, and plan for that future, 
with the careful consideration of the role that 
each has to play. We will build our hospitals, 
our doctors’ workshops on a solid foundation, de- 
signing them to the pattern of the community’s 
health needs.” 

“Teamwork between hospital trustees and the 
medical staff is essential if our voluntary hospi- 
tals are going to uphold their tradition of service 
to the suffering and to function as modem medi- 
cal and educational centers," he said. 


Dr. Frank F. Tallman has been appointed 
director of the Study of Parole and Family Care 
by the Temporary Commission on State Hospital 
Problems, of which Homer Folks, S.C.A.A. secre- 
tary, is chairman. 

Through the courtesy of the State Department 
of Mental Hygiene, Dr. Tallman was given a 
leave of absence in August from his duties as 
clinical director of the Rockland State Hospital, 
in order to give full time to the study'. 


Appointment of the first woman physician to 
the staff of Herkimer Memorial Hospital was 
made recently when the directors approved the 
application of Dr. Margarete Kotmetz, 133 
North Main Street, formerly of Vienna, who 
started practice here recently. 


On November 27 the Brooklyn Eagle carried 
an article on the use of music in hospitals. Mrs. 
Harriet A. Seymour of 82-16 Beverly Road, Kew 
Gardens, Long Island, is the founder of the Na- 
tional Foundation of Musical Therapy, which 
has its headquarters in Steinway Hall, New York 
City. Since October, Mrs. Seymour has been 
conducting training classes there. Those enter- 
ing this field need not be concert quality musicans. 
A sympathetic personality and a desire to help 
suffering people are requisites, however. 

Certain types of music have been found most 
effective in dealing with certain types of cases. 
For example, one type of music is used for shell 
shock or depressed patients, another type for 
tubercular patients, and another type for those 
suffering pain. Doctors hail musical therapy as 
an adjunct to their treatment. 


Improvements 

The cornerstone of the Buckley Pavilion of 
the Methodist Hospital, a nine-story struc- 
ture now under construction at Sixth Street 
near Seventh Avenue, was laid on December! by 
Bishop Francis J. McConnel, bishop of the New 
York area of the Methodist Church. Hersey 
Egginton, president of the institution, presided 
at the ceremonies and was assisted by Dr. Chester 
G. Marshall, director of the hospital. 
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Dr. Ralph Sheldon, Lyons, was named as delegate 
to the State Medical Association convention, 
with Dr. S. W. Houston, Wolcott, alternate. 

Dr. D. F. Johnson, Newark, was elected to the 


board of censors to replace Dr. Myron E. Car- 
mer, Lyons. Other members of the board are 
Dr. George S. Allen, Clyde, and Dr. Arthur 
Besemer, Marion. 


Deaths of New York State Physicians 


Name 

Age 

Medical School 

Date of Death 

Residence 

George Ambrus 

45 

Szeged 

November 14 

Manhattan 

Samuel T. Barton 

78 

Kentucky Med. 

December 17 

Canastota 

Joseph Brettauer 

78 

Graz 

December 26 

Manhattan 

Archibald Buchanan 

75 

Albany 

November 16 

Troy 

George M. Case 

80 

Jefferson 

December 13 

Elmira 

James J. Duffy 

49 

Harvard 

December 13 

Manhattan 

Morris Fink 

59 

P. & S. N. Y. 

October 31 

Manhattan 

Samuel W. Green 

47 

Albany 

December 26 

Brooklyn 

Oscar P. Honegger 

86 

Heidelberg 

December 25 

Lake Mahopac 

Moses Krakowski 

75 

Kharkov 

October 31 

Bronx 

Maurice J. Lippman 

57 

Univ. & Bell. 

October 31 

Manhattan 

William Lustig 

57 

L. I. C. Hospital 

October 29 

Manhattan 

Donald T. MacPhail 

70 

Medico-Chirurg-Phila. 

December 16 

Manhattan 

Frederic E. Montgomery 

60 

George Washington 

December 28 

Forest Hills 

Emil T. Mueller 

61 

Heidelberg 

December 17 

North Tonawanda 

Walter L. Niles 

63 

Cornell 

December 22 

Manhattan 

Terence B. O’Neil 

66 

Maryland 

December 9 

Ilion 

Leo Schreiber 

64 

Baltimore Med. 

March 4 

Brooklyn 

William S. Thomas 

70 

Washington, D. C. 

December 21 

Manhattan 

Arthur H. Terry 

84 

P. & S. N. Y. 

December 26 

Patchogue 

George Walrath 

61 

Albany 

December 21 

Port Richmond 


DOCTORS ARE HUMAN BEINGS 

“Physicians are dying needlessly every year of 
advanced disease. . . .many have never had a 
physical examination since they were examined 
for life insurance. . . .it is a real tragedy to find 
hopeless advanced cancer in a physician.” 
These calamitous lines appear in a Bulletin for 
the American Society for the Control of Cancer. 

In contrast, one reads in the September issue 
of the Metropolitan Life Insurance Bulletin: 
“New Army in Excellent Health," “Average 
Length of Life Increased by One-Third Since 
1900,” and “Health of American Wage-Earners 
Remains at High Level” — but at what level is 
the health of the American doctor? 

Perhaps patriotism will at last accomplish 
what family admonitions and mere possession of 
knowledge have failed to do, for a doctor’s health 
is no longer a personal matter but one of vital 
public concern. To maintain the health of the 
nation— "our first line of defense —is not an easy 
task under any conditions but it is now made 
doubly hard by the acute shortage of physicians 
/Imp tr. qn manv having been called into military 
S Sno longer break the rules. It is 
lime to take our ovm medicine. 


THE GIRL WHO WORKS FOR A DOCTOR 
.... enters upon a real career and, it seems to 
me, one of the most useful careers that is possible 
for her to fulfill,” says Miss Marjorie Euler m 
“Highlights of Twenty-Five Years of Service, 
published in the Journal of the Michigan ■ olate 
Medical Society for September. The article is 
so complete that it can easily serve as a handbook 
for the doctor’s secretary. The author even 
counsels on such ticklish problems as explaining 
away your being late for an appointment when 
she knows you are lunching with your best crony 
telling about the big one that got away! one 
goes into: office housekeeping and ethics; the 
variety of patient personalities; instrument and 
book salesmen; telephone calls (with phonetic 
tips); the insurance patient; and the all-impor- 
tant subject of bills and mail collections (even to 
sample letters). 

On personal appearance, she says: Be as 
attractive as possible but this doesn’t mean 
brilliantly colored claws for naiis.” And on the 
subject of promptness: “Whatever time your 
office opens, be at least five minutes ahead of 
time.” In other words: “Be the best Girl 
Friday’ you can.” 



Medical Preparedness 

Complete Plans for Handling Professional Personnel in War 

Function of Procurement and Assignment Service and Names of Committeemen 

for Corps Areas Are Announced 


A N OUTLINE of the organization of the 
Procurement and Assignment Service for 
Physicians, Dentists, and Veterinarians and the 
names of the corps area committeemen repre- 
senting the three professions are announced in 
the Medical Preparedness Section of the J oumal 
of the American Medical Association for December 
27. The announcement says: 

“At a meeting in Chicago of the board of the 
Procurement and Assignment Service with the 
Committees on Medical Preparedness of the 
American Medical Association, the American 
Dental Association, and the American Veterinary 
Medical Association, a definite organization was 
completed for the functioning of this service in 
relationship to needs of professional personnel 
in the war.” 

Physical Requirements for Physicians in 
Service 

“The Procurement and Assignment Service 
will make available shortly through publication 
in the periodicals of the professions concerned a 
tabulation of the physical requirements for 
physicians applying to any of the federal serv- 
ices.” 

Evaluation of Physicians Through County 
Medical Societies 

“More than two thousand county medical 
societies have already made available ratings of 
physici ans available in such counties as regards 
their employment in essential services and their 
availability for the Army and Navy Medical 
services. Steps will be taken to speed up the 
completion of similar evaluations in the remain- 
ing counties.” 

Quesuonnaire 

“Approval w as given to the immediate publica- 
tion in the professional periodicals of a question- 
naire addressed to all members of the medical 
profession urging them to enroll at once with the 
Procurement and Assignment Service so as to 
make available immediately a pool of physicians 
from whom applicants for commissions might 
be drawn promptly. The immediate needs of 
the Army are for men in the grades of lieutenant 
and captain — that is to say, men particularly un- 
der the age of 45 ” 

The National Roster 

“A conference was held with representatives 
of the National Roster, which is a subsidiary of 
the National Resources Planning Board. Ar- 
rangements were made for joint action with the 
Budget Committee in Washington to secure the 
necessary funds for operation of the National 
Roster covering the medical profession and for 
the regional office m the headquarters of the 
American Medical Association.” 


Corps Areas 

“Dr. James A. Panllin [Atlanta, Ga. ] described 
the methods by w T hich evaluation has been made 
of all men in the Fourth Corps Area and also the 
method by which ratings have been given to 
specialists 

“Approval was given to the constitution of 
committees m each of the corps areas and associ- 
ated naval districts to function as advisory to the 
corps area commander, the committee to consist 
of a chairman w ho w ill be the corps area repre- 
sentative of the Committee on Medical Prepared- 
ness of the American Medical Association, one 
physician representing medical education, one 
representing the hospital organizations, two 
physicians selected at large, two dentists and one 
representative of the veterinary profession. The 
chairmen nominated for the various corps areas 
are as follows: 

First — D b W G Phippen, Salem, Massachusetts 
Second — Dk A W Booth, Elmira, New York 
Third— Da A M Shipley, Baltimore 
Fourth — Db Edgar Gbeene, Atlanta, Georgia 
Fifth — D r E L Henoebsov, Louisville, Kentucky 
Sixth — Db Charles H Phifeb, Chicago 
Seventh — Da Roy W Fotrrs, Omaha 
Eighth— Da Sam E Thompson, Kerrville, Texas 
Ninth — D b Chables A Doses, Oakland, California 

“Other physicians nominated to these corps 
area boards include: 


First — Db Deebing G Smith, Nashua, New Hamp- 
shire, Db Lucius Kingman, Providence, Rhode Island 
Second — Db S J Kopetzky, New York Citj , Dk W 
J Carbington, Atlantic City, New Jersey 

Third — Db C H Henningeb, Pittsburgh, Db Hugh 
H Tbout, Roanoke, Virginia 

Fourth — Db Alfred \ Walker, Birmingham, Ala- 
bama, Db Edward H Jelks, Jacksonville, Florida 
Fifth — Da Robert Conabd, Wilmington, Ohio, Db 
Labue Carter, Indianapolis 

Sixth — Db J Milton Robb, Detroit, Dr Stephen 
E Gavin, Fond du Lac, Wisconsin 

Seventh — Da F L Loveland, Topeka, Kansas, Db 
Robert L Pabkeb, Des Moines, Iowa 
Eighth — Db Holman Taylob, Fort Worth, Texas 
Db John W Amesse, Denver 

Ninth — D b John Fitzgibbon, Portland, Oregon, Db 
John H O Shea, Spokane, Washington 


"A regional office is to be established m each 
corps area for the maintenance of information, 
for supervision of the state committees and to 
act as a consulting body on all matters relating 
to the functions of the Procurement and Assign- 
ment Service m the corps area. The following 
dentists were recommended for appointment: 


First — us PHILIP Adams, Boston, Dr Frank; W 
Rounds, Boston 

Second— Dr William McG Bohns, Brooklyfl: Db 
Allan T Newman, New York City 
Third— De Lcciav Bbda, Baltimore, Db Harry 
Bear, Richmond, Virginia 

•p. Fourth Db Claude R Wood, Knoxville, Tenn , 
Db Ralph R. Bybnes Atlanta, Georgia 

Fifth Db Earl Lowery, Columbus, Ohio, Db 
Wendell Postle, Columbus, Ohio 
Sixth— Dr- Leo Kbemeb, Chicago, Db Paul H 
Jesebicii, Ann Arbor, Michigan 
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The new wing to the Herkimer Memorial Hos- 
pital was expected to be ready for occupancy by 
January 1, 1942. 


The Mercy Hospital iu Watertown, conducted 
by the Sisters of Mercy, has been granted a 
§100,000 federal allotment for improvements in- 
cluding construction of a nurses' residence under 
a defense public works project approved recently 
by President Roosevelt. The entire program is 
to cost an estimated $400,000 of which $300,000 
will be supplied by the hospital. 


Syracuse General Hospital will be able, accord- 
ing to present progress, to make a contribution of 
30 to 40 additional beds to relieve the existing 
shortage by February, providing weather is favor- 
able. 

One of the smaller units in the expansion plan 
for which the public contributed S500,000 is far 
enough along to indicate completion and occu- 
pancy sometime in the second month of the year. 


A gymnasium incorporating the most up-to- 
date features is being completed at Brooklyn 
State Hospital, where it will provide recreational 
facilities for the 3,450 mental patients, as well as 
doctors and attendants. 

Constructed at a cost of $150,000, it is de- 
scribed by Dr. Clarence H. Bellinger, medical 
superintendent, as the finest hospital gym in the 
state. The main gym floor, marked as a full-size 
basketball court, is being equipped noth appara- 
tus for physical training purposes. In the base- 
ment are four bowling alleys and a separate room 
is being outfitted with pool and billiard tables. 

By means of a mile-long tunnel connecting 
buildings of Kings County Hospital with affili- 
ated pavilions and institutes, the gymnasium 
will be accessible from all buildings. 


. in a. move to facilitate research among the 
incurably sick, the Jewish Sanitarium and Hos- 
pital for Chronic Diseases in Brooklyn has created 
a special division among its medical staff to be- 
gin intensive investigations for treatment of 
active chronic cases, Abraham S. Singer, presi- 
dent of the institution, has announced. 


Archbishop Spellman and other prominent 
members of the Catholic clergy' participated re- 
cently in ceremonies dedicating the opening of a 
new nurses’ wing and other improvements at St. 
Elizabeth’s Hospital at 190th Street and Fort 
Washington Avenue. 


The new x-ray installation recently completed 
in Oneida City Hospital at a cost of approxi- 
mately $13,000 is the latest and most modern of 
its kind in that part of the country. 


In order to provide means for unhurried escape 
for the children at Neponsit Beach Hospital, new 
safety stairs will be built that will allow the 
crippled children to reach safety quickly in case 
of fire at the big West End institution. This is 
the latest development in the complete moderni- 
zation of the hospital that has been under way by 
the WPA under the sponsorship of the Depart- 
ment of Hospitals. The announcement of the im- 
provement was made by Major Irving Huie, 
WPA administrator for New York City. 


The new Faxton Hospital in Utica under con- 
struction for the past eighteen months, was 
formally dedicated on December 7. 

The dedication ceremonies marked the comple- 
tion of the project which has involved the ex- 
penditure of approximately $200,000. 


NEW YORK HEART ASSOCIATION TO MEET 


A joint scientific session of the New York 
Heart Association and the Medicine Section of 
The New York Academy of Medicine will be held 
on Tuesday, January 20, at the Academy, 2 East 
103rd Street, New York City. The session, 
starting at 8:45 p.m., will be preceded by the 
annual dinner meeting of the association’s coun- 
cil at 7:00 p.m. The Heart Association is a 
division of the New York Tuberculosis and 
Health Association. 

The session program is as follows: 

1 Report of the New York Heart Association 

by Dr. Ernst P. Boas, chairman. . 

2 “Experimental and Clinical Studies m the 
Use’ of Anti-Coagulants in Cardiovascular Dis- 


ease, with Special Reference to Heparin and 
Dicoumarin, by Dr. Andrew G. Prandoni, 
Department of Internal Medicine, New York 
Post-Graduate Medical School and Hospital, 
Columbia University. Discussion by Dr. Irving 
S. Wright, professor of medicine, New York Post- 
Graduate Medical School and Hospital, Colum- 
bia University. 

3. “Some Chemical Changes in the Myo- 
cardium Accompanying Heart Failure,” by Dr. 
Victor C. Myers, professor of biochemistry, 
Western Reserve University, Cleveland. Dis- 
cussion by Dr. Maurice Bruger, Department of 
Medicine, New York Post-Graduate Medical 
School and Hospital, Columbia University. 



Woman's Auxiliary 

To the Medical Society of the State of New York 


YIL.REETINGS, Folks. It’s your convention 
'^-'chairman turning in with an invitation and a 
bit of news on the forthcoming convention. 

Kings, Queens, Nassau, Suffolk, Rockland, 
and Orange counties extend to all doctors’ wives, 
whether members of an auxiliary or not, a most 
cordial invitation to register at our headquarters, 
Waldorf-Astoria Hotel, and attend all the meet- 
ings and social functions of the Medical Society 
of the State of New York which is scheduled for 
April 27, 28, 29, 30, 1942. 

The Medical Society of the State of New York 
graciously and generously assigned us the grand 
Starlight Roof. The Convention Committee 
women are laying an excellent foundation, and 
we ask that all doctors’ wives help us in the 
building of the structure of the forthcoming 
convention. 

That’s all — until the next JotmtfAL and more 
news. 

Signing off, 

Mabel A. PoBLMAror 
Convention Chairman 

County News 

Albany. A luncheon was held at the De Witt 
Clinton Hotel, on December 9, Mrs. George B. 
Adams, state president, was the guest speaker. 
Columbia, Rensselaer, and Schenectady counties 
were well represented. 

Madison. Congratulations to Mrs. L. S. 
Preston, of Oneida, newly elected president, and 
Mrs. A. J. Zaia, of Oneida, who has been ap- 
pointed press and publicity chairman. 

Nassau. At the November meeting Dr. 
Le Grand Kerr, of Brooklyn, spoke on “Dames, 
Doctors and Doings in the Drab Nineties.” The 
talk was most interesting, humorous, and en- 
lightening. He mentioned changes in the lay- 
men’s attitude with regard to hospitals, fresh air 
in aiding proper care of the sick and, last but not 
least, the change in women’s attitude toward 
clothing — from corsets to freedom. Guests at 
this meeting were Mrs. Le Grand Kerr, Dr. B. D. 
St. John, and Dr. Louis Van Kleeek of the Nas- 
sau County Medical Society. Hostess for the 
evening refreshment hour was Mrs. Louis Laiiy. 

At the annual Christmas party the members 
brought toys for children (ages from 12 through 
1G) who are in foster homes. The next meeting 
will he on January 27 at the Nassau Hospital 
Auditorium at 8:45 p.m. Moving pictures will 
be shown by Dr. Eugene H. Coon. 

Onondaga. A formal dinner was held on De- 
cember 2 in the small ballroom of the Hotel 
Syracuse. Covers were laid for 130 members. 
Mrs. John Buettner and Mrs. Francis R. Irving 
were chairmen of the evening. Mrs. George 
Murdock was in charge of program and Mrs. 
John Hogan was in charge of tickets. Mrs. Win- 
throp Pennock, past-president and present direc- 
tor of Woman’s Civilian Defense Work in New 
York State, gave a sincere appeal for volunteer 
workers and cooperation in organizing the com- 


munity defense. Seated with Mrs. Pennock at 
the speakers’ table were Mrs. Edgar M. Neptune, 
Mrs. Brooks McCuen, Mrs. Walden Retan, Mrs. 
John Buettner, Mrs. Ambrose T. Lawless, Mrs. 
Leo Gibson, and Mrs. Francis Irving. Accor- 
dion players entertained during the dinner hour. 
Mrs. Marcus Richards, of Tully, gave a few 
clever readings, and Mrs. Russell Harder enter- 
tained during the evening. 

Rensselaer. Two new members were ad- 
mitted, Mrs. Irving Strosberg and Mrs. James J. 
Dunne; Mrs. Fred W. Lowinger, of Albany, was 
a guest at the meeting. Tea was served by 
Mrs. Minnie B. Stannard, chairman of the hos- 
pitality. She was assisted by Mrs. Richard P. 
Doody, Mrs. John B. Carroll, Mrs. Arthur W. 
Benson, and Mrs. John Enzien. Mrs. A. J. 
Hambrook and Mrs. Charles E. Bessey presided 
at the tea table. 

At the annual Christmas party officers were 
elected for the ensuing year. 

Rockland. The November meeting was held 
at the home of Mrs. F. Schwartz, of Spring 
Valley. There were fourteen members present. 
Mrs. T. Olmstead, president, presided. The 
committees for the year were appointed. Mrs. 
S. Kwalwasser — Hygeia, Mrs. A. Schechner — 
publicity and press, Mrs. I. Deutsch — legisla- 
ture, Mrs. A. Magid — program, Mrs. K. Blatt — 

E rinting and supplies, Rockland County is to 
e one of the hostesses to the counties at the 
State Convention at the Waldorf in April. Mrs. 
Schwartz and Mrs. Selman, of Spring Valley, 
Mrs. Rooney and Mrs. Schechner, of Nyack, 
Miss Hirsch, of Haverstraw, and Mrs. Olm- 
stead, of Pearl River, volunteered to work on 
committees at the convention. The auxiliary is 
still working on its project to get contributions 
for Bundles for Britain. The next meeting will 
be held at Nyack at the home of Mrs. A. Schech- 
ner on January 20. 

Saratoga. Mrs. James F. Roohan was elected 
president of the auxiliary. The meeting was held 
at the Nurses Lounge, with Miss Adeline M. 
Hughes, superintendent of the hospital, acting 
as hostess for the evening. Mrs. Robert E. 
Rockwell was elected vice-president; Mrs. 
Edward J. Callahan, Schuylerville, secretary; 
and Mrs. Harry L. Loop, treasurer. Annual re- 
ports showed a year of activity and progress in 
all committee projects. Mrs. Thomas E. Bul- 
lard, Schuylerville, who retired as president, was 
presented with a past officer’s pin and with an 
evening bag as a token of her leadership and 
work. Mrs. Leon Chadwick of the Homestead 
Sanatorium gave a Christmas reading. There 
was a Christmas tree and gifts were distributed. 
New members welcomed were Mrs. Richard D 
Bullard and Mrs. William Van Dorn, of Mss 
chani cviffe, and Mrs. Fred J. Pratt and Mrs. 
Carl J . Thompson, of Mount McGregor. Misa 
Hughes was assisted by the following hostesses- 
Mrs. Joseph Lebowicb, Mrs. Thomas J. Goodfel- 
low, Mrs. Rockwell, Mrs. Richard Y. Lindsay, 
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Seventh — Du. F. A. Piebson, Omaha; Ob. A. W. 
Bryan, Iowa City. 

Eighth — Db. H. G. Duckworth, San Antonio, Texas; 
Db. Feed C. Elliott, Houston, Texas. 

Ninth — D b. B. C. Kingsbury, San Francisco; Da. E. 
G. Sloman, San Francisco. 

“The following veterinarians were recom- 
mended for appointment: 

FirBt — Db. R. W, Smith, Concord, New Hampshire. 
Second — Db. R. R. Bibcii, Ithaca, New York. 

Third — D r. Mark Welsh, College Park, Maryland. 
Fourth — D b. B. T. Simms, Auburn, Alabama. 

Fifth — Db. A. F. Scsals, Columbus, Ohio. 


Sixth — D r. Ward Giltner, East Lansing, Michigan 

Seventh — D b. H. D. Bergman, Ames, Iowa. 

Eighth — D b. M. B. Starnes, Dallas, Texas. 

Ninth — D r. C. M. Habino, Berkeley, California. 

“The names of the physicians representing 
medical education and those of the hospital 
organizations will be published later. 

“The technic was also described for supplying 
the names of physicians to appropriate govern- 
mental agencies according to the present methods 
of functioning of the Procurement and Assign- 
ment Service.” 


Trained Attendants to Replace Interns on Ambulances 


T^R. WILLARD C. RAPPLEYE, Commis- 
La sioner of Hospitals, New York City, an- 
nounced on December 21 that it probably would 
be necessary in the near future to discontinue 
interns on the ambulances of both the voluntary 
and municipal hospitals, due to the increasing 
shortage of interns in the hospitals of the city. 
Because of the need of medical officers for the ex- 
panding Army and Navy, many interns will be 
called to military duty. 

Under the plan now contemplated, trained at- 
tendants competent to deal with first aid and 
emergency care rvill be provided on each ambu- 
lance. All patients requiring diagnosis or medi- 
cal attention will be promptly brought to the 
hospital, where they will be seen in the emer- 
gency ward and where proper diagnosis and treat- 
ment will be established. Those who require 
hospitalization will be admitted; those who re- 
quire only temporary care will be kept in the 
emergency ward until they can be discharged. 

Dr. Rappleye stated that the Department of 
Hospitals and the voluntary institutions have for 
some months been working on plans to provide 
trained ambulance attendants to take the place 


of interns on the ambulances. In practically 
all large cities the ambulance service is manned 
by nonmedical personnel. Commissioner Rap- 
pleye pointed out that at the present time less 
than half of the ambulance calls are for emer- 
gencies, which is the real purpose of ambulance 
service. He said that many of the calls were for 
medical attention in the home or for minor in- 
juries which could be taken care of in some out- 
patient department or by a neighborhood physi- 
cian. It is highly important that the ambulance 
services of the city under present circumstances 
be reserved for real emergencies. Commissioner 
Rappleye appeals to individuals, families, and 
community organization to cooperate by going 
to private physicians or to outpatient depart- 
ments and hospitals for medical attention rather 
than calling ambulances to their homes for or- 
dinary illnesses or minor complaints. 

Dr. Rappleye emphasized that the program 
now being studied would not in any way change 
the medical and nursing personnel in the eighty 
emergency units now organized throughout the 
city that are standing by for any major catas- 
trophe in the community. 


A.M.A. BROADCASTS 

Doctors at Work, the dramatized radio pro- 
gram broadcast by the American Medical As- 
sociation and the National Broadcasting Com- 
pany, is on the air for its second season: from 
5:30 to 6 p.m. eastern standard time on Saturday 
evenings. 

Doctors at Work, a successful serialized story 
broadcast last year, dealt with the experiences of 
a fictitious but typical American boy choosing 
medicine for his vocation and proceeding to 
acquire the necessary education and hospital 
training for the private practice of medicine. 
Interwoven with the personal story of young Dr. 
Tom Riggs and his fiancee, Alice Adams, was 
the romance of modem medicine and how it 
benefits the doctor’s patients. The new series 
of broadcasts is taking up where last year's 
story left off— namely, with the marnage of 
Tom Riggs and Alice Adams — and depicts the 
subsequent life of a young doctor and his wife in 
time of national emergency m a typical medium- 
sized American city. 


MUTINY ON THE BOUNTY 

Buried beneath a mass of dry statistics, we 
noticed a report recently that our large “Founda- 
tions” are now devoting a third of their money- 
grants to medical research, medical teaching, 
and other facets of the healing art. The same 
study also reveals that education, for decades 
the pet project of the “Foundations,” has been 
ousted from the number one position by medi- 
cine, which is now their prime beneficiary. This 
solicitude is matched only by increasing govern- 
ment concern with medical care, and our pro- 
fession is thus the victim of an embarrassment of 

riches. 

Now this is all flattering and, at first glance, 
comforting. Second thought, however, reveals a 
faint cloud in the horizon. It seems that the 
man who pays the piper is still entitled to call 
the tune on any request program. Can it be 
that the philanthropists and politicians who are 
opening the purse are also anxious to dictate the 
policies? Or is this petulant query just another 
Mutiny on the Bounty? — J. Med. Soc. N. J • 




Current medical opinion states that most vitamin B deficiencies are multiple 
and therefore it is essential to treat such deficiencies with the complete 
vitamin B complex rather than with just the known synthesized B vitamins. 

Elixir B-Plex is a palatable elixir of yeast concentrate. It is a natural source 
of the water-soluble active constituents of a potent brewer's yeast containing 
the unidentified fractions as well as the known factors of B complex. 

Write "Elixir B-Pli x, Wyeth" for your B avitaminosis cases. 

Supplied in eight-ounce bottles. 

JOHN WYETH & BROTHER, INC., PHILADELPHIA, I 
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Miss Addie E. Far well, Mrs. G. Scott Towne, and 
Mrs. Webster M. Moriarta. 

Schenectady. The November meeting was 
held at Glenridge Sanitarium. Mrs. Eleanor 
Nash, of New York, fashion expert, gave a talk 
on the latest styles and the fashions of today and 
the coming year. She was introduced by Mrs. 
Charles P. Rourke, program chairman. Mrs. E. 
MacDonald Stanton presided at the meeting. 
The annual Christmas tea was held at the home 
of Mrs. Albert Grussner, with Mrs. James M. 
Blake as hostess. Mrs. A. S. Fay presided at the 
tea table, assisted by Mrs. George A. Reich and 
Airs. George Von Borstel. 

Warren. The December meeting was held at 
the home of Mrs. John Griffin. Mrs. Hulse- 
basch presided, and twenty-two members were 
present. The members decided to sponsor a 
first-aid class beginning January 5, at the Red 
Cross Headquarters. Sixteen members signed 
up for the course. Tea was served following 
the meeting; Mrs. Lefevre and Mrs. Thayer 
poured. Hostesses assisting Mrs. Canaday were 
Airs. Sheldon, Airs. Davis, Airs. Alitehell, and 
Airs. Haukins. Airs. Wilmer, wife of the Hos- 
pital Superintendent, was a guest at the tea. 


Washington. Fourteen members and four 
guests were present at the November meeting. 
Airs. Irwin V. Decker, president, presided. Mrs. 
Decker thanked all officers and chairmen for their 
fine cooperation during her year of office. Re- 
ports of all chairmen of committees were read. 
The following officers were elected: Airs. Ken- 
nedy Creevey, Cambridge, president; Airs. Irwin 
V. Decker, Salem, vice-president; Airs. 
Clayton Oestreicher, Sushan, secretary; Airs. 
R. E. Borrowman, Fort Edward, treasurer. 
The auxiliary dues were changed from S2.00 to 
S1.50. Airs. Edward B. Mates was welcomed as 
a new member. The auxiliary has assisted 
with the sale of Tuberculosis Seals. Crimson 
berries in a silver bowl and white candles in silver 
holders graced the tea table. Mm. Robert Alc- 
Ciellan and Airs. Denver presided. 


We do not know what the year ahead will 
bring. During December, 1941, declarations of 
war on Japan, Germany, and Italy have come. 
We are in total war. We must face it and serve 
as never before. With a prayer for “Peace on 
earth, good will to men,” your publicity chair- 
man sends each member a New Year’s Greeting. 


DEPRESSIVE STATES IN THE SOLDIER 

In an article in the British Medical Journal, 
R. F. Tredgold recommends rest, general psycho- 
therapy, and prolonged narcosis for depressive 
states in the soldier. 

“ The patients were kept in bed for at 

least twenty-four hours, practically all for forty- 
eight hours, and some for a week. During this 
time the question of future treatment and of 
narcosis therapy was considered. The majority 
of the patients, however, were those whose 
progress appeared satisfactory; they were gotten 
up and given light jobs, usually in the ward, 
requiring little concentration, responsibility, or 
perseverance. Their existence was ruled by a 
fairly strict routine time table; it regularly 
included fresh air and adequate meals. 

“Gradually their occupation was made more 
interesting and more vigorous, and so far as 
possible in tune with their own hobbies or oc- 
cupations. This was not always feasible, and 
rug and basket making, digging, and weaving 
proved valuable substitutes, with the help of 
varied physical training and entertainment such 
as cinemas and organized games. 

“General psychotherapy consisted in giving 
individual encouragement and reassurance and, 
later, included a series of talks, leading the 
patient to adjust his personality to cope with 
his difficulties so far as was possible and stressing 
the fact that be bad passed through an illness 
caused, like any other, by physical factors. 

“Those patients whose progress appeared un- 
satisfactory after a few days’ observation or 
who suffered acute anxiety were recommended 
prolonged narcosis.”— Abstracted m Archives of 
Physical Therapy 


THE “TALKING AIIRROR” 

Reactions observed among large groups of 
persons who saw the State Health Department’s 
new exhibit on cancer, which was displayed for 
the first time at the Erie County Fair in Ham- 
burg, indicate that the subject is of interest to 
persons in all walks of life and of all ages. 

The central feature of the exhibit is the "talk- 
ing mirror.” Twelve questions on cancer con- 
trol are posted and when the spectator inserts a 
plug into a numbered hole corresponding to the 
number of a question on the panel board m 
front of the mirror, the question is answered, 
apparently by the mirror. 

The operator concealed behind the mirror, 
first explains that the voice is not reproduced by 
mechanical means and then proceeds with the 
answer. During the narration, the front lights 
are dimmed and rear floodlights are turned on 
so that the mirror becomes transparent and the 
operator is seen. In this way many instructive 
facts about cancer are given, audience interest 
being held by the change of light on the mirror 
and the spectator’s operation of the appara- 
tus. 

During the display of the exhibit the demand 
was so great for repeat performances that it was 
necessary to employ three attendants so that it 
might be in operation from early morning until 
late in the evening. 

The "talking mirror" together with operating 
personnel is available only to large conventions 
and meetings of statewide organizations. Re- 
quests should be addressed to the Bureau of 
Visual Instruction, New York State Depart- 
ment of Health, Albany, New York . — Health 
Nevis 



Neither Sagebrush nor Marsh Grass 

Sagebrush grows best in a desert, and marsh grass blooms in a swamp. 

The human colon seeks a middle course betu een these tw o extremes. 

Thus the normal stool characteristic of normal function is neither 
hard-packed and dehydrated as found m constipation— nor almost 
fluid as found in diarrhea. 

In the correcdve treatment of constipation, the success of 

MUCILOSE 

lies in its capacity to produce a nearly normal condition of the fecal 
content by controlling “water-balance.” 

In a recent investigation the increase in hydration produced by 
Mucilose was found to be nearly double that of tragacanth preparations. * 
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RECEIVED 


Doctors Anonymous. The Story of Labora- 
tory Medicine. By William M. German, M.D. 
Octavo of 300 pages, illustrated. New York, 
Duell, Sloan & Pearce, 1941. Cloth, $2.75. 

Diseases of the Thyroid Gland. Presenting 
the Experience of More Than Eorty Years. By 
Arthur E. Hertzler, M.D. Quarto of 670 pages, 
illustrated. New York, Paul B. Hoeber, Inc., 
1941. Cloth, $8.50. 


Wade W. Oliver. Octavo of 507 pages. New 
York, E. P. Dutton & Company, 1941. Cloth, 
S3.75. 

The Art and Science of Nutrition. A Text- 
book on the Theory and Application of Nutri- 
tion. By Estelle E. Hawley, Ph.D., and Grace 
Carden, B.S. Octavo of 619 pages, illustrated. 
St. Louis, C. V. Mosby Company, 1941. Cloth, 
S3.50. 


Lectures on War Neuroses. By T. A. Ross, 
M.D. Duodecimo of 116 pages. Baltimore, 
Williams & Wilkins Company, 1941. Cloth, 
S2.00. ' 

Practical Methods in Biochemistry. By 
Frederick C. Koch. Third edition. Octavo of 
314 pages. Baltimore, Williams & Wilkins 
Company, 1941. Cloth, $2.25. 

Essentials of Occupational Diseases. By 
Jewett V. Reed, M.D., and A. K. Harcourt, 
M.D. Octavo of 225 pages. Springfield, Charles 
C. Thomas, 1941. Cloth, S4.50. 

Surgery of the Heart. By E. S. J. King, M.D. 
Octavo of 728 pages, illustrated. Baltimore, 
Williams & Wilkins Companv, 1941. Cloth, 
$13.50. 

William Henry Welch and the Heroic Age of 
American Medicine. By Simon Flexner and 
James T. Flexner. Octavo of 539 pages. New 
York, The Viking Press, 1941. Cloth, S3.75. 

The Medical Clinics of North America. 
September, 1941. Volume 25, No. 5. (Boston 
Number.) Octavo. Illustrated. Philadelphia, 
W. B. Saunders Company, 1941. Six numbers a 
year. Cloth, S16 net; paper, $12 net. 

Cancer of the Face and Mouth: Diagnosis, 
Treatment, Surgical Repair. By Vilray P. Blair, 
M.D., Sherwood Moore, M.D., and Louis T. 
Byars, M.D. Quarto of 599 pages, illustrated. 
St. Louis, C. V. Mosby Companv, 1941. Cioth, 
$ 10 . 

The Intevertebral Disc. With Special Refer- 
ence to Rupture of the Annulus Fibrosus with 
Herniation of the Nucleus Pulposus. By F. 
Keith Bradford, M.D., and R. Glen Spurling, 
M.D. Quarto of 158 pages, illustrated. Spring- 
field, Charles C. Thomas, 1941. Cloth, S4.00. 

Diseases of the Nails. By V. Pardo-Castello, 
M.D. Second edition. Octavo of 193 pages, 
illustrated. Springfield, Charles C. Thomas, 
1941. Cloth, $3.50. 


The Treatment of Burns. By A. B. Wallace, 
M.B. (Oxford War Manuals.) 16mo of 113 
pages, illustrated. New York, Oxford Univer- 
sity Press, 1941. Cloth, S1.50. 

Technique of Gastric Operations. By Rodney 
Maingot, F.R.C.S. (Oxford Medical Publica- 
tions.) Octavo of 240 pages, illustrated. New 
York, Oxford University Press, 1941. Cloth, 


$4.50. 

The Man Who Lived for Tomorrow. A Biog- 
raphy of William Hallock Park, M.D. By 


Synopsis of the Preparation and Aftercare of 
Surgical Patients. By Hugh C. Ilgenfritz, M.D., 
and Rawley M. Penick, Jr., M.D. Duodecimo 
of 532 pages, illustrated. St. Louis, C. V. Mosby 
Company, 1941. Cloth, S5.00. 

Diseases of the Blood and Atlas of Hematol- 
ogy. With Clinical and Hematologic Descrip- 
tions of the Blood Diseases Including a Section 
on Technic and Terminology. By Roy R- 
Kracke, M.D. Second edition. Quarto of 692 
pages, illustrated. Philadelphia, J. B. Lippin- 
cott Company, 1941. Cloth, $15. 

An X-Ray Atlas of Silicosis. By Arthur J. 
Amor, M.D. Quarto of 206 pages, illustrated. 
Baltimore, Williams & Wilkins Company, 1941. 
Cloth, $8.00. 

Shock Treatment in Psychiatry: A Manual. 
By Lucie Jessner, M.D., and V. Gerard Ryan, 
M.D. Octavo of 149 pages. New York, Grune 
& Stratton, 1941. Cloth, S3.50. 

Chemical Formulary. A Collection of Valu- 
able, Timely, Practical Commercial Formulae 
and Recipes for Making Thousands of Products 
in Many Fields of Industry. Volume V. Editor- 
in-Chief, H. Bennett. Octavo of 676 pages. 
Brooklyn, Chemical Publishing Company, 1941. 
Cloth, $6.00. 

Teaching Preventive Medicine to Medical 
Students. With Special Reference to the Use 
of Health Department Facilities. By Hugh It. 
Leavell, M.D. Octavo of 77 pages. New York, 
The Commonwealth Fund, 1941. Paper, 25jf. 

Symptoms in Diagnosis. By Jonathan C. 
Meakins, M.D. Octavo of 323 pages, illus- 
trated. Boston, Little, Brown & Company, 1941. 
Cloth, S4.00. 

America’s Nutrition Primer. What To Eat 
and Why. By Eleanora Sense. Octavo of 9a 
pages, illustrated. New York, M. Barrows & 
Company, 1941. Cloth, SI. 00. 

Dark Legend. A Study in Murder. By Fred- 
eric Wertham. Octavo of 270 pages. New 
York, Duell, Sloan & Pearce, 1941. Cloth, S2.75. 

Occupational Diseases. Diagnosis, Medi- 
colegal Aspects and Treatment. By Rutherford 
T. Johnstone, M.D. Octavo of 558 pages, illus- 
trated. Philadelphia, W. B. Saunders Company, 
1941. Cloth, $7.50. 

The Modem Treatment of Syphilis. By Jo- 
seph E. Moore, M.D. Second edition. Quarto 

I Continued on page 182] 



No Lack 
In Biolac! 

W ITH THE sole exception of vitamin C. Biolac pro- 
vides completely for the formula needs of normal 
infants throughout the entire bottle period. From the 
time when infants consume a full quart of formula per 
day, here’s how certain essential food factors supplied 
b\ Biolac feedings compare with the minimal nutri- 
tional requirements recognized by the V. S. Food and 
Drug Administration. 


MINIMAL BIOLAC 

REQUIREMENTS FEEDINGS 

PROTEIN (gms./lb, body eight) . . . 1.4 to 1.8* . . , 2.2t 

CALCIUM (gms./day) 1.0* ... 1.0 

IRON (mgms./lOO calories) 0.75 . . . 1.25 

VITAMIN A (U.S.P. Units/da} ) .... 1500. . . . 2500. 

VITAMIN Bi (U.S.P. Units/dav) .... 83. ... 85. 

VITAMIN Ba (mgms./day) 0.5 ... 2. 

VITAMIN D (U.S.P. Units 100 calories) . 50. . . . 63. 


*The Food & Drug Administration lias not promulgated minimum require 
rnent* for protein and calcium in infnnc}. The \alue> shown are those 
recommended bj the Xational Xutntion Conference 

7 When Biolac formulas are fed in the amount of 2^4 ri. oz./lb. bodj weight. 

Biolac is prepared from whole milk, skim milk, lactose, vitamin B,, concentrate of vita- 
mins A and D from cod liver oil. and ferric citrate. Evaporated, homogenized, sterilized 
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of 674 pages, illustrated. Springfield, Charles 
C. Thomas, 1941. Cloth, 87.00. 

Nutritional Deficiencies: Diagnosis and 
Treatment. By John B. Youmans, M.D. Oc- 
tavo of 385 pages, illustrated. Philadelphia, J. 
B. Lippincott Company, 1941. Cloth, 85.00. 

Pre-eclamptic and Eclamptic Toxemia of Preg- 
nancy. By Lewis Dexter, M.D., and Soma 
Weiss, M.D. Octavo of 415 pages, illustrated. 
Boston, Little, Brown & Company, 1941. Cloth. 
35.00. 

Sinus. By Russell Clark Grove, M.D. Duo- 
decimo of 165 pages, illustrated. New York, 
Alfred A. Knopf, 1941. Cloth, S2.00. 

The Principal Nervous Pathways. Neurologi- 
cal Charts and Schemas with Explanatory 
Notes. By Andrew T. Rasmussen, Ph.D. 
Second edition. Quarto of 73 pages, illustrated. 
New York, Macmillan Company, 1941. Cloth, 

c»r» pa ’ 


Objective and Experimental Psychiatry. By 
D. Ewen Cameron, M.D. Second edition. 
Octavo of 390 pages. New York, Macmillan 
Company, 1941. Cloth, S3.75. 

Insect Pests. By William C. Harvey, M.D., 
and Harry Hill. Octavo of 292 pages, illustrated. 
Brooklyn, Chemical Publishing Company, 1941. 
Cloth, S4.25. 

Infant Nutrition. A Textbook of Infant Feed- 
ing for Students and Practitioners of Medicine. 
By Williams M. Marriott, M.D. Revised by 
P. C. Jeans, M.D. Third edition. Octavo of 475 
pages, illustrated. St. Loui3, C. V. Mosby Com- 
pany, 1941. Cloth, 85.50. 

Diseases of Women. By Harry S. Crossen, 
M.D., and Robert J. Crossen, M.D. Ninth 
edition. Quarto of 948 pages, illustrated. St. 
Louis, C. V. Mosby Company, 1941. Cloth, 
S12.50. 

L. Baxter, Medicus. By Knud Stouman. 
Octavo of 406 pages. New York, The Greystone 
Press, Inc., 1941. Cloth, 82.75. 


REVIEWED 


Chemistry of Pood and Nutrition. By Henry 
C. Sherman, Ph.D. Sixth editon. Octavo of 
611 pages. New York, Macmillan Company, 
1941. Cloth, 33.50. 

This is a new edition of the best work on its 
subject. Although originally prepared as a 
college text, this book should be of great service 
to those who are interested in “the kinds and 
amounts of elements and other foodstuffs that 
are needed in our nutrition, the considerations 
which should underlie our judgments of food 
values, and the choice and use of foods for the 
nutritional improvement of life.” 

Recent advances in nutrition have been many 
and varied. Consequently, every chapter in 
the volume has been revised. The half of the 
book devoted to vitamins has been completely 
rewritten. Those who have not been keeping 
up to date on all the newest work in this field 
will find it worth their while to study this volume. 

It need not be necessary to add that Dr. 
Sherman’s eminent position in the field of food 
and nutrition chemistry guarantees the depend- 
ability and accuracy of all the contents. 

Ethel Plotz Berman 


Collected Papers of the Mayo Clinic and the 
Mayo Foundation. Edited by Richard M. 
Hewitt, M.D., A. B. Nevling, M.D., Harry L. 
Day, M.D., and others. Volume XXXII. 
Octavo of 1,190 pages, illustrated. Philadelphia, 
W. B. Saunders Company, 1941. Cloth, 811.50. 

The general plan of the annual Mayo Clinic 
volume is deservedly well known. Most of the 
important contributions made by the members 
of the staff to the current literature are included 
either in full or in part, depending on the length 
of the article and its interest. There are numer- 
ous articles that illuminate every branch of 
medicine, and nearly every advance made dur- 
ing the year is more than adequately covered. 

A novel feature of this year’s collection is the 
section on Military Medicine. There are 180 
pages of material that will prove of interest to 


all physicians. Among the articles are those on 
march foot, shock, transfusions of plasma, trau- 
matic surgery, high altitude, skin grafting, etc. 
In short, this section, as well as the entire volume, 
will appeal to all practitioners in every field. 

Milton Plotz 

Synopsis of Diseases of the Heart and Ar- 
teries. By George R. Herrmann, M.D. Sec- 
ond edition. Duodecimo of 468 pages, illus- 
trated. St. Louis, C. V. Mosby Company, 1941. 
Cloth, 85.00. 

The author has completely revised the second 
edition of this excellent book. In a short spare 
it is quite surprising how much information is 
included. It is inevitable, during condensation, 
that some of the explanations are rather meager 
and would be a little hard to comprehend by 
those not already well familiar with the litera- 
ture. This particularly applies to some of the 
theoretic discussions and to parts of the section 
on electrocardiography. However, this can 
readily be overcome if desired by referring to 
treatises that discuss these phases in more detail. 
Anyone who knows the contents of this book 
thoroughly is familiar with the most modem con- 
ceptions of cardiology. The book can be recom- 
mended with confidence for those who desire a 
short summary of diseases of the heart and 
arteries. 

J. Hamilton Crawford 

Trauma and Disease. Edited by Leopold 
Brahdy, M.D., and Samuel Kahn, M.D. Second 
edition. Octavo of 655 pages, illustrated. Phila- 
delphia, Lea & Febiger, 1941. Cloth, 37.50. 

With the increase of compensation laws and 
the growth of industrial medicine, a practical 
book showing the effects of a single trauma m 
producing disease is timely, for it covers nearly 
every phase of medicine including gynecology 
and obstetrics and also trauma of the nervous 
system and mental disorders which may ensue. 
One must realize, however, that the contents 
[Continued on page 184] 



No Lack 
in Biolae! 

W ITH THE sole exception of vitamin C. Biolae pro- 
vides completely for the formula needs of normal 
infants throughout the entire bottle period. From the 
time when infants consume a full quart of formula per 
day, here’s how certain essential food factors supplied 
by Biolae feedings compare with the minimal nutri- 
tional requirements recognized by the U. S. Food and 
Drug Administration. 




MINIMAL 

REQUIREMENTS 


BIOLAC 

FEEDINGS 

PROTEIN (gms./lb. body weight) . . . 

1.4 to 1.8* . 

• 

2.2t 

CALCIUM (gms./dav) 

1.0* . 


. 1.0 

IRON (mgras./lOO calories) 

. 0.75 . 


1.25 

VITAMIN A (U.S.P. Units/day) . . . 

. 1500. . 


. 2500. 

VITAMIN Bi (U.S.P. Units/day) . . . 

83. . 


85. 

VITAMIN B 2 (mgms./day) 

. 0.5 . 


2, 

VITAMIN D (U.S.P. Units 100 calories) 

. 50. 

• 

. 63. 

*The Food & Drug Administration has not promulgated minimum require- 
ments for protein and calcium in infancy. The \alues shown are tho>e 
recommended by the National Nutrition Conference. 

fWhen Biolae formulas are fed in the amount of 2 1 /, il. oz./lb. body weight. 
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in this edition are much curtailed because the 
book is not large enough to cover so vast a sub- 
ject. The extensive bibliography at the end of 
each chapter gives an opportunity to look up 
further information. It is recommended to all 
those who are engaged in compensation work. 

Maurice J. Dattelbaum 

Orbital Tumors. Results Following the Trans- 
cranial Operative Attack. By Walter E. Dandy. 
Octavo of 168 pages, illustrated. New York, 
Oskar Piest, 1941. Cloth, $5.00. 

This excellent profusely illustrated monograph 
serves strongly to emphasize the role of tne 
neurosurgeon in the surgical treatment of orbital 
neoplasms. The advantages of the transcranial 
approach versus the conventional modes of at- 
tack, as carried out by the ophthalmologic sur- 
geon, will become immediately obvious when one 
notes the high incidence of intracranial extensions. 

The book is written in the case-history manner 
and combines a wide variety of both benign and 
malignant lesions, including osteomas, fibromas, 
meningiomas, secondary carcinomas and sar- 
comas, and a few well-described cases of Schiil- 
ler-Christian’s disease. 

Of particular interest to the ophthalmic sur- 
geon, the neurologist, and the neurosurgeon, the 
book offers a sufficient variety of pathologic en- 
tities to be of more than passing interest to the 
general practitioner at large. 

Richard Grimes 

Essentials of Endocrinology. By Arthur 
Grollman, M.D. Octavo of 480 pages, illus- 
trated. Philadelphia, J. B. Lippincott Com- 
pany, 1941. Cloth, $6.00. 

This is a well-written account of what the 
author considers the essentials of endocrinology. 
As a pharmacologist, he is at his best discussing 
the pharmacologic highlights of the subject, and 
it is understandable that this phase has received 
relatively more attention than the pathologic 
and clinical aspects. 

On the clinical side, it must be regretfully 
stated that the volume is disappointing. Refer- 
ences are to the literature, and there is not pres- 
ent in the text the emphasis of personal experi- 
ence. This tends to becloud diagnosis and 
therapy and lessens the value of the book as a 
guide in endocrinology, often by its nature a com- 
plex maze. 

Max A. Goldzieher 

Infantile Paralysis, Anterior Poliomyelitis. 
By Philip Lewin, M.D. Octavo of 372 pages, 
illustrated. Philadelphia, W. B. Saunders Com- 
pany, 1941. Cloth, S6.00. 

This monograph is a careful and complete re- 
view of the disease beginning with a discussion of 
the bacteriology and ending with ultimate opera- 
tive procedures. The stress is laid on early recog- 
nition and diagnosis and the prevention of de- 
formities. It cannot be called an operative 
surgery, as the space devoted to the surgical 
technic is too limited. The work can best be 
described as a general treatise on infantile paraly- 
sis that is of value to the general practitioner 

and pediatrician. _ „ 

Jaques C. Rushmore 


Play for Convalescent Children in Hospitals 
and at Home. By Anne M. Smith. Octavo of 
133 pages. New York, A. S. Barnes & Com- 
pany, 1941. Cloth, $1.60. 

This is a well-organized little book designed to 
outline organized play for children convalescing 
either in the hospital or at home. Doctors, 
nurses, parents, or other attendants should re- 
ceive instruction along the line of play activities 
for various age groups. 

Selection of play equipment and gifts for 
hospital children's wards are discussed. 

The last chapter is especially useful, since it 
classifies tested forms of play, thus furnishing a 
guide for those who are to make the selection. 

Thurman B. Givan 

Fractures. By George Perkins, M.C. Oxon. 
Octavo of 384 pages, illustrated. New York, 
Oxford University Press, 1940. Cloth, $6.50. 

This new work by an English orthopedic sur- 
geon will prove to be popular. It is obviously 
based upon a vast personal experience. As a re- 
sult, the volume does not read like just another 
text. 

The language is clear and concise. There are 
many interesting comments concerning the 
causes, treatment, and healing of fractures. 
The distinction between consolidation and union, 
as drawn by the author, is not generally made. 
Modem procedures in treatment of fractures are 
thoroughly considered. 

The illustrations are simple pen-and-ink draw- 
ings. The absence of roentgenograms is regret- 
table but does not detract from the merits of the 
book. It is strongly recommended. 

Mater E. Ross 

Proctology for the General Practitioner. By 
Frederick C. Smith, M.D. Second edition. 
Octavo of 466 pages, illustrated. Philadelphia, 
F. A. Davis Company, 1941. Cloth, S4.50. 

Much of the second edition of this book has 
been amplified and, in part, rewritten. Nine- 
teen halftone illustrations and two color plates 
have been added, and several new subjects have 
been introduced, such as a brief consideration of 
pectenosis. The keynote of the book is prac- 
ticality, and it is intended as a guide for the 
general practitioner. _ 

The Table of Contents has been improved by 
the addition of subheadings under each chapter 
title. , 

The book is easy to read both from the stand- 
point of diction as well as printing. The re- 
viewer recommends it for students and general 
practitioners. 

A. W. Martin Marino 

The Biologic Fundamentals of Radiation 
Therapy. A Textbook. By Friedrich Ellinger, 
M.D. Octavo of 360 pages, illustrated. New 
York, Nordeman Pubfishing Company, 1941. 
Cloth, S5.00. 

In this book the author presents both an in- 
troduction to the study of the biologic effects of 
radiation therapy and a manual and reference 
compendium for the use of the general prac- 
titioner and radiation specialist. 

The biologic effects of x-ray, radium, corpus- 

[Continued on page 188] 
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cular rays, light and ultraviolet rays, and infra- 
red rays are discussed. The experimental basis 
for those effects is presented meticulously and 
with great precision and detail. There is an 
excellent chapter on the theory of radiation 
effects and, in various parts of the book, detailed 
presentations of important phases of the sub- 
ject. The part on radiation changes induced in 
sex cells is especially well done. 

This book is highly recommended to the 
radiologist for its content and bibliography. 
Many of the subjects discussed should be of 
great interest to all physicians. 

A. L. L. Bell 

The Pharmacology of Anesthetic Drugs. A 
Syllabus for Students and Clinicians. Second 
edition. By John Adriani, M.D. Quarto of 86 
pages, illustrated. Springfield, Charles C. 
Thomas, 1941. Cloth, 83.50. 

This syllabus is limited to fundamentals of 
the pharmacology of the drugs that are used by 
the anesthesiologist of today. It is of necessity 
limited in its scope and presents in its context 
merely an outline of the drugs usually employed 
in the preanesthetic preparation of the patient, 
the anesthetic agents used, and. the drugs useful 
in meeting postanesthetic complications. The 
information is so arranged that the book is ex- 
tremely readable, and the printed material car- 
ries its message with the aid of ingenious draw- 
ings and explanatory charts that make dull 
pharmacology into something really interesting. 
It is recommended to those who are giving 
anesthetics, as well as to students of pharmacology 
and to practitioners of medicine, for in this book 
is found a presentation of material, a style of 
writing, and a genius for interesting detail that 
is not found elsewhere. 

F. P. Ansbro 


The American Illustrated Medical Dictionary. 
A complete dictionary of the terms used in 
Medicine, Surgery, Dentistry, Pharmacy, Chem- 
istry, Nursing, Veterinary Science, Biology, 
Medical Biography, etc. By W. A. Newman 
Dorland, M.D. Nineteenth edition. Octavo of 
1,647 pages, illustrated. Philadelphia, W. B. 
Saunders Company, 1941. Cloth. Plain, 87.00. 
Thumb-Indexed, S7.50. 


With this revision, Dorland’s justly popular 
dictionary enters its nineteenth edition. As 
usual, this dictionary is thorough, well edited, 
and pointed. All of the many recent advances 
in medicine and chemistry seem to be adequately 
represented in new definitions intelligently and 
succinctly phrased. 

The many illustrations, while not artistic 
masterpieces, are accurate and relevant, a virtue 
that few other dictionaries possess. There are 
269 portraits of pioneer scientists and eponyms 
are thoroughly reviewed. In short, this edition 
can be recommended to student and graduate 


physician alike. 


Milton Plotz 


The Malarial Therapy of General Paralysis 
and Other Conditions. By William H. Kupper, 
M.D. Octavo of 155 pages, illustrated, to 
Arbor, Edwards Brothers, Inc., 1939. Cloth, 
S2.25. 


Malarial therapy in general paralysis is the 
accepted form of therapy and one that has been 
time tried and found to be the most effective 
form of treatment for that condition. 

The book discusses all phases of the subject — 
the historical, the clinical, and the biologic, as 
well as the therapeutic results obtained. It also 
gives a comparison of malaria with other non- 
specific agents used in inducing fever in the 
paretics. It is an excellent survey of the sub- 
ject and contains a well-balanced bibliography, 
giving references to numerous articles on the 
subject. 

It is a valuable little book that supplies a much 
needed want. 

Irving J. Sands 

Hutchinson’s Food and the Principles of 
Dietetics. Revised by V. H. Mottram, M.A., 
and George Graham, M.D. Ninth edition. 
Octavo of 648 pages, illustrated. Baltimore, 
Williams & Wilkins Company, 1940. Cloth, 
S6.75. 

This edition has been thoroughly rewritten 
and the latest material on vitamins and minerals 
added. The theory of nutrition is well covered, 
and diets in definite diseases are prescribed. A 
large portion of the book is devoted to the in- 
dividual foods and their prescription, prepara- 
tion, and therapeutic value. Aside from the fact 
that the author favors the habits of the British 
Isles, the book as a whole is timely and is recom- 
mended as a medical reference. 

Morris Ant 

A Textbook of Dietetics. By L. S. P. David- 
son, M.D., and Ian A. Anderson, M.B. Octavo 
of 324 pages. New York, Paul B. Hoeber, Inc., 
1941. Cloth, 84.25. 

The authors recognize the need for closer co- 
operation between the research worker in nutri- 
tion and the clinician. Also they recognize the 
patient as an individual with individual food 
habits, individual likes and dislikes, his own 
family to eat with, and his often limited pocket- 
book. They have written this book to help the 
physician bring the results of nutrition research 
to the benefit of the individual patient. 

Much emphasis is placed on the necessity for 
improvement in “normal” nutrition and the 
steps that can be taken to affect it. _ Present 
defective eating habits, the fact of widespread 
malnutrition, and low incomes are given their 
just consideration. 

Before touching on diet therapy, the authors 
devote a section of the book to the physiology 
of nutrition. This section is well written, com- 
pletely authoritative, and logically presented. 
The section on diet therapy is also practical, 
exact, and thoroughly up to date. The diet 
lists, however, in the latter part of the book, 
are based on Scottish food habits and on the 
foods that are plentiful and inexpensive in Scot- 
land. While this book is highly recommended 
for use by the general practitioner, it is suggested 
that he turn to some of the American standard 
texts for diet lists. 

Ethel Plotz Berman 

The March of Medicine. The New York 
Academy of Medicine Lectures to the Laity, 
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Convalescents. Carefully supervised Occupational Therapy. Fa- 
cilities for Shock Therapy. Accessible location in tranquil, beau- 
tiful hill country. Separate buildings. 

F. H. BARNES, M.D.. Med. Supt. *TeI. 4-1143 
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Quiet, refined, homelike. 25 miles from N. Y. City. 
Moderate rates. 

F. ST. CLAIR HITCHCOCK, M.D., VirtClOT 

275 NORTH MAPLE AVE., GREENWICH, CONN. 




LAST LETTERS 


What becomes of undelivered letters? Here is one 
that but recently came to light and was published for 
the first time twenty-seven years after the hand that 
penned it paid the supreme sacrifice in that other world 
conflict. 

» * * 

My darling Mother & Family, 

If you open this it will be because that which we fear 
now, has happened, and Brussels fallen into the hands of 
the enemy. They are very near now and it is doubtful if 
the Allied armies can stop them. We are prepared for 
the worst. I have given dear Grade and the Sisters the 
chance to go home but none of them will leave. I 
appreciate their courage and I want you to let the Jem- 
meths know that I did my best to send Gracie home, but 
she refused firmly to leave me. She is very quiet and 
brave. 

I have nothing to leave but the £200 in the pension 
fund which has never been touched and is mine to leave. 
I wish Mother to have it with my dearest love. It will 
supply the place of my little quarterly allowance to her. 
If I can send my few jewels over will you divide them be- 
tween Flor and Lil and please send Mrs. McDonnell my 
f°ug gold chain which she gave me and a keepsake to 


Marion Hall. I shall think of you to the last and you 
may be sure we shall do our duty here and die as the 
women of our race should die. 

My dear, dear love to Mother and Flor, Lil, Jack, 
Longworth and the children. Also to Eveline McDonnell. 
God bless you and keep you safe. 

* # * 

The letter was signed — Edith Cavell, and dated the 
19th of August, 1914. Before it could be mailed she was 
taken a prisoner, her belongings confiscated and the letter 
went with the rest to help fill the archives of the General 
Office of Administration. 

When the Germans evacuated the city in the closing 
days of the war, the archives were burned, but the com- 
manding officer, on a sudden impulse, had thrust the letter 
into his pocket. As a self-appointed exile this soldier 
died years later in Switzerland. When the envelope con- 
taining his will was opened, the letter was found within it. 

A reproduction of the original was published in the 
B. W. R. S. Salute and sc annin g the words one finds it 
easy to understand why the British have been able to 
take the brunt of aggression for so many months, and 
why Democracies can take it. 
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1940. Octavo of 154 pages, New York, Columbia 
University Press, 1941. Cloth, S2.00. 

Appropriately titled, this volume contains the 
lectures to the laity delivered at The New York 
Academy of Medicine during 1940. Begun five 
years ago, the talks have been notable for both 
the speakers and their subjects. 

Included in the present series are six essays 
dealing, respectively, with the inheritance of 
mental disease, chemical warfare against disease, 
the story of our knowledge of the blood, the story 
of the viruses, the ascent from bedlam (a fasci- 
nating discourse on the evolution of modern day 
care of the mentally ill), and the romance of 
bronchoscopy. 

A fine evening’s entertainment will be afforded 
all who read this book. 

Mayer E. Ross 

A Practical Manual of Diseases of the Chest. 
By Maurice Davidson, M.D. Second edition. 
Octavo of 575 pages, illustrated. New York, 
Oxford University Press, 1941. Cloth, $13.50. 

The second edition of this excellent work by 
Dr. Davidson, whose first edition received such 
extensive and well-deserved approbation, re- 
tains all of the worth-while features of the first, 
but in order to keep abreast of the times parts 
have been ruthlessly eliminated and new chapters 
have been added replete with the most recently 
acquired knowledge. 

In contradistinction to most books dealing 
with diseases of the chest, this one includes much 
on the subject of pneumonia and the modem 
chemotherapeutic attack thereon. An excellent 
chapter has been added on the subject of “Tomog- 
raphy” with excellent reproductions of same. 
Altogether, it is a thoroughly profitable presenta- 
tion of its subject, and we unhesitatingly recom- 
mend it as a most helpful reference apd textbook 
for student and practitioner. 

Foster Murray 


Science and Seizures. New Light on Epilepsy 
and Migraine. By William G. Lennox, M.D. 
Octavo of 258 pages. New York, Harper & 
Brothers, 1941. Cloth, $2.00. 

This book is an attempt to give a concise state- 
ment on present-day knowledge of the nature and 
treatment of seizures (convulsive and headache). 
The author has spent many years on the subject 
and is regarded by his colleagues as an authority 
on epilepsy and allied disorders. He has con- 
tributed materially to the elucidation of the 
problem and has surrounded himself with a 
group of young and enthusiastic workers who 
have produced valuable information and con- 
tributions to different aspects of epilepsy. 

He has been instrumental in the organization 
of the Laymen’s League Against Epilepsy in an 
effort to combat the existing ignorance and preju- 
dice about convulsive disorders. 

The book contains a rather exhaustive survey 
of epilepsy, and it presents the practical ex- 
periences of the past, as well as the most recent 
methods of examination and treatment. 

There is considerable space given to the sub- 
ject of migraine. The latter is regarded as allied 
to epilepsy, and the author produces evidence of 
such kinship. He speaks of migraine as an 


epilepsy of the vegetative nervous system and 
says that epilepsy may be called a migraine of 
the brain. 

The book is a valuable one and will do much in 
shedding light on this serious and obscure dis- 
ease. 

Irving J. Sands 

A Gui de to Human Parasitology. For Medical 
Practitioners. By D. B. Blacldock, M.D., and 
T. Southwell, Ph.D. Fourth edition. Octavo 
of 259 pages, illustrated. Baltimore, Williams & 
Wilkins Company, 1940. Cloth, $4.00. 

A fourth issue of this guide within nine years 
indicates a demand and usage mainly accounted 
for by its practical scope. Not at all a parasi- 
tologic text, animal parasites pathogenic for man 
are elaborated in useful detail concisely, simply, 
and with tabulated data picturing the subject 
from various points of view. The diagram- 
matic illustrations, particularly those showing 
life cycles, are noteworthy features. It is an 
excellent up-to-date manual, serviceable to pub- 
lic health workers and laborntorians, as well as 
for that group the title stresses. 

Irving M. Derby 


Abdominal Surgery of Infancy and Childhood. 
By William E. Ladd, M.D., and Robert E. 
Gross, M.D. Octavo of 455 pages, illustrated. 
Philadelphia, W. B. Saunders Company, 1941. 
Cloth, $10. 

As the authors point out, it has been evident 
for many years that men doing surgery on in- 
fants and young children should have special 
knowledge of this particular field. They do not 
suggest that the average general hospital be or- 
ganized with an exclusive specialty of pediatnc 
surgery but insist that general surgeons who do 
any major work on these young patients take a 
special interest and training in the problems in- 
volved. This informative book clearly defines 
the difficulties encountered in the limited field 
of pediatric abdominal surgery. More than 
this, many ingenious solutions to these problems 
are shown, as developed by the staff of the 
Children’s Hospital, Boston. 

That their material is plentiful is evident from 
the fact that their experience includes such 
groups as 765 pylorotomies and 4,133 inguinal 
herniorrhaphies. More important, by far, is 
the disclosure that by their experience they 
have tremendously improved their results. 
Hedblom, reviewing the literature in 1931, 
found that 75 per cent of patients with congenital 
hernia of the diaphragm died before the end of 
the first month. In the last 13 such cases oper- 
ated upon at the Children’s Hospital, 11 or 8o 
per cent have recovered. It is beyond the scope 
of this review to detail the sound plan of pro- 
cedure which has produced this result. 

There are some minor points with which the 
reviewer disagrees, as, for example, the idea of 
the authors that the injection of closed hydroceles 
is dangerous and useless and that operation is 
much preferable. We wonder if they have tried 
quinine and urethane. They entirely condemn 
the Torek orchidopexy and obtain SO per cent 
good results with a much simpler one-stage 
operation. 

[Continued on page 190] 
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[Continued from page 188] 

The reviewer does not hesitate to recommend 
strongly the thorough study of this volume by 
any surgeon doing either much or little pediatric 
surgery. He also looks forward hopefully to 
one or more volumes by the same authors on the 
other sections of this specialty. If they have 
not yet considered producing more, he hopes they 
will take kindly to this suggestion. 

William H. Field 

Medical Manual of Chemical Warfare. Re- 
printed by Permission of the Controller of His 
Britannic Majesty’s Stationery Office. First 
American Edition. Octavo of 104 pages. 
Brooklyn, Chemical Publishing Company, 1941. 
Cloth, §2.50. 

The Medical Manual of Chemical Warfare is 
an American edition reprinted from the Great 
Britain War Office, thereby rendering the volume 
immediately available in the United States 
without the delays now suffered in overseas trans- 
portation. Appendix III is the third edition of 
the “Atlas of Gas Poisoning,” already widely 
known. Some of the plates in this section, 
which are reproductions from the U. S. Army 
Medical Department Record of the World War, 
are not in color as in the earlier editions. 

The chemical, physiologic and pathologic 
classifications closely follow the previous Eng- 
lish writing authors rather than the continental. 
The general and historical descriptions are brief 
and concise. Important additions have been 
made in caring for casualties because of the 
wider areas now involved by aircraft dissemina- 
tion far beyond the range of artillery. 

The possibility of the use of arseniureted 
hydrogen as a chemical warfare agent is con- 
sidered in Chapter V. Chapter VI considers 
industrial gases that are not used for warfare 
purposes but may be encountered under war 
conditions. Caul W. Lufo 

Clinical and Experimental Investigations on 
the Genital Functions and Their Hormonal 
Regulation. By Bernhard Zondek. Octavo of 
264 pages, illustrated. Baltimore, Williams & 
Wilkins Company, 1941. Cloth, S4.50. 

In this book Dr. Zondek summarizes his clinical 
and experimental observations since January, 
1935. The subject of genital function and the 
various hormones associated with this process is 
completely reviewed, and many original ob- 
servations are recorded. He showed that estro- 
genic and androgenic hormones are readily ab- 
sorbed and aie effective through the skin. He 
administeied large doses of estrogenic hormone 
to chickens, rats, and cocks, thereby eliminating 
the somatotropic and gonadotropic function of 
the anterior pituitary lobe and produced dwarf- 
ism and marked atrophy of the genitals. More- 
over, many of the animals, regardless of sex, 
developed pituitary tumors as a result of pro- 
longed administration of estrogen. 

The chapter on the “Fate of Sex Hormones in 
the Organism” is interesting, while his theory 
on the “Mechanism of Menstruation” is original. 

The monograph contains a large bibliography, 
and the material is well presented and arranged 
and employs many illustrations and tables to 
emphasize the subject matter. 


This book should be of interest not only to 
investigators working along these lines but also 
to the clinician who is called upon to treat such 
problems. 

Morris Glass 

Contact Lens Technique. A Concise and 
Comprehensive Textbook for Practitioners. By 
L. Lester Beacher, Sc.D. Second edition. 
Octavo of 125 pages, illustrated. New York, 
the author, 1941. Cloth, S3.50. 

This little volume apparently written for the 
optometrist will doubtless be helpful as a guide 
to the fitting of the well-known contact glasses. 
There is a tendency to make this minor proce- 
dure sound formidable, but this arises from the ap- 
parent need to describe certain details that one 
would not need to elucidate for those medically 
trained. 

The author says that the use of a local anes- 
thetic is superfluous and, of course, this is so in 
a mechanical sense; but we doubt if the patient 
would agree if he had the opportunity to com- 
pare a fitting with and a fitting without the use 
of an appropriate anesthetic. 

The section on buffer solution is not well pre- 
sented, and the author does not discuss all the 
dangers and advantages sufficiently. He even 
suggests the use of distilled water which, of 
course, is not well tolerated by the eye. He 
should recognize the therapeutic aspects of buffers 
and discuss their biologic effect and purpose. It 
seems a bit unusual in a scientific work on technic 
to insert a section on “Fees.” Perhaps this is 
technic also. . 

Though this is doubtless useful, its reliability 
is greatly limited by the fact that the only 
bibliography is that of the author, and much of 
this does not refer to contact glasses. A_ volu- 
minous literature has appeared on the subject in 
the last fifteen years to which the author has 
made no reference. John N. Evans 


A Primer for Diabetic Patients, An Outline 
of Treatment for Diabetes with Diet, Insulin 
and Protamine-Zinc Insulin. Including Direc- 
tions and Charts for the Use of Physicians m 
Planning Diet Prescriptions. By Russell M. 
Wilder, M.D. Seventh edition. 16 mo. of 134 
pages. Philadelphia, W. B. Saunders Company, 
1941. Cloth, S1.75. 

This small practical book is designed to help 
those suffering from diabetes, as well as those 
interested in the subject. 

The book is written in a clear, concise manner. 
It is presented in nine sections in which the 
nature of diabetes is explained; the necessity 
for the various forms of insulin is stated, and many 
facts are presented which allow a clear under- 
standing of the subject. In particular, com- 
plications or disturbances apt to occur in the 
diabetic patient are discussed and presented in 
a clear fashion. Diets and diet recipes are ex- 
plained. 

This revision was necessitated to describe an 
improvement in the procedure of administering 
protamine-zinc insulin. It is recommended 
highly for the intelligent understanding and 
knowledge it conveys to the diabetic patient. 

Eugene R. Mahzullo 
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Editorial 

War Surgery 


The proper care of war injuries — 
trauma of every description, damage by 
poisonous gases, and burns of all kinds — 
is now a matter of immediate importance. 
The success of treatment must be gaged 
not only by preservation of life and func- 
tion but also by economy of effort and 
hospitalization. 

War medicine and war surgery must be 
geared to this point of view. Proper care 
means the best of immediate treatment in 
order to prevent unfortunate and unneces- 
sary sequelae and to avoid prolonged 
hospitalization for reconstructive meas- 
ures. 

To accomplish this, the Council Com- 
mittee on Public Health and Education is 
now taking immediate steps to provide 
instruction, both didactic and clinical, 
in war medicine and war surgery — espe- 
cially plastic and reconstructive surgery — 
as part of its postgraduate instruction for 
the current year. Some of the technics 
of such surgical care, both immediate and 
later, are new, and many physicians are 
not familiar with them either for their own 
use or for rapid recognition of condi- 


tions that should be referred to specialists 
in these technics. This care presupposes 
the highest quality of first aid and also 
proper preparation of injured tissues for 
later surgical procedures. 

We are now engaged in what should 
rapidly develop into an offensive war. 
This will undoubtedly be accompanied 
by enemy attacks on the continental 
United States in the course of time. Last 
year, in anticipation of the eventual neces- 
sity, a plan was proposed for offering in- 
struction in plastic and reconstructive 
surgery as part of the medical prepared- 
ness program of the Medical Society of the 
State of New York. As a result of this 
foresight, eighteen well-qualified surgeons 
quickly responded to the request for their 
services as teachers. 

The Society is, therefore, fortunate in 
that having foreseen the probable neces- 
sity for increased instruction in plastic 
and reconstructive surgery and set up the 
teaching facilities it will be possible to ex- 
pand these courses rapidly now that war 
conditions make this imperative. 


Delayed Registration Certificates 

Many physicians may not yet have re- date of January 9, 1942, by Dr. Joseph S. 
ceived their 1942 certificates of registra- Lawrence, executive officer of the Society, 
tion from the Department of Education, that “the Department of Education is 
The Journal has had some inquiries doing its utmost to supply the physicians 
about the delay. We are informed under with their 1942 registration certificates 
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but has been greatly delayed, first by the 
installation of new recording machines, 
and now by a lack of clerical service. 

"Physicians who have applied for re- 
registration are assured that they will re- 
ceive their certificates at an early date, 
and in the meantime they need not fear 
that they are violating the law by con- 
tinuing their practice.” 

The Department of Education has 
asked that this information be conveyed 
to the physicians of the state, and we be- 
speak the tolerance of those who have not 


received their certificates. It is probable 
that conditions due to the war, restriction 
and reduction of operating personnel aris- 
ing from the new Selective Service de- 
mands, and other unpredictable condi- 
tions will make it difficult for many de- 
partments to maintain their otherwise 
prompt and efficient service to the phy- 
sicians of the state. The delays will, how- 
ever, be accepted with patience and good 
nature and with a real appreciation of the 
efficiency with which these services have 
been maintained in the past. 


Fewer Tires, Fewer Fatalities ? 


The recent restrictions on the sale of 
new rubber automobile tires may have 
some interesting results in 1942. What, 
for instance, will be the effect of the ra- 
tioning upon the motor-vehicle accident 
deaths? The deaths from this cause in 
1941 were about 39,500 l or more than 14 
per cent as compared with 1940, a gain of 
about 5,000 deaths over the previous 
year. In the same period, “data now 
available indicate that there may be some 
1,500 more fatal accidents to persons at 
work in 1941 than in 1940.” This rise in 
industrial fatalities might have been 
anticipated because of the greatly in- 
creased industrial activity throughout the 
year 1941. But the increase in motor- 
vehicle accident deaths for the same 
period seems to be inordinately large. It 
is now alleged that for “more than a dec- 
ade . . . motor-vehicle fatalities have been 
the leading class of fatal mishap.” 

1 Statistical Bulletin, Met, Life Ins Co. 22: No 12, 9 
(Dec) 1941. 


Will the restrictions now in force relat- 
ing to the use of new tires for automotive 
vehicles affect the accident total for 1942 
and, if so, how? By decreasing the 
volume of traffic, it would be anticipated 
that these restrictions would tend to re- 
duce the total. On the other hand, it is 
possible that the forced use of worn-out 
treads or recapped casings may increase 
the severity of those accidents that do 
occur and thus considerably raise the 
number of fatalities. This is the more 
probable since it seems inevitable that 
crowding of many vehicles will occur as 
fewer tires of any kind become available. 

Until satisfactory substitutes for rubber 
make their appearance, more careful and 
considerate driving will, we hope, help to 
reduce the highway accident toll. It may 
not be too much to hope that some of the 
safety habits acquired during this period 
of tireless tranquilization may survive it. 
The figures will show. 


Federal Regulation of Insulin Standards 


On December 24, 1941, the protection 
to users of insulin afforded by control of 
the product by the University of Toronto 
ceased through expiration of the patent. 

However, on December 22, 1941, the 
President of the United States approved 
H.R.6251 (Public Law 366), a bill to 


amend the Federal Food, Drug, and Cos- 
metic Act by providing for the certifica- 
tion of batches of drugs composed wholly 
or partly of insulin. The necessity for the 
legislation stemmed from the expiration 
of the insulin patent held by the Univer- 
sity of Toronto under which standards of 
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purity and strength of insulin have been 
adequately maintained. Under the new 
law the Federal Food, Drug and Cosmetic 
Act is so amended by Section 1 that its 
prohibitions against “forging, counter- 
feiting, simulating, or falsely represent- 
ing, or using identification devices with- 
out proper authority, will apply in the 
case of such identification devices as may 
be required or authorized for insulin.” 
Section 2 of the amended Act provides 
that a drug shall be misbranded “if it is, 
or purports to be, or is represented as a 
drug composed wholly or partly of insulin, 
unless (1) it is from a batch with respect 
to which a certificate or release has been 
issued under regulations to be promul- 
gated by the Federal Security Adminis- 
trator and (2) such certificate or release is 
in effect with respect to such drug.” 

Section 3 directs the Federal Security 
Administrator to establish standards of 
purity, quality, identity, and strength for 


drugs composed partly or wholly of in- 
sulin; to determine and set out in regula- 
tions schedules of fees which will cover the 
cost to the Government of equipping and 
maintaining the facilities and compensat- 
ing the personnel required for making 
adequate tests and assays. Section 4 
directs the promulgation of these regula- 
tions within forty-five days. 

Provision is made also in Section 3, for 
the release by the Administrator prior to 
the promulgation of regulations, of insulin 
which, in the Administrator’s judgment, 
may be released without risk as to safety 
and efficiency. This permits him to re- 
lease for prompt use batches of insulin 
which have already been passed by the 
Insulin Committee of Toronto Univer- 
sity. Any risk of a shortage is thus 
avoided with safety for the more than 
1,000,000 users in the United States, who 
spend for it annually some $15,000,- 
000 . 


Common Sense 


The Nassau Medical News 1 comments 
on nutrition: 

Forty-five million people in the 
United States “lack the foods we know 
are essential for health .... another 
50,000,000 have impaired health be- 
cause they do not eat the right food.” 
Thus does Dr. Logan Clendenning in 
a recent issue of the J.A.M.A. quote 
Paul V. McNutt, coordinator of health, 
welfare and related defense activities. 
Air. McNutt’s statement as quoted 
above falls into the category of one of 
those things. It is general, comprehen- 
sive, arresting, and conveniently quot- 
able. It is positive. It conveys the 
impression that, in Air. AIcNutt’s mind, 
there is no shadow of doubt that this is 
so. The presumption is that he has in- 
formation on this matter of which he does 
not question the source or the reliability. 
If he did, presumably he would not have 
made the statement or would at least 
have qualified it. 


The statement was apparently made 
for the purpose of informing the public 
of something which the public ought to 
know. It contains a diagnosis: “50,- 
000,000 people have impaired health be- 
cause they do not eat the right food.” 
No ifs, ands, or buts about that, is there? 
Another 45,000,000 “lack the foods we 
know are essential for health.” This 
seems to be a severe, possibly an uninten- 
tional, criticism of an administration that 
has been distributing agricultural sur- 
pluses to the needy for a long time. And 
is it possible that the slaughtering and 
plowing under of many products of the 
farm could have anything to do with the 
“lack of foods we know are essential for 
health?” 

It is perhaps more comprehensible if 
we employ the device of hysleron pro- 
teron- in Air. AIcNutt’s behalf. If, say, 
“ 50,000,000 people have impaired health 
because they do not eat the right food,” 
they and another 45,000,000 do so be- 


1 Food— Eat It or Take It IS: No. 10 (Nov.) 1941. 


1 Cart before the horse. 
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cause they “lack the foods we know are es- 
sential for health,” then we may inquire : 
why? There must be a reason. Is the Ad- 
ministration’s farm policy being called in 
question by the Coordinator of Health, 
Welfare and Related Defense Activi- 
ties? Or is there some reason other than 
this, as yet undisclosed, why the head 
man of the Security Administration is 
all at once concerned with the impaired 
health of 95,000,000 potential voters? 

The Nassau Medical News says that: 

“Dr. Clendenning doubts these figures 
and counters with the report that out of 
some 338,000 hospital records studied 
he found only 483 patients recorded as 
coming within the medical understand- 
ing of ‘impaired health because they do 
not eat the right food.’ ” 

We are relieved to learn that the effects 
of the Administration’s policy of scarcity 
are not quite so bad as Mr. McNutt fears 
and that the public’s eating habits are 
not so bad as they are implied to be. 

“The National Nutrition Conference,” 
says the Nassau Medical News, “drew up 
a nutritional ‘ gold standard’ which would 


include: one pint of milk for an adult 
and more for a child (evaporated milk 
may be used instead of fresh) ; a serving 
of meat (cheaper cuts are just as nutri- 
tious); one egg or some suitable sub- 
stitute such as navy beans; two vege- 
tables, one of which should be green or 
yellow; two fruits, one of which should 
be citrus, tomato, or similar (canned 
orange juice is the cheapest source of 
vitamin C) ; some butter or oleomargarine 
with vitamin A added; breads, flour, 
and cereal, preferably whole grain or en- 
riched. 

“If the daily diet stays on this gold 
standard and the individual develops a 
vitamin or mineral deficiency, it is safe 
to say that the problem is one for the 
physician to solve, not for the radio an- 
nouncer, the newspaper advertiser, or 
the street corner health advisor. 

“It is not only safer but very much 
cheaper to eat your food rather than 
take it in the form of pills, powders, or 
capsules. Consider the vitamin concen- 
trates as medicine and take them only 
on the advice of your own doctor." 

Washington papers please copy. 


Correspondence 

American Congress on Obstetrics and Gynecology 


To the Editor: 

In this time of stress there should be a definite 
interest in the welfare of the mothers and babies 
of the nation. The Committee that is sponsor- 
ing the next American Congress on Obstetrics 
and Gynecology, to be held in St. Louis on April 
6 to 10, 1942, represents the only organization 
outside of governmental bodies which has at- 
tempted to unite the efforts of voluntary and 
other agencies to carry out the widely dissemi- 
nated plans for the care of women and children. 
Opportunity for the presentation of advances in 
obstetric and gynecologic knowledge will be af- 
forded to the many groups interested in these 


problems at a nation-wide gathering of this kind. 
The directors of the project believe that notwith- 
standing the war situation the Congress should 
be held at the stated time and are proceeding 
with their plans to make of this an outstanding 
gathering. Further details of the program wm 
be communicated as these are made avail anlc- 
Inquiries may be addressed to the Central Office, 
650 Rush Street, Chicago. rn 

George W. Kosmak, M.u. 

Chairman, Committee on 
Medical Publicity 

December 26, 1941 


Buy U. S. Defense Bonds and Stamps 



Symposium on Pyelonephritis 

THE EFFECTIVENESS OF THE SULFONAMIDES ON THE BACTERIA 
ENCOUNTERED IN INFECTIONS OF THE UPPER PART OF THE 
URINARY TRACT 

Roscoe C. Borst, M.D., F.A.C.S., Utica, New York 


P RIOR to Domagk’s discovery of pron- 
tosil and its effective treatment in staphy- 
lococcic and streptococcic infections eight 
years ago, the chemotherapy of systemic 
bacterial diseases was disappointing. 

During the intervening time, sulfonamide 
derivatives have been introduced which are 
highly effective against systemic bacterial 
invasions. This period has been called 
“epochal in the history of medicine.” The 
volume of observations and reports is enor- 
mous and rapidly increasing. Frequently, 
these are speculative and of little value; hence, 
it appears that a study and survey of the ef- 
ficiency of the sulfonamide compounds in 
urologic infections may be helpful. 

History 

Thirty-four years ago Gelmo synthesized 
sulfanilamide, but its therapeutic value was 
neither suspected nor studied. 1 In 1932 
Domagk’s investigations in the preparation 
of azo dyes with the sulfonamides resulted in 
the production of a substance that was in- 
troduced to the world one year later by Dr. 
Foerster as prontosil. This in the opinion 
of many observers constitutes the greatest 
therapeutic discovery in modern medicine 
and relegates salvarsan to second place. 

In 1936 Nitti and Boret found that pron- 
tosil was split by the tissues to liberate sulf- 
anilamide — the chemotherapeutic portion. 
This preparation was not patented and led to 
tile production of a great number of new de- 
rivatives. Many manufacturers unwisely ex- 
ploited their products, requiring the Council 
of Pharmacy and Chemistry to untangle the 
existing confusion by recognizing only proved 
derivatives. 

Sulfapyridine was presented to the profes- 
sion in 1938 and sulfathiazole followed in the 
ensuing year. Previous to the introduction 
of these, pyridium and serenium made their 
appearance as urinary antiseptics — the former 
in 1926 and the latter in 1930. 

Read at the Annual Meeting of the Medical Society 
of the State of New York, Buffalo, New York, April 29, 
1941. 


Fortunately, the present Food and Drug 
Act has required all the derivatives of sulfa- 
nilamide, with the exception of the “elixir 
of sulfanilamide,” to have a substantial in- 
vestigation and application. The Council 
of Pharmacy and Chemistry of A.M.A. has 
recognized only three of these — namely, 
sulfapyridine, sulfathiazole, and sulfadia- 
zine. Another, by the time this article is 
printed, will be accepted — namely, sulfaguani- 
dine. 

The sulfonamide drugs are: prontosil, 
sulfanilamide (prontylin), neoprontosil, sulfa- 
pyridine (dagenan, M and B 693); sodium 
sulfapyridine, sulfathiazole, sodium sulfathia- 
zole, sulfamethylthiazole,* sodium sulfa- 
methylthiazole,* sulfadiazine,* sodium sulfa- 
diazine,* sulfaguanidine, dodeconoyl sulf- 
anilamide.* 

Mechanism of Action 

Numerous theories have been advanced to 
explain the mechanism of the antibacterial 
action of the sulfonamide chemicals. At the 
present writing the most accepted theory has 
been advanced by Long and Bliss. 3 

During the process of invasion, bacteria 
have a natural oxidative action in the tissues 
which creates the formation of hydrogen per- 
oxide. This is removed normally by the 
catalase present in the blood and tissues. 
The oxidation of the sulfonamides inhibits 
this catalase action preventing the hydrogen 
peroxide removal. It thereby accumulates 
in the tissues and either inactivates or de- 
stroys the bacteria. 

Since all of the sulfonamide derivatives are 
not equally effective on all types of bacterial 
infections, it at once becomes obvious that 
the proper selection is of the greatest impor- 
tance. This obviously requires accurate bac- 
teriologic study and isolation of the specific 
invading organism. 

The question of the volume of fluid intake 
with cases receiving the various sulfonamide 
derivatives is of the greatest importance. 

* These drugs are under investigation. 
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Inadequate blood concentration will be ob- 
tained if more than 3,000 cc. of fluids each 
twenty-four hours is taken when prescribing 
sulfanilamide. This drug does not directly 
damage the kidneys. 

When sulfapyridine or sulfathiazole is be- 
ing prescribed, the administration of greater 
fluid intake is a necessity. This is due to the 
fact that in too concentrated urines the pre- 
cipitation of the insoluble acetyl sulfapyridine 
or the nonsoluble acetyl sulfathiazole will 
occur. This creates tubular blockage and 
becomes the precursor to renal calculi for- 
mation. Therefore, the urine output should 
be kept at 1,000 cc. or more for each twenty- 
four hours. The presence of these crystals in 
voided urine is never an indication for stop- 
ping the drug. The appearance of gross 
hematuria, however, is a frank indication. 

The acetylated form is a severe hindrance. 
It is created by the liver in conversion from 
10 to 60 per cent of the total amount of the 
drug administered and yields toxic deriva- 
tives. The crystals may be precipitated out, 
as previously stated, to mechanically block 
the kidney tubules and form concretions. 

The elimination of food with a high sulfur 
content, as well as the sulfates, has been too 
severely stressed. Long states that “there is 
not a bit of data available which would lead 
one to believe that such a superstition has any 
foundation in fact.” The exception is the 
use of the present intravenous anesthetics con- 
taining barbiturates — not the sedatives. 

Prophylactic Value 

In those cases where there is danger of a 
rapid spreading of infection — such as post- 
operative peritonitis, cellulitis, pyelonephritis 
following pyelotomies, nephrostomies, cys- 
totomies, and other surgical procedures where 
infection may be introduced into healthy 
nonresistant tissue — the sulfonamides have 
prophylactic value. This requires establish- 
ment of effective blood concentration of the 
drug over a brief period and is entirely de- 
pendent upon their rates of absorption and 
excretion. 

Prontosil in aqueous suspension and sul- 
fanilamide in oily suspension are absorbed 
and excreted slowly when injected subcutane- 
ously. Hence, their prophylactic value is ex- 
cellent. If, however, the prontosil is given 
by mouth, its value is less marked and nil with 
sulfanilamide. Therefore, with slow absorp- 
tion and excretion prophylactic value is 
good; if the reverse is true, it becomes slight. 

As each derivative has been introduced, 


desirable information pertaining to its absorp- 
tion, distribution, action, excretion, and toxic 
effects it possesses has been studied. 3 

Successful therapy depends upon the main- 
tenance of a definite concentration of the drug 
in the blood. The choice of the derivative 
to be employed in a given infection should be 
accurately selected. Also, it is imperative to 
know that drug’s behavior in the body, as 
well as its effectiveness. 

Sulfanilamide when injected is well absorbed 
from the gastrointestinal tract, equally dis- 
tributed throughout the body tissues, and 
properly excreted with normal renal function. 
Even in renal damage it is well eliminated. 

Sulfapyridine is irregularly absorbed by 
different individuals and by the same indi- 
vidual. It is fairly well distributed throughout 
the tissues and conjugated by the liver to 
the inactive acetyl derivative in a higher de- 
gree than either sulfanilamide or sulfathia- 
zole. Sulfapyridine is excreted by the kid- 
ney more slowly than either sulfanilamide or 
sulfathiazole and appears in the practically 
insoluble acetylated form, where it crystal- 
lizes out. 

Sulfathiazole is rapidly absorbed and rap- 
idly excreted when kidney function is normal. 
If renal function is decreased, preventing 
elimination and thereby retaining the drug 
in the body over a period beyond normal, its 
rate of conjugation increases. The drug is 
excreted so rapidly by the kidney that con- 
jugation 4 cannot be complete and, therefore, 
is not converted in large amounts to the acetyl 
form. Adequate blood concentration, there- 
fore, is difficult to maintain, and an inefficient 
therapeutic effect may result. The spinal 
fluid absorbs lesser amounts of the drug than 
either sulfanilamide or sulfapyridine, and this 
absorption is inadequate for efficient bacter- 
iostatic effect in all of these. Sulfadiazine, 
fortunately, is absorbed in the spinal fluid in 
sufficient concentration to be therapeutically 
active.* 

Urinary Infections 

Successful treatment of urinary infections 
may require concentrations in the urine of the 
free drug as high as 300 mg. per hundred cubic 
centimeters for approximately seven days. 
With unimpaired renal function, this may be 
maintained by controlling the daily ingestion 
of both the drugs and fluids. 

The sulfonamides actually produce bac- 
tericidal action in many urinary tract infec- 
tions when the hydrogen ion and drug con- 

* Dr. Norman Plummer. 
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centrations are optimal. This is due to the 
fact that urine concentrations are reached 
which are ten to forty times higher than those 
attained in the blood. Then, too, the urine 
is a poor medium for bacterial growth. This 
combination of poor environment and high 
concentrations results in bactericidal action 
not procurable in other tissues. 

The intelligent use of the sulfonamides is 
based more on bacteriologic than clinical 
diagnosis, and their indiscriminate use with- 
out the former obviously should be discour- 
aged. This fact becomes more impressive as 
we continue. 

While antibacterial action may occur in all 
hydrogen ion concentrations, better results 
are obtained with a pH value of 7.0 or 7.5. 
It may be necessary, therefore, to combine an 
alkali such as sodium bicarbonate (3 to 5 
Gm. per diem) with each dosage. The ex- 
ception is with Streptococcus feealis, where a 
lower pH value is more effectual. Al k a lin e 
urine in itself, as it is formed in the body, is 
neither bactericidal nor bacteriostatic. 

We have come to learn through trial and 
error that frequent complicating urologic le- 
sions will modify progress and results with 
these drugs. Purulent foci must receive ade- 
quate attention less the bacteriostasis leads 
to false security, since recovery appears symp- 
tomatically complete only to relapse with 
the drug’s withdrawal. This inhibition of the 
acute invasive manifestations is preceded 
by the reinvasion of the tissues from hidden 
foci. These deep-seated infected areas and 
pockets, created particularly by stasis, lithi- 
asis, chronic pyelonephritis and pyohydro- 
nephrosis, ureteral and bladder obstructions, 
diverticula, and localized renal abscesses, be- 
come the major problem with those cases, 
having repeated exacerbations and retarding 
or preventing complete eradication. 

One is able to estimate accurately the uri- 
nary concentration of both the free and con- 
jugated forms of sulfanilamide, sulfathiazole, 
and sulfadiazine when the daily dose and fluid 
intake are known. As an example, since ap- 
proximately 90 per cent of the drug is ex- 
creted in the urine, 4.5 Gm. will be excreted 
with a dose level of 5.0 Gm. ingested. Assum- 
ing a urinary output of 1,000 cc. in twenty- 
four hours (fluid intake of about 1,500 cc.), 
the concentration in the mine will be 450 
mg. per hundred cubic centimeters. _ Inas- 
much as half of the excreted drug is in free 
form, the concentration of the free portion 
will be approximately 225 mg. per hundred 
cubic centimeters. 


Excretion 

The ability of the kidneys to excrete the 
sulfonamides should be determined by the 
phenolsulfonphthalein excretion test when- 
ever necessary. Since more than 93 per cent 
of the drug is eliminated through the renal 
parenchyma, poor kidney function would de- 
lay the excretion sufficiently to create a toxic 
state in an otherwise safe dosage. Long and 
Bliss gave a single dose of sulfanilamide to a 
uremic patient and found no variation in the 
blood concentration during a seven-day ob- 
servation period. 

Normally, the drug is rapidly eliminated 
with adequate fluid intake and renal function 
unimpaired. No host is entirely free of the 
drug within three days. 

Toxic Manifestations 

Only the important toxic manifestations 
created by the sulfonamide derivatives will 
be discussed in this article. A complete 
summary of this phase of the work may be ob- 
tained in the monograph by Long and Bliss. 3 

A Mde variety of toxic reactions are pro- 
duced with therapeutic doses. It is impor- 
tant to recognize these symptoms and to dif- 
ferentiate them from the illness itself. The 
federal control of the sale of these drugs repre- 
sents a commendable advance in the protec- 
tion to the public against their indiscriminate 
use. 

Nearly all patients receiving the sulfon- 
amides experience mild toxic reactions which 
usually appear within the first forty-eight 
hours and particularly so if the case is am- 
bulatory. 

The milder manifestations of toxicity are 
not necessarily the precursors to the more 
severe symptoms, because the latter depend 
almost exclusively on high blood concentra- 
tions from excessive dosage or idiosyncrasy. 

The mild nausea and vomiting commonly 
observed may be partially alleviated or totally 
abolished by the use of nicotinic acid, giving 
50 mg. with each dose. More uniform results 
have been observed with the employment of 
mucilage of tragacanth (made fresh daily) by 
adding a dram with each dose of the drug. 
I have found that the use of citric acid, 14 
per cent, combined with sodium citrate, 9 per 
cent, prescribed in dram doses and adminis- 
tered with the drug serves the double purpose 
of allaying the vomiting and also relieving 
and preventing acidosis. 

The more important toxic manifestations 
are shown in Table 1. 
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TABLE 1. — Sulfonamide Therapy — Toxic Reactions 
Blood ' Gastrointestinal 


Anemia 

Simple 

Acute hemolytic 
Aplastic 
Leukopenia 

Granulocytopenia 

Agranulocytosis 

Hyperleukocytosis 

Cyanosis 

Liver 

Hepatitis 

Jaundice 

Kidney 
Hematuria 
Colic-loin pain 
Anuria 

Calculus formation 
Nitrogen retention 
Uremia 


Nausea and vomiting 
Dehydration 
Acidosis 
Diarrhea 
Dehydration 
Acidosis 

Skin — Drug Rash 
Purpura 
Morbilliform 
Erythema 
Scarlatiniform 
Erythema nodosum 

Nervous System 
Neuritis 
Headache 
Psychosis 

Mental depression 
Delirium 

Drug Fever 


The more serious effects of these deriva- 
tives are related to the blood, bone marrow, 
and the skin. Blood counts should be done 
every other day to recognize in its inception 
the sudden developing anemia or the change 
in the number or character of the white blood 
cells. Granulocytopenia may occur as late 
as six days after the drug has been discon- 
tinued. 

The prescribing of the barbiturates during 
sulfonamide therapy is not dangerous for the 
host, but pentothal sodium as an intravenous 
anesthetic is contraindicated since definite 
injury to the liver may follo\y. 

These chemotherapeutic drugs vary greatly 
in their production of toxic symptoms. Of 
the several discussed, sulfapyridine is the 
greatest offender, and toxic manifestations 
may be expected to occur four times more 
frequently than with sulfanilamide. Sulfa- 
thiazole is less toxic than sulfanilamide, and 
sulfadiazine is decidedly less toxic than either 
of these. Because of the low degree of absorp- 
tion of sulfaguanidine, no toxicity has been 
observed. This drug, however, has yet to re- 
ceive a broad use. Cutaneous eruptions appear 
more commonly after sulfathiazole than the 
other derivatives and carry with them a high 
incidence of conjunctivitis. 

Contraindications 

Because of the mad rush to introduce or 
prescribe the sulfonamides and their deriva- 
tives, a thorough and complete study of this 
phase of the pharmacology has not been com- 
pleted. However, I will state that the drug 
should be withheld from patients who have 
shown an idiosyncrasy or sensitivity to pre- 
vious sulfonamide therapy. Also, these 
drugs should not be prescribed to patients 


having a severe anemia, leukopenia, hepatitis, 
or extensive renal damage. 

The sulfonamides differ in several important 
respects from mandelic acid. Each of these 
preparations have their separate indications 
and supplement each other. 

Sulfonamides have the advantage that they 
are effective at all urinary pHs but are de- 
cidedly more active in an alkaline urine. 
Mandelic acid is effective only in distinctly 
acid urines and with undamaged renal tissue. 

Sulfonamides are cheap but toleration 
varies. It may be administered by more than 
one route, whereas the acid can be taken 
only orally. Sulfonamides do not provoke 
acid base, balance disturbances, which is a 
distinct advantage in acutely ill and febrile 
patients and those with impaired renal func- 
tion. The sulfonamides clear urinary infec- 
tions caused by urea-splitting organisms, such 
as Bacillus proteus, which are unaffected by 
mandelic acid. It is effective against Str. 
fecalis whereas the sulfonamides fail, al- 
though, recently, Helmholz has shown that 
sulfathiazole has considerable bactericidal 
action against this organism. Sulfadiazole 
and sulfadiazine frequently are excreted in 
sufficiently high concentration by impaired 
renal tissue to be bactericidal. 

Tables 2 and 3 show the organisms upon 
which sulfanilamide and mandelic acid are 
effectual. 

How impressive the literature is on the 
dangers of sulfonamide therapy in the pres- 
ence of depressed renal function and increased 
blood nitrogen. But it has not impressed 
us on the efficiency of these drugs in small 
doses with the kidney function below par. 
To be sure, extremely careful observations 

TABLE 2. — Sulfanilamide 

Effectual Ineffectual 

Escherichea coli Hemolytic streptococci, 

Group D 

Aerobactor aerogenes Str. fecalis . 

Salmonella Nonhemolytic green anu 

hemolytic enterococci 

Shigella 

Bacillus influenza 
Staphylococcus albus and 
aureus 

Pseudomonas aeruginosa 
Alcaiigenes 

Bacillus pyocyaneus _ 

TABLE 3. — Mandelic Acid 

Effectual Ineffectual 

Same as sulfanilamide* Staph, albus and aureu3 

Enterococci B. proteus 

Str. fecalis f B. pyocyaneus 

* Refer to Table 2. 
f Refer to Table 4. 
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are required and good judgment and frequent 
blood readings are essential in the control of 
infection and in preserving renal tissue. 

There is Helmholz’s 5 spectacular result in a 
16-year-old boy who had been under observa- 
tion for seven years hnd who eventually had 
the infection cleared from the urinary tract. 
The case had bilateral, infected hydrone- 
phrosis, megaloureters, a huge dilated bladder, 
and a posterior urethral obstructing value. 
During the interval, his weight increased 
from 52 to 106 pounds and the blood urea con- 
centration increased from 60 to 160 mg. per 
hundred cubic centimeters. During 1939 his 
urea concentration was never less than 150 
mg. with the urine clear and a minimal 
number of bacteria. Of the sulfonamides, 
sulfanilamide was selected and prescribed in 
a dosage sufficient to maintain a concentra- 
tion ranging from 16 to 42 mg. per hundred 
cubic centimeters of urine. With this tech- 
nic the urine cleared of E. coli infection for 
three days, only to return immediately. 
Sulfathiazole therapy was substituted in 
November, 1940. On a dosage of 4 grains, six 
times daily, the E. coli infection disappeared 
and was replaced with pseudomonas. That 
dosage became intolerable during February, 
1941, and was reduced to 2 grains twice a 
day. This was well tolerated and, sur- 
prisingly, the urine became clear with only a 
minimal number of bacteria present. Such 
results are encouraging, since the conserva- 
tion of renal tissue is the sine quo non in 
such patients. 

This observation plus further experimental 
work by Helmholz shows sulfathiazole de- 
cidedly superior to sulfanilamide as a urinary 
antiseptic in concentrations from 10 to 30 
mg. per hundred cubic centimeters of urine 
and makes possible the effective use in cases 
with damaged kidney tissue. Oral doses as 
low as 5 to 10 grains per diem render surpris- 
ingly satisfactory results. 

This work, which is summarized in Table 
4, is impressive. 

Sulfathiazole 

This drug, which was introduced in 1940, 
is of great interest to the urologist since it is 
more effective than sulfanilamide and sulfa- 
pyridine in the treatment of infections of the 
urinary tract. 

It is rapidly and quite adequately absorbed 
from the intestinal tract and is much less toxic 
and well tolerated by the oral route, rarely 
causing gastric distress. 

As its fate and excretion are quite similar to 


TABLE -4. — Sulfathiazole 




Bacteri- 
cidal 
Concen- 
tration 
in All 
pH 

Values, 

Best 


pH 

Bactericidal Urine 

Mg./lOO 

Organism Value 

Concentration 

Cc. 

Staph, aur- 7.5 

7 mg./lOO cc. in 75 per 

25 

eus 

cent of cases 


Proteus am- 7.5 

25 mg./lOO cc. in 94 per 

150 

moniae 

cent of cases 


Str. fecalis* 5.5 

50 mg./lOO cc. in 58 per 
cent of cases 

300 

Ps. aerugi- Hydrogen ion concentrations 

300 

nosa 

of little value 


A. aerogenes 7.5 

25 mg./lOO cc. in 90 per 

Not pro- 


cent of cases 

cured 

E. coli 7.0 

25 mg./ 100 cc. in 60 per 
cent of cases 

200 


* Refer to Table 3. 


sulfanilamide, this phase wall not be discussed. 
It is advisable to draw attention to the rela- 
tive insoluble acetylated forms (being three 
times less soluble than acetyl sulfanilamide), 
which may precipitate out, in the renal tubules 
and the urinary tract. 

Sulfathiazole has shown its bactericidal ef- 
fects in practically all types of organisms 
which invade the urinary tract. Its greatest 
benefit lies in its superior antibacterial action 
on staphylococci and on Str. fecalis. As with 
the other sulfonamides, complicating co-exist- 
ing pathologic processes in the tract decrease 
its efficiency, particularly those creating 
stasis and obstruction. The percentage of 
the total amount of sulfathiazole present in 
the urine as acetyl sulfathiazole ranges be- 
tween 10 and 30 per cent. This percentage is 
lower than those for sulfapyridine and sulf- 
anilamide. The free form (active bacteri- 
cidal) is not so freely excreted as sulfanil- 
amide by damaged renal tissue. 

Sulfapyridine 

Because of its relative insolubility, sulfa- 
pyridine is absorbed from the intestinal tract 
at a much slower rate. Like sulfanilamide, 
it is acetylated in the body. The amount, 
however, is unpredictable and tends to run 
higher so that the dosage necessary for opti- 
mal blood levels of the active free portion can- 
not be made uniform. This drug is excreted 
at a much slower rate than sulfathiazole, tend- 
ing thereby to a cumulative toxic quantity 
and requiring caution with impaired renal 
function. The more active the renal infec- 
tion, the quicker will renal complications de- 
velop with this derivative. 

Complications of Sulfapyridine 

The renal complications associated with 
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sulfapyridine are dependent on two factors: 
first, the precipitation of the crystals; sec- 
ond, the oliguria. 

Because of the poor solubility of the con- 
jugated derivatives, crystals precipitate out 
of the urine and lodge in the renal tubules, 
pelves, ureters, and bladder. Renal function 
becomes impaired by this mechanical plugging 
and complete anuria follows. These com- 
plications require daily microscopic examina- 
tion of the urine. Cystoscopie manipulation 
and ureteral lavages have been necessary to 
loosen these crystals. 13 

The crystals that may be precipitated from 
both an alkaline and acid urine consist of 
about 70 per cent of the insoluble conjugated 
form rather than the free sulfapyridine. They 
are not opaque to x-rays but will create nega- 
tive shadows. The rate of precipitation 
cannot be altered by prescribing alkalies. 
The crystals appear in irregular friable white 
masses. Microscopically, the crystals are 
colorless, flat, thin plates, are pointed or 
wedge-shaped, and are joined together in 
triangular bundles. 

Hematuria occurs in 25 per cent of all 
cases and children are more prone to develop 
renal complications. 

At this point it is fitting to state that be- 
cause of the uncontrollable damage sulfapyri- 
dine may create it should have no place in 
the urologists’ therapeutic armamentarium. 
The other sulfonamide derivatives, as have 
been mentioned, have greater efficiency and 


AVERAGE 0LOCO LEVEES OF Free 0«UG 
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are much less injurious to the renal paren- 
chyma. 

In the same voice, the urologist must be 
acutely aware of its dangers. He should be 
accurate in recognizing its damaging and 
destructive effects and quick to remove the 
mechanical obstructive material. 

Newer Drugs 

Within the past two years new sulfon- 
amide derivatives have been drawn to 
our attention. Two of these, sulfadiazine 
and sulfaguanidine may be destined to be- 
come the Utopia in the urologists thera- 
peutics. Definitely, they will replace the 
earlier developed preparations. 

Sulfadiazine 

Sulfadiazine was synthesized by Roblin, 
Williams, Winnek, and English, 6 and the 
experimental animal data pertaining to tox- 
icity, absorption, and chemotherapeutic ac- 
tivity were completed by Feinstone, Williams, 
Wolff, Hunington, and Crossley. 7 

The excellent study of the absorption and 
excretion of sulfadiazine by Plummer 5 has 
done much to stabilize its dosage and demon- 
strate its efficacy. 

The comparative blood levels after a single 
2-Gm. dose between sulfathiazole, sulfapyri- 
dine, and sulfadiazine are shown in Fig. 1> 
Tins figure shows that sulfadiazine is rapidly 
absorbed and that a higher blood concentra- 
tion is reached than with either sulfathiazole 
or sulfapyridine with the same dosage. 

Traces of the drug remain after forty-eight 
hours showing a slower renal excretion than 
either sulfapyridine or sulfathiazole. 

In another series, 2 Gm. of sulfadiazine 
was administered as an initial dose, followed 
by 1 Gm. every four horns until a total of 16 
Gm. had been given. 


-Sn 
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Fig. 2 shows the blood level of sulfadiazine 
to be higher than either sulfapyridine or sulfa- 
thiazole. The blood level fell slowly after 
the drug was discontinued, and even at the 
end of forty-eight hours there still remained 
a trace of the drug. 1 

The total amount of the excreted drug re- 
claimed in the urine ran as high as 12.7 Gm. 
out of a total of 16 Gm. ingested. Such an 
amount compares favorably with the other 
drugs in this group and is proof that over 90 
per cent is excreted by the kidney's. 9 

In this same series no kidney' irritation was 
demonstrable. Renal function tests and 
blood nitrogen and urea always remained 
within normal limits. Neither gross nor micro- 
scopic blood appeared and the tests for 
albumin were negative. 10 The stomach tol- 
erated the drug exceedingly well; the dreaded 
annoying symptoms of nausea and vomiting 
did not occur. 

For its distribution in the body', refeience 
is directed to Reinhold, Flippin, and 
Schwartz’s article in the American Journal 
of Medical Sciences? 

Toxic effects simulate sulfanilamide, sulfa- 
thiazole, and sulfapyridine but to a much 
lesser and milder degree. Dermatitis and 
vomiting have been observed but in infre- 
quent occurrences. As a contrast to the other 
sulfonamides, it can be said that the develop- 
ment of toxic manifestations is not expected 
when used within proper therapeutic ranges. 

Sulfadiazine is absorbed rapidly from the 
intestinal tract, and effective blood concen- 
trations are reached within two to four hours. 
Like its sister compounds, the elimination is 
over 90 per cent through the kidneys. Its 
excretion develops slowly but within forty- 
. eight hours reaches amounts comparable to 
the others. Therefore, because of efficient 
absorption and its early relatively low rate of 
excretion, smaller doses are required to main- 
tain a given blood concentration. It is more 
soluble than sulfanilamide, sulfapy'ridine, or 
sulfathiazole, with a greater percentage of 
the active free drug present in the blood 
stream. The crystals of both the acetylated 
derivatives and the free form are extremely 
soluble so that renal damage is nil. The drug 
appears active to a bactericidal degree in 
undamaged renal tissue. It is eliminated 
without renal injury in at least bacteriostatic 
concentrations by' the damaged kidney. 
Preliminary' observations have showm en- 
couraging results in infections of the upper 
part of the urinary' tract created by the colon 
group of organisms, Str. fecalis, and proteus. 


■> \ 





Fig. 3. Sulfadiazine crystals. 


A photomicrograph of the sulfadiazine 
crystals is showm in Fig. 3. They appear as 
many short fine strands tightly bound to- 
gether in a central stalk branching out broadly 
like a treetop with the other extremity less 
broad and smaller. 

Sulfaguanidine 

Little data are available pertaining to this 
drug. The enthusiasm shown by the original 
workers is sufficient 11 for me to draw it to 
your attention. 

The drug’s solubility is approximately 2 per 
cent, thereby being nontoxic. Its merit 
lies in its ability to act as an intestinal an- 
tiseptic or at least prevent the passage of the 
coiiform group of organisms from the bowel 
to the upper part of the urinary' tract. 

It has been showm quite conclusively by 
Kretschmer, Williams, Smith, and others 
that the course of infection in pyelitis of 
pregnancy is by the way' of the lymph stream 
from the large bow el. 
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By the beginning of the fourth month of 
pregnancy a muscular atony of the upper part 
of the urinary tract becomes established. 12 
This is created by the hormone prostigmin, 
which is instrumental in the creation of a 
similar condition in the uterus, bowel, and 
gallbladder. Constipation develops, and the 
mucous membrane of the bowel becomes 
permeable to bacteria and, by their lymphatic 
absorption, are carried to the “physiologic 
hydronephrotic kidneys and hydroureters’’ 
of the pregnant woman. 

The action of sulfaguanidine is an intestinal 
antiseptic one or has a specific destructive 
action on the coliform group of bacteria. 
When administered early in pregnancy, in- 
fection of the upper part of the urinary tract 
fails to develop. If once established, it is 
more readily controlled with sulfaguanidine. 

It takes no imagination to visualize a 
broader use for such a drug in preventing 
those destructive renal lesions which so com- 
monly follow pregnancies. Control of the 
hypertensive states associated with pyelone- 
phritis also becomes possible. Its prophy- 
lactic use in intestinal surgery may fulfill 
many expectations. These are a few of the 
many possibilities hoped for by this drug. 

Sulfaguanidine crystals are colorless. They 
consist of many fine needle-shaped fibers us- 
ually thrown together in parallel strands or 
radiating from a common center. 

Conclusions 

1. No single drug has been discovered 
which may be used for all types of urologic 
bacterial infections. 

2. The urinary antiseptic that can be ex- 
creted in bactericidal concentration by a 
damaged kidney is not known. 

3. Rapid excretion is a great advantage 
in the use of these drugs as a urinary antisep- 
tic, since a low blood level will create the same 
urinary concentration as obtained with a high 


blood level and a less rapid renal elimination. 

4. Sulfapyridine is the most toxic of the 
sulfonamide derivatives and has no place in 
the therapeutics used by urologists. 

5. Sulfathiazole in extremely small doses 
is effective as a urinary antiseptic when renal 
function is impaired. 

6. As sulfathiazole has a better bacteri- 
cidal action in lower concentrations than 
either sulfanilamide or sulfapyridine on the 
more common organisms of urinary infections, 
and has a more active one on Str. fecalis, 
therefore, it becomes the drug of choice of 
these three. 

7. Sulfadiazine has a higher and more 
prolonged blood concentration than the 
others in this group. 

8. Sulfadiazine is superior in its effective- 
ness against the streptococcus, the pneumococ- 
cus, Friedlander’s bacillus, and the E. coli 
group. It is the equal but not superior in its 
therapeutic activity on the staphylococcus but 
is the choice because of lowered toxicity. 

9. Sulfaguanidine has effective bacteri- 
cidal action on the coliform organisms. 

10. Intravenous anesthesia containing bar- 
biturates administered during sulfonamide 
drug therapy is contraindicated. 
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CHRONIC PYELONEPHRITIS 

Reed M. Nesbit, M.D., and Kykil B. Conger, M.D., Aon Arbor, Michigan 


P yelonephritis is the most common 

disease of the kidney. In its acute stage it 
is ordinarily easy to recognize and may be suc- 
cessfully treated in most instances. Once the 
disease becomes chronic, however, the diag- 
nosis is far less obvious and treatment is of 
dubious value in many cases. The symptoms 
of chronic pyelonephritis are highly variable, 
some patients having a minimum of subjec- 
tive disturbance, while others may suffer 
renal, bladder, or vascular symptoms that are 
completely incapacitating. Likewise, the 
pathology may range from the involvement 
of only small areas of the kidney to almost 
complete destruction of both organs by scar 
tissue and inflammatory processes. There is 
sometimes complete lack of correlation be- 
tween the symptoms and the severity of the 
pathologic process, and the patient who is 
unaware of any urologic abnormality may be 
in a terminal phase of the disease. On the 
other hand, a majority of patients return 
again and again for treatment of distressing 
symptoms ' that have a tendency to recur 
despite every type of therapy. 

Clinical data on 172 cases of chronic pye- 
lonephritis seen during the last ten years 
have been reviewed and constitute the basis 
for this report. In 80 per cent of these the 
diagnosis was verified by characteristic pye- 
lographic changes or pathologic examination. 
The remaining 20 per cent had normal pyelo- 
grams, the diagnosis being established on the 
basis of known chronic infection of the upper 
part of the urinary tract proved by ureteral 
catheterization. Cases of renal infection ob- 
viously secondary to calculus disease or hy- 
dronephrosis were excluded from this series 
because our main interest was in the disease 
as it affects a previously normal kidney. 

Age and Sex Incidence 
It is generally recognized that pyelonephri- 
tis is more co mm on among women than men. 
Caulk 5 found a proportion of 684 women to 
225 men and estimated that in children girls 
predominated 3 to 1, that in adults women 
predominated 2 to 1, and that in the fifth to 
eighth decades the ratio was about even. In 

Read by invitation at the Annual Meeting of the Medi- 
cal Society of the State of New York, Buffalo, New York, 
April 29, 1911. 

From the Department of Surgery, University of Michi- 
gan, Ann Arbor, Michigan. 


our series, 62 per cent occurred in women and 
38 per cent in men. As seen in Eig. I, it is 
most common in women from the second to 
fifth decades or during the period of active 
sexual life. In men it reached its peak in the 
fourth decade. There were more cases in men 
than in women after the age of 60. One hun- 
dred and thirty-nine (81 per cent) had bilat- 
eral lesions. Of the remaining unilateral 
lesions, 22 (12.6 per cent) were of the right 
kidney and 11 (6.3 per cent) were of the left 
kidney. 

Etiology and Predisposing Causes 
Among the 107 women (Table 1), 36 cases 
gave a history suggesting etiologic or predis- 
posing factors. Eighteen patients previously 
had acute renal infections during pregnancy, 
and the onset of their symptomatology cor- 
responded roughly with that event. Prather 7 
has recently shown that 23 per cent of pa- 
tients with pyelonephritis of pregnancy are 
apt to have a recurrence with subsequent 
gestation, an incidence of about ten times that 
normally occurring with pregnancies as a 
whole and illustrating the tendency of this 
disease to become chronic. Eight presented 
histories of focal infections which coincided 


TABLE 1 . — Etiology and Pbedispo3in'q Cacbeb 


No known etiology 

99 

57.5% 


Suspected etiology 

73 

42.5% 


Women 


Men 


Pregnancy 

IS 

Lower genital tract 


Other foci 

S 

infection 

20 

Instrumentation 

4 


9 

Congenital anomalies 

3 

Other foci 

3 

Defloration 

1 

Instrumentation 

3 

Stones 

1 


2 

Trauma 

1 




DISTRIBUTION BY iCZ -O SEX 
IO. CASES (TOTH. 172) 



Fig. 1. Age and sex incidence of chronic 
pyelonephritis. 
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Fig. 2. W. W. died of renal failure after 
eighteen years’ history of chronic bilateral 
pyelonephritis. Photomicrograph shows inter- 
stitial fibrosis, round-cell infiltration, and tubu- 
lar dilatation. Note the fibrosis of glomerular 
capsules and tufts, with almost complete oblitera- 
tion of some glomeruli by scarring, and hyper- 
trophy of unaffected glomeruli. 

with the development of the disease. These 
included 2 cases of cervicitis, 2 cases of pelvic 
inflammatory disease, 1 case of erysipelas, 1 
case of deep cervical abscess, 1 case of general 
cachexia due to carcinomatosis, and 1 case of 
acute lower neisserian infection. Four cases 
followed instrumentation, 2 of these following 
prolonged indwelling catheterization, 1 fol- 
lowing a transurethral resection of a bladder 
tumor, and 1 following a criminal abortion — 
method unknown. Three were associated 
with definite congenital anomalies of the kid- 
neys. There was 1 case each following pye- 
lolithotomy, trauma, and infection of the 
lower part of the urinary tract following de- 
floration. 

Among the men, 37 gave histories suggest- 
ing etiologic- factors. Twenty were ascribed 
to previously existing genital tract infections. 
These included a variety of findings such as 
strictures, prostatitis, seminal vesiculitis, 
and urethritis, both of specific and non- 
specific types. We believe this illustrates that 
occasionally these supposedly benign infec- 
tions may be foci for important ascending in- 
fections, as has been pointed out by Von 
Lackum and others. Nine cases were attrib- 
uted to prostatism. Three cases followed 
other foci (1, bronchopneumonia; 1, tonsil- 
litis; 1, multiple bronchiectatic abscesses). 
Three cases resulted from in dwelling catheteri- 
zation following abdominal surgery. Two 
cases followed previous calculus disease. 

It is interesting to note that 42.5 per cent 


of our cases presented some etiologic factor 
to which the disease might be attributed. It 
is possible that adequate and intensive treat- 
ment of the presumed predisposing causes 
might have prevented the development of 
chronic pyelonephritis in many of the cases. 

In this connection it is interesting to con- 
sider the work of Wharton, Gray, and Guild, 11 
who made a follow-up study of 30 patients, 
all women, who previously had had acute 
infections of the upper part of the urinary 
tract before the age of 5. Nine had had only 
one attack of “pyelitis” and, of these, 6 showed 
an abnormal urinary tract by urinalysis, pye- 
logram, or function study. Twenty-one pa- 
tients had had two or more attacks and, of 
these, 11 showed abnormalities of the urinary 
tract by the same criteria. 

Pathology 

The best description of pyelonephritis with 
regard to correlation with its clinical features 
is that of Weiss and Parker 11 in which the dis- 
ease is classified into four groups according 
to its various stages: (1) acute pyelonephritis 
(“pyelitis”), (2) active chronic pyelonephritis, 
(3) healed diffuse pyelonephritis, and (4) 
healed pyelonephritis with recurrence. The 
term “healed” is probably misleading, since, 
although the activity of the infection is quies- 
cent, the destruction of kidney function by 
parenchymatous contracture may be advanc- 
es- . . . , 

The acute stage of pyelonephritis is not 
often observed pathologically because nearly 
all patients recover. Those dying from acute 
ascending infections usually have widespread 
lesions of the kidney with abscesses and 
marked necrosis (according to a study by Ken- 
nedy 6 ). 

In chronic pyelonephritis (Fig. 2) there is, 
first, formation of inflammatory tissue in the 
interstitial structure of the kidney with atro- 
phy of the tubules. The process then extends 
to the glomeruli, causing fibrosis of the capsule 
and glomerular tuft. The basement mem- 
brane may become thickened. Later, the 
tubules become dilated and filled with colloid 
or hyalinized secretions, due to retention at 
the corticomedullary junction caused by in- 
flammation and fibrosis, and the glomeruli 
undergo further destruction. Finally, the 
whole area of the kidney in which the process 
is occurring may become a mass of inflam- 
matory tissue with only faint remains of nor- 
mal architecture. These changes were first 
described by Staemmler and Dopheide. 
This process may be unilateral or bilateral and 
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Fig. 3(A). Fig. 3(B). 

Figs. 3(A) and 3(B). A. C., aged 48, was first seen here in February, 1939. There was marked 
impairment of renal function at that time; the blood pressure was 230/150. Diagnosis: chronic 
pyelonephritis. 

(A) Pyelogram taken four years previously (February 7, 1935) at another hospital shows narrow- 
ing of infundibula, characteristic of chronic pyelonephritic contraction. 

(B) Pyelogram made here on March 25, 1939, shows nonfilling of calices in both kidneys with 
obvious adequate injection of contrast medium. 


may involve the whole kidney or be confined 
to restricted areas. Different parts of the kid- 
ney may show different stages of the disease 
(Putschar 8 ). There may be compensatory 
hyperplasia of the uninvolved glomeruli. 

The classification of Weiss and Parker 11 
affords a satisfactory pathologic explanation 
of the clinical features of the disease. In 
chronic active pyelonephritis the infection is 
active and pyuria and bacteriuria may persist 
for a long time, giving rise to definite urologic 
symptoms. It may be accompanied by vascu- 
lar changes in the kidney. 

In “healed” diffuse pyelonephritis the pa- 
tient is in a noninfectious stage. This prob- 
ably represents the pathologic picture in a 
majority of cases of acute pyelonephritis 
which subside completely without any subse- 
quent clinical significance and is attested by 
discovery of scars during postmortem exam- 
ination of patients who died of other 
causes. 

On the other hand, as the authors point out, 
in a number of patients arterial changes may 
develop. There is lymphoid infiltration of the 


interstitial tissue and pelvis, and there are 
colloid casts in the tubules. The tissue re- 
sponse initiated by active infection may ad- 
vance after the infection has subsided, produc- 
ing a progressive cicatrization, which may in- 
volve normal functioning tissue. 

By “healed pyelonephritis with recurrence” 
the authors designate the stage in which active 
infection recurs and is superimposed upon the 
preceding stage. Here again, urinary symp- 
toms with bacilluria and pyuria may become 
prominent. 

Striking changes in the gross renal archi- 
tecture may result from chronic pyelonephri- 
tis, with the shutting off of an entire calix or 
calices from communication with the pelvis 
by contraction of scar tissue in the region of 
the infundibula. It may even be difficult to 
diagnose the disease by pyelography in such a 
far-advanced stage because of the cutting off 
of the caliceal components from the pelvis, 
which remains the only part of the kidney filled’ 
with contrast medium. Such a case was pre- 
viously studied here. Pyelograms were done 
four years previously at another hospital and 



Fig. 3(D). 

Figs. 3(C) and 3(D). Photograph of kidneys 
removed at autopsy two months later demon- 
strates complete stenosis of all infundibula right 
kidney and all upper infundibula of left kidney. 
Infundibulum of inferior major calix still com- 
municates with pelvis. 


Fig. 4. V. J., aged 37, with a two-year history 
of chronic pyelonephritis and a blood pressure of 
242/138, died of chronic bilateral pyelonephritis, 
confirmed by autopsy. Note irregular dilatation 
of both ureters with filling defects in left resulting 
from far-advanced ureteritis cystica. Calices in 
both kidneys show marked constriction from 
gross cicatricial contraction of parenchyma. 


The Clinical Picture of Pyelonephritis 

( 1 ) Initial Symptoms . — In our series the 
duration of symptoms prior to diagnosis 
varied from three months to twenty years, 


TABLE 2. — Initial Symptoms in Chbonic Pyelo- 

NEPHBITIQ 


Type of Onset (Symptoms of 
Which Patients Were First 



No. of 

Per- 

Aware) 

Cases 

centage 

1 . Cystitis 

105 

61 

Of these, 43, or 24%, 



also had^ costover- 
tebral pain as initial 
symptoms 



2. Costovertebral pain 

30 

17 

3. Sepsis 

8 

4.6 

4. Insidious 

29 

16 


showed narrowing of the infundibula as in 
Fig. 3 (A) . The patient was seen here in a pre- 
terminal stage, and the pyelograms made are 
shown in Fig. 3(B). This patient later died 
at the Eloise Infirmary, and the autopsy find- 
ings were published by Siler. 9 Reproduction 
of the early pyelograms and photographs of 
the kidneys is by permission of the author 
(Figs. 3(C) and 3(D)). 


with an average of five years. Sixty-one per 
cent had cystitis as an initial symptom and, 
of these, almost one-half had accompanying 
flank pain, either unilateral or bilateral. 
Costovertebral pain alone was present in 17 
per cent at the onset (Table 2), and 4.6 per 
cent of the cases were initiated by sepsis alone 
without any other urologic symptoms. Six- 
teen per cent had an entirely insidious onset. 
As far as prevention or cure is concerned, it is 
obvious that 84 per cent of the patients could 
reasonably have been diagnosed at an earlier 
stage of the disease and might have benefited 
by earlier treatment. 

(2) Infecting Organisms . — Most writers 
have agreed that the colon bacillus is the most 
frequent invader in chronic pyelonephritis, 
although a great variety of bacteria have been 
found. Keyes stated that when urine was ob- 
tained directly from the renal pelves a Bacil- 
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Fig. 5. A. B. had a unilateral chronic pyelo- 
nephritis ivith hypertension cured by nephrec- 
tomy. (Case previously reported.) Diagnosis 
was confirmed by pathologic examination. Dila- 
tion of major and minor calices in this situation 
has not resulted from obstruction, since pelvis is 
of normal size. Thinning out of cortex from 
cicatricial contracture is in this instance solely 
responsible for the widening of calices. 

lus coli infection was responsible in about 90 
per cent of the cases. Cabot 3 ’ 4 estimated the 
percentage as 70.4 and stated that it was even 
higher than this in women alone. 

In most of our cases cultures were not car- 
ried out, reliance being placed on stained 
catheterized specimens in women and stained 
fresh second-glass specimens in men whenever 
ureteral catheterization was not done. By 
this method we found that 51 per cent of the 
patients showed bacilli; 21 per cent, copci; 
and 15 per cent, a mixture of the two. Twelve 
per cent of the patients showed no orga nism s 
by stain whatsoever, although definite pye- 
lographic changes were present. 

(S) Pyelographic Changes . — The x-ray 
changes in chronic pyelonephritis are charac- 
teristic when present and, of course, depend 
upon gross structural abnormality of the kid- 
ney. That chronic pyelonephritis may be 
present before these changes occur is illus- 
trated by the fact that 22 per cent of our cases 
having x-rays showed normal pyelograms at 
the time the diagnosis was established. Some 


TABLE 3 . — Pebcentmge akd Degbee of Pteeo- 
g ba. fhic Changes 


Pyelograms 

No pyelograms (autopsy diagnoses) 13 

Pyelograms 159 


Of 159 pyelograms done 

No. of 
Cases 

Per- 

centage 

No changes 

36 

22.6 

Minimal changes 

87 

54.7 

Moderate changes 

24 

15 

Marked changes 

12 

7.5 


of these showed characteristic pyelographic 
changes at a later stage of the disease. 

The ureter may be irregularly dilated 
throughout due to chronic inflammation with 
scarring of the wall. Rare cases of ureteral 
stricture with hydroureter have been de- 
scribed. The outlines of the kidneys them- 
selves may show a definite decrease in size of 
organs due to progressive destruction by in- 
flammation and scar tissue. In a like manner, 
this scar-tissue contraction distorts the pyelo- 
gram in various ways, causing dilatation of 
some parts of the kidney and constriction in 
others. The site most predisposed to con- 
striction is the infundibulum. This process 
may go on to the point where a calix is com- 
pletely shut off from the pelvis and is lost 
from the pyelogram, or various degrees of 
dilatation, including hydrocalicosis, may de- 
velop (Figs. 3(A) and 3(B). The outline of 
the calices may become irregular and in far- 
advanced cases may be difficult to distinguish 
from tuberculosis. Some characteristic pye- 
lograms in far-advanced disease are shown 
(Figs. 4 and 5). 

In our series of 172 cases, 159 pyelograms 
were made. These were normal in 22.6 per 
cent; 54.7 per cent showed minimal changes; 
15 per cent, moderate changes; and 7.5 per 
cent, marked changes (Table 3). Of -what 
prognostic value are the pyelograms? A com- 
parison of morbidity and mortality was made 
between those patients showing minimal or 
no pyelographic changes and those showing 
moderate and marked changes. During the 
period of observation, deaths from the disease 
occurred in 4.2 per cent of the former and 15.1 
per cent of the latter (Fig. 6). Thus, we can 
say definitely that degree of pyelographic 
change gives us some index as to the prognosis 
and future course of the patient. 

(4) Renal Function . — In 72 cases, function 
studies were done, consisting of a blood non- 
protein nitrogen or one or more of the follow- 
ing tests: a urea clearance, phenolsulfon- 
phthalein, excretion, or concentration. Non- 
protein nitrogen estimations alone were not 
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PYELOGRAPHIC CHANGES TABLE 4. — Percentage and Dequee of Renai Foxc- 

tion Involvement 


(5 % 1 


10 % 1 



5 * TDEATHS 


GROUPS I & 2 
NONE- MINIMAL 


GROUPS 3 <5 4 
MODERATE-MARKED 


Fig. 6. Prognostic value of degree of pyelo- 
graphic changes. 



Fig. 7. Prognostic value of renal function studies. 


Function 

Number cases in which function 
tests done 
No impairment 
Minimal impairment 
Moderate impairment 
Marked impairment 


No. of rei- 
Cases centage 


72 

IS 25 

17 23.6 

19 26.4 

IS 25 


considered adequate tests of renal function 
unless they were definitely elevated, in which 
case marked impairment of the renal function 
was presumed to have occurred. Cases with- 
out elevation of the nonprotein nitrogen but 
impairment of phenolsulfonphthalem, excre- 
tion, urea clearance, or concentrating ability 
were classified as having minim al or moderate 
impairment, according to the degree noted. 
Seventy-five per cent of all cases on whom 
function tests were done showed some im- 
pairment. Twenty-three and six-tenths per 
cent showed minimal impairment; 26.4 per 
cent, moderate impairment; and 25 per cent, 
marked impairment (Table 4). 

Studies of renal function provided the most 
accurate prognostic index available in this 
group of patients (Fig. 7). In those cases 
showing no impairment of renal function there 
was a high incidence of clinical improvement 
and no deaths during the period of observation 
and treatment. With progressive decrease in 
renal function a less favorable response to 
treatment, together with increased mortality 
rate, was observed. 

( 5 ) Hypertension . — Within the past few 
years the relationship of pyelonephritis, both 
unilateral and bilateral, to hypertension has 
been studied with particular interest. It is 
now well established that pyelonephritis, as 
well as other types of kidney disease, can pro- 
duce hypertension. Weiss and Parker 11 esti- 
mated that pyelonephritis was responsible for 
15 to 20 per cent of all cases of malignant 
hypertension. Braasch and Jacobson, 2 w 
reviewing 180 cases of bilateral chronic pye- 
lonephritis of all ages, found that 47, or 26 
per cent, had accompanying hypertension. 
However, in a control group of all ages the in- 
cidence of hypertension was 20 per cent. By 
placing the patients in two groups, the inci- 
dence of hypertension in patients under 50 was 
found to be almost twice that found in the 
control group; whereas, in those over 50 the 
incidence was approximately the same. Tb e 
authors found that in chronic pyelonephritis 
the incidence of hypertension increased with 
(1) the duration of symptoms and (2) the 
severity of pyelographic changes. 





February 1, 1942] 


SYMPOSIUM ON PYELONEPHRITIS 


231 


In our series of 172 cases we found the inci- 
dence of hypertension for all age groups to be 
34 per cent, an increase of 14 per cent over the 
normal expectancy rather than 6 per cent as 
found by Braasch. Since the average age of 
the group at Mayo Clinic and our group was 
nearly the same (Braasch’s, about 42 years; 
ours, 38.6 years), our figures are significantly 
higher. Like Braasch, we have found the inci- 
dence of hypertension in patients with a long 
duration of symptoms to be higher (about 13 
per cent) than in those with a relatively short 
history (under a year) in which the incidence 
was 20 per cent or approximately the same as 
those of Braasch’s control group. Hence, we 
may conclude from our studies that hyperten- 
sion rarely is brought on by pyelonephritis of 
only a year’s duration. 

Hypertension was found in 34 per cent of our 
cases. In 12 per cent the pressure was over 
140/90. In 10 per cent it was over 160/110, 
while in 11 per cent it was over 200/140. The 
criteria for arranging the patients in these 
groups was the elevation of either systolic or 
diastolic readings above those mentioned 
(Table 5). 

That the degree of hypertension is of prog- 
nostic significance is shown by the fact that 
among the patients adequately followed in 
these three groups there were mortality rates 
from the disease of 7.6 per cent, 18 per cent, 
and 54 per cent, respectively. Likewise, of 
the 17 patients in our entire series dying of 
pyelonephritis, 11 had hypertension of at least 
two months’ duration preceding their demise. 
An additional 2 developed terminal hyper- 
tension. 

(5) Progress of Disease . — Chronic pyelone- 
phritis may undergo long periods of remission 
from its active infectious stages, as was men- 
tioned in the discussion of its pathology. We 
have been impressed by the fact that many in- 
fections apparently remain quiescent over a 
period of years, while others may advance 
rapidly and terminate fatally within a short 
time. 

In this study, all cases were divided into 
groups according to the length of duration of 
their symptomatology. This was relied upon 
as an estimate of the length of the disease prior 
to the patient’s study at the hospital. It is, of 
course, entirely possible that in many cases 
estimates arrived at by this method were 
wrong because of the relatively insidious onset 
of disease in some cases and because of the 
tendency for many patients to overlook slight 
episodes of acute renal infections occurring 
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Fig. S. Progression of chronic pyelonephritis 
according to length of duration of symptoms. 


TABLE 5. — Pebcentaoe and Deobee of Htpeb- 

TENBION 



No. of Cases 

Percentage 

Recorded blood pressures 


145 



No hypertension 


93 


64 

Hypertension 


49 


34 

over 140/90 

18 


12.4 


over 160/U0 

15 


10.3 


over 200/140 

16 


11 


Terminal hypertension only 

2 


1 


in the distant past and which seemed unre- 
lated to their present difficulties. 

In 160 cases with adequate histories for 
this estimation, 12.5 per cent (Group 1) had 
symptoms for less than three months prior to 
our studies. Fifteen and six-tenths per cent 
had symptoms from three to eleven months 
(Group 2). Thirty-three and seven-tenths 
per cent had symptoms for one to five years 
(Group 3), while 38 per cent had symptoms 
over five years. The average duration of pre- 
ceding symptomatology was four years and 
nine months. 

In correlating the apparent duration of the 
disease with the clinical evidences of its sever- 
ity as shown by pyelograms, function studies, 
and hypertension, it can be seen that there is a 
tendency toward gradual progression of all 
those factors (Fig. 8). The percentage of 
moderate and marked pyelographic changes 
was slightly higher after a year’s duration of 
symptoms, while there ivas a 13-per cent in- 
crease in the incidence of hypertension after 
this period. The percentage of renal function 
impairment remained about the same until 
five years of symptoms had elapsed; then it 
increased from an average of 25 per cent to 40 
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TABLE 6. — Prognosis 


Adequately followed cases 
Died 

Died of pyelonephritis* 

Worse 

No change 

Improved symptomatically 
Cured symptomatically 


No. of Per- 

Cases centage 
130 

25 19 

17 13 

6 4.6 

48 37 

45 34.6 

3 2.3 


* Thirteen died, autopsy confirmed pyelonephritis as 
cause of death. Four died, undoubtedly of pyelonephri- 
tis without autopsy. 


per cent. It seems apparent from this study 
that a gradual progression of the disease, 
which, however, is not too striking, occurs with 
its duration. It must be borne in mind, how- 
ever, that there are cases where the disease 
may exist for many years with little effect 
upon renal function, pyelograms, or blood 
pressure, while the opposite may be true of 
cases with only the briefest duration of symp- 
toms, in which the whole course of the disease 
is short and fulminating. 

(7) Prognosis . — In 1927 Braasch and 
Cathcart 1 stated that one-third of all patients 
with chronic pyelonephritis recovered, an- 
other third were remarkably improved, and 
one-third were not helped by treatment. In 
our series, 130 of 172 cases were adequately 
followed to provide information of value re- 
garding prognosis. There were 25 deaths in 
this group, of which 17 were undoubtedly at- 
tributable to chronic pyelonephritis. Of these, 
13 were autopsied and the diagnosis was con- 
firmed. Deaths occurred on an average of 
five years and ten months following the onset 
of symptoms. Six patients, or 4.6 per cent, 
became definitely worse while under treat- 
ment. Thirty-seven per cent showed no great 
change for better or worse; in the majority of 
cases they had periods of remission and ex- 
acerbation of symptoms of about the same in- 
tensity as had existed prior to treatment. 
Thirty-four and six-tenths per cent of our 
patients appeared to be improved in general 
health and symptoms. Only 3 patients (2.3 
per cent) became asymptomatic and showed 
a consistently negative urine on repeated ex- 
aminations (Table 6). Except for our lower 
incidence of cures, these figures correspond 
pretty well with those of Braasch and Cath- 
cart. 1 

Treatment 

Nearly all the patients who stayed long 
enough for adequate therapy received a num- 
ber of varying types of treatment currently in 


vogue at the time of hospitalization. No out- 
standing cures were achieved by any particular 
drugs, except that in the later cases treatment 
with mandelic acid and sulfanilamide com- 
pounds gave longer periods of remission from 
infections than any of the older medications. 
With the initial use of these drugs, several 
spectacular remissions occurred in cases where 
the urine had been grossly infected over long 
periods of time; in most of the latter, aban- 
donment of the drug was followed by return of 
the infection sooner or later. This study offers 
no new ideas on therapy once the disease has 
been established. 

It cannot be expected that the structural 
and functional changes of long-standing pye- 
lonephritis can be reversed, even though bac- 
teriologic arrest is effected. It is rather in the 
prophylaxis of chronic pyelonephritis that 
the physician has the opportunity of rendering 
the greatest benefit to patients. Since most 
chronic pyelonephritis starts as an acute dis- 
ease, usually with clear-cut symptoms and 
ease of diagnosis, all patients with acute pye- 
lonephritis should be treated conscientiously 
not only until the symptoms have disappeared 
but until the urine has been bacteria-free on 
repeated occasions. The attainment of this 
is sometimes difficult. The patient, relieved of 
distressing symptoms and sepsis, although 
still having infected urine, feels that he is well 
and naturally loses interest in further treat- 
ment. Unless informed at this time by a con- 
scientious physician, he may remain entirely 
unaware that he still harbors infection and 
that he is a potential candidate for the develop- 
ment of chronic pyelonephritis unless his urine 
becomes bacteria-free. Modern chemothera- 
peutic agents are the most effective for this 
purpose. At the present time the best drugs 
are probably mandelic acid and the sulfanil- 
amide group. 
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T HIS paper presents the results of a follow- 
up study of 45 cases of so-called pyelitis 
or, better termed, urinary infection in children. 

All the cases were seen from two months to 
nine years after the original infection, with 
the average time as just over two years. A 
history and physical examination were made. 
In addition, a urine culture was carefully ob- 
tained under special precautions: first, the 
vulva was washed with green soap and water; 
second, a mercurial antiseptic was used to 
paint the urethral meatus; finally, small steel 
catheters, instead of rubber ones, were passed 
in order to avoid touching and contacting the 
vaginal wall. 

There were 41 girls and 4 boys, ranging in 
age from 3 months to 15 years — the average 
being 10 years. All but 3 had been previously 
hospitalized and treated for urinary infection. 
On return, most of the patients had no com- 
plaints but, on inquiry, the following symp- 
toms were elicited: (1) occasional frequency 
and nocturia, 8 cases; (2) repeated attacks of 
pyelitis (by history), 4 cases; (3) underweight, 
2 cases; (4) pain in the back, 1 case; (5) pain 
in the abdomen, 1 case; (6) enuresis, 1 case; 
and (7) hematuria, 1 case. 

Twenty-sis cases had intravenous or retro- 
grade pyelography or both; 17 had intrave- 
nous and retrograde ; 8 had intravenous alone ; 
and 1 had retrograde alone. Pyelography re- 
vealed the following lesions: (1) obstruction 
of ureteral-pelvic junction (aberrant vessels), 
3 cases; (2) stricture of the ureter, 3 cases; 
(3) double pelvis of the kidney, 3 cases; (4) 
congenital absence of right kidney with in- 
fected hydronephrosis of the left, 1 case; (5) 
bilateral hydronephrosis (narrowing at vesi- 
cal-ureteral junction on the left side; stric- 
ture of pelvic-ureteral junction on the other 
side), 1 case; (6) bilateral hydronephrosis, 
hydroureter with one double ureter, 1 case; 
and (7) fibrosis of vesical neck (bilateral hy- 
dronephrosis), 1 case hydroureter with one 
double ureter. 

Twelve cases out of 45 that reported back 
for examination, or over 26 per cent, showed 
some abnormality. 

Wharton, Gray, and Guild 1 studied 30 

Read at the Annual Meeting of the Medical Society of 
the State of New York, Buffalo, New York, April 29, 
1941. 
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girls nine and three-fifths years after their 
acute attack of pyelitis and found that 17 or 
57 per cent had abnormalities by intravenous 
pyelography. I believe there exists a higher 
percentage of urinary tract pathology in 
children having so-called pyelitis than we 
formerly suspected. I should like to present 
a summary of a few of our interesting cases. 

Case Reports 

Case 1 . — A girl, aged 10, entered the hospital 
complaining of nausea and vomiting, right lower 
quadrant pain, chills, and fever. She had noc- 
turia once a night with no other urinary symp- 
toms. She had previously had a similar attack 
that had subsided in a few days. On examina- 
tion the urine was loaded with pus cells, Bacillus 
coli and Streptococcus fecalis were cultured. 
The residual urine was 250 cc. The cystoscopic 
examination revealed a fibrosis of the vesical 
neck and a bilateral hydronephrosis and hydro- 
ureter, which was more marked on the left side. 
A cystogram showed a reflux up the left ureter 
and kidney pelvis (a large destroyed left kidney). 
A resection of the vesical neck was done by Dr. 
Parmenter. Now, the patient has no residual 
urine, no pus cells in the urine, hut B. coli can still 
be cultured. The right hydronephrosis has dis- 
appeared; the left reflux is still present. This 
child has gained about 20 pounds since the 
operation and has no complaints. 

Case 2. — Another girl, aged 5, had numerous 
attacks of left-sided lumbar pain, nausea, vomit- 
ing, chills and fever, and persistent enuresis. 
A left pyelogram showed an obstruction at the 
left pelvic-ureteral junction. An attempt was 
made to relieve this by removing adhesions and 
eliminating an aberrant vessel. Since the opera- 
tion the patient has had four attacks similar to 
those first mentioned. On re-examination the 
left kidney was functionless. A nephrectomy 
was performed and the patient has been fine 
since that time. 

Case 3. — Another case, similar to the above, 
was that of a boy, aged 8, with recurrent attacks 
of enuresis and colicky left lumbar pain. The 
urine showed B. coli and pus cells, and on cysto- 
scopic examination a left functionless hydro- 
nephrosis was found. A nephrectomy was per- 
formed which revealed an aberrant vessel at the 
pelvic-ureteral junction. The patient has been 
fine since the operation. 

Case 4- A girl, aged 6 months, entered the 
hospital because of fever and refusal to take food. 
Pus cells were found in the urine. She was not 
seen for two and a half years following the first 
admission, when intravenous and retrograde 
pyelography showed a large left infected hydro- 
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TABLE 1 . — SciriTAiir or Ubine Cultubeb — 45 Cases 


IN. Y. State J. M. 


Original Infection 

B. coli, Str. fecali3 
B. coli 
Str, fecalis 
Staph, aureus 
B. aerogenes, Str. fecalis 
B. morgani 

Str. fecalis, Staph, aureus 

B. coli, B. aerogenes, B. morgani, Staph, aureus 
Str. fecalis, B. aerogenes, B. coli 
Culture not taken 

_ Prevalence of Organisms 

B. coli 

Str. fecalis 

Staph, aureus 

B. aerogenes 

B. morgani 

AH of these cases of original infection had pus cells in 
the urine and clinical signs of infection. 


Follow-up Cultures 
11 Sterile, 24 Positive, 21 

8 Str. fecalis. Staph, aureus 6 

4 Str. fecalis 5 

5 B. coli 3 

3 Str. fecalis, B. proteus 3 

2 Str. fecalis, B. coli, B. aerogenes 1 

1 B. coli, Str. fecalis 1 

1 B. coli, B. aerogenes I 

1 Staph, aureus, B. subtilis 1 

® _ Prevalence of Organisms 

Str. fecalis 14 

21 B. coli 6 

20 Staph, aureus 7 

7 B. proteus 3 

5 B. aerogenes 2 


In this follow-up series 8 cases had pus cells in the 
urine. Nine had some organisms that were pres- 
ent in original infection. 


TABLE 2. Summary of Urine Cultures — No History of Findings of Ukoloqic Disease 


Female Children (2 mo.-15 yr.) 


Staph ; aureus 7 

B. coli, Str. fecalis 4 

B. coli 4 

B. subtilis 4 

Str. fecalis 2 

B. aerogenes, gram-positive cocci 1 

B. aerogenes, Str. fecalis 1 

B. coli, Staph, aureus I 

B. coli, B. proteus 1 

Hemolytic streptococcus 1 

Shigella ambigua 1 


Prevalence of Organisms 

B. coli 10 

Staph, aureus 8 

Str. fecalis 7 

B. aerogenes 2 


Women (16-72 yr.) 

Str. fecalis 7 

Anaerobic streptococcus 5 

Staph, aureus 3 

Hemolytic streptococcus 2 

B. coli, Str. fecalis J 

Staph, aureus, Anaerobic streptococcus J 

Anaerobic streptococcus, fusiform bacillus 1 

B. coli, B. welchii, Str. fecalis _ _ 1 


Anaerobic negative streptococcus, diphtheroid 
Anaerobic gram-bacillus. Anaerobic streptococcus 
Higher bacteria 

Anaerobic gram-negative bacillus, B. subtilis 
B. subtilis 

Prevalence of Organisms 
Anaerobic streptococcus 

Str. fecalis * 

Staph, aureus 

In 26 positive cultures, 18 had a few, or rare, white 
blood cells. Nine had organisms on direct smear. 


nephrosis and no right kidney or kidney shadow 
was found. This child is now 8 years old. 
The urine is loaded with pus cells, and the cul- 
ture shows B. coli and Str. fecalis. With any of 
the sulfanilamide group of drugs the urine be- 
comes crystal clear, and as soon as they are 
stopped pus cells and bacteria return. 

Case 5 . — A boy, aged 6, had had nausea, vomit- 
ng, and right lower quadrant pain. He entered 
the hospital and naturally had an appendectomy 
performed. This did not relieve the complaints. 
The urine showed varying amounts of pus cells 
at different times and Str. fecalis. Cystoscopic 
examination showed a stricture at the left vesical- 
ureteral junction and a stricture of the right 
ureter at the pelvic-ureteral junction. Follow- 
ing cystoscopy the patient has had no pains and 
urine has been clear. 

Case 6 . — A boy, aged 10, was practicing diving 
and took a “belly-flop.” Following this he had 
severe left upper quadrant pain, emesis, fre- 
quency of urination, and a brown colored urine. 
This persisted and the boy was brought to the 
hospital. The urine showed many red and white 
blood cells. Culture showed Staphylococcus 
aureus hemolyticus. No function was obtained 
from the left kidney by intravenous pyelography, 
and it was impossible to catheterize the left 
ureter because of a stricture at the vesical-ure- 
teral junction. Surgery revealed a large hydro- 


nephrotic sac caused by an aberrant vessel at 
the pelvic-ureteral junction. 

Case 7 . — A girl, aged 3 months, was seen be- 
cause of frequency of stool and a distended ab- 
domen. Five hundred cubic centimeters, of 
infected urine was obtained by catheterization. 
The culture showed B. coli, Bacillus aerogenes 
and Str. fecalis. Cystogram showed a large 
bladder displaced to the left. Cystoscopic ex- 
amination showed a bilateral hydronephrosis 
with a double pelvis and ureter on the left side. 
The child, when last seen, was gaining weight 
and looked fine, but her urine was loaded with 
pus cells. We were unable to persuade the 
parents to bring in this child for further study 
and treatment. 

In 45 cases of original infection, the follow- 
up cultures revealed 24 sterile cultures and 21 
positive. The results are listed in Table 1. 

This bacteriologic study seemed to be an 
interesting finding because it disclosed such a 
high percentage of cases with positive cul- 
tures. Did this mean that these patients stin 
harbored pathogenic organisms? Did this 
mean that these cases should still be treated/ 
Were these organisms the normal bacterial 
flora of the female urethra and bladder? 

In 1937 Wharton, Gray, and Guild 1 studied 
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30 women who had pyelitis in infancy. I 
previously referred to this work. Their 
series showed that 15, or 50 per cent, had 
positive cultures; the frequency of the organ- 
isms was as follows: B. coli, 9; Staphylococci, 

4; Dysentery, bacillus, 1; Shigalla Dispar 
Bacillus, 1; and Alpha-streptococci, 1. 

The percentage of positive cultures and the 
organisms found, compare with my group of 
45 cases except for the Str. fecalis. 

The high percentage of positive cultures 
raised the question as to what culture, if any, 
would be obtained on supposedly normal 
women. Urine cultures were taken on 100 
women who had no history or findings of any 
urologic disease. In the group of female 
children between the ages of 2 months and 15 
years, 23 sterile cultures and 27 positive cul- 
tures were obtained. In the group of women 
between the ages of 16 and 72 years, there 
were 24 sterile cultures and 26 positive cul- 
tures. In this group of 26 positive cultures, 
18 had a few, or rare, white blood cells. 
Nine had organisms on direct smear. A sum- 
mary of urine cultures done on 100 cases is 
shown in Table 2. 

We find that the prevalent organisms are 
about the same as those we obtained in our 
follow-up series, appearing in the same fre- 
quency and percentage as in those children 
who had previous infection. In the adult 
series again we have the same percentage of 
positive cultures, but the organisms are some- 
what different than appear in the children, 
since the anaerobic streptococcus is prevalent 
and the B. coli appears in only 2 cases in this 
group. 

Schulte 2 reported in 1939 that nearly all the 
patients, both men and women, on whom 
bladder urine was obtained for culture 
through the cystoscope had positive cultures 
from the bladder and negative cultures from 
the kidney pelvis. Also a Gram’s stain of the 
urinary sediment failed to show any organisms. 
He found that the organisms occurred in the 
same frequency as they did in the male ure- 
thra appearing in this order: micrococcus, 
diphtheroids, Str. fecalis, alpha-streptococcus, 
gamma-streptococcus, Staphylococcus albus, 
Escherichia coli, Aerobacter aerogenes, and 
pseudomonas. He did not mention the num- 
ber of cases used and the number of times 
each organism appeared, and he did not give 
the percentage of male and female patients. 
In my normal series we did not culture the 
micrococcus and cultured the diphtheroids 
only once. Leishman 3 cultured the bladder 
urine from 50 healthy women and obtained 


B. coli four times; no other organisms were 
reported. 

Conclusion 

1. Urinary infection in children should 
not be taken casually, since there exists a 
higher percentage of abnormalities than is 
ordinarily suspected. An attempt at com- 
plete urologic diagnosis should be made. 
Early care and treatment may prevent fur- 
ther infections and complications. 

2. A normal bacterial flora of the female 
urethra and bladder neck exists. There is a 
difference between the flora of adults and 
children. 


I wish to thank Dr. F. J. Parmenter, chief 
of the Urologic Department of the Buffalo 
Children’s and Buffalo General hospitals; 
Dr. Erwin Neter and Dr. Ernest Witebsky 
for bacteriologic studies; Dr. Ralph De Graf 
for radiographic studies; and Dr. Samuel 
Sanes. 
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Discussion of Symposium 

Dr. W. W. Scott, Rochester, New York — 
Drs. Borst, Nesbit and Conger, and Slotkin 
are to be congratulated upon their excellent 
papers. Dr. Borst has told us in a clear, concise 
manner the story of the sulfonamides, stressing 
especially their relative effectiveness in the 
treatment of infections of the upper part of the 
urinary tract. In the order in which these drugs 
have been introduced to the medical profession, 
we have tried them in the treatment of infections 
of the upper part of the urinary tract. In our 
experience with the sulfonamides in common use 
today, sulfathiazole has proved to be the most 
satisfactory. From the very beginning our 
fear of the complications arising from the pres- 
ence of too much of the insoluble acetyl sulfa- 
thiazole in the urine prompted us to use rela- 
tively small doses of the drug, giving it four or 
five times in twenty-four hours. We were 
greatly pleased with the clinical results and the 
relative absence of toxic symptoms. Helmholtz 
and others have recently reported results con- 
firming our personal observations. The splen- 
did clinical results we have observed in a limited 
number of cases treated by sulfadiazine, may 
well be due to its high percentage of excretion 
by the kidneys, its low toxicity, its marked solu- 
bility in the urine, and its high bactericidal 
properties. However, in our enthusiasm for the 
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sulfonamides let us not forget the value of 
proper drainage, the elimination of foci of infec- 
tion, and the correction of improper habits of 
body hygiene, in the treatment of infections of 
the upper part of the urinary tract. 

Dr. Nesbit has presented the subject of 
chronic pyelonephritis in a complete and instruc- 
tive manner. As emphasized by him, the most 
successful treatment of chronic pyelonephritis 
is to be found in the field of preventive medicine. 
The cooperative patient who receives intelligent, 
thorough treatment during the acute or subacute 
stage of the disease seldom develops a chronic 
renal infection. Because of the varying reac- 
tions of the different species and types of bac- 
teria to urinary antiseptics and other therapeutic 
measures, I believe it is important that the urolo- 
gist and the internist work in close cooperation 
with the bacteriologist in the treatment of in- 
fectious diseases of the kidneys. In my opin- 
ion, where infections persist or recur, retrograde 
studies are of considerable more diagnostic, as 
well as therapeutic, value than intravenous pye- 
lography. 

Dr. Slotkin’s presentation ties in nicely with 
the paper by Drs. Nesbit and Conger. The role 
of structural abnormalities of the genitourinary 
tract in persistent and recurrent renal infections 
is clearly demonstrated. The need of early 
intravenous or retrograde studies in such cases 
cannot be too frequently and too strongly em- 
phasized. 

I am at a loss to explain the high incidence of 
Str. fecalis infections in Dr. Slotkin’s series of 
cases. In our experience and the experience 
of other writers on the subject, this organism has 
not been found so frequently. Fortunately, the 
Str. fecalis rarely attains the resistance and 
pathogenicity of some of the other organisms 
frequently found in the urinary tract. It is not 
clear in my mind as to whether or not the pa- 
tients in his series were all proved to have in- 
fections of the upper part of the urinary tract. 
The persistence of a bladder infection is more 
suggestive of involvement of the upper part of the 
urinary tract than the mere presence of the or- 
ganism in the bladder urine over a short period of 
time. I believe Dr. Slotkin’s point concerning 
the existence of a normal flora in the female 
urethra and bladder is well taken. 

Dr. George E. Slotkin, Buffalo, New York — 
One who has the privilege of hearing a symposium 
on a subject of such importance and magnitude — 
on the role, the prevalence, and the disastrous 
results from urinary infections — can only be 
grateful that the door of enlightenment has been 
opened still further to enable us to attack this 
subject more clearly. 

We who have not only the privilege, therefore, 
in addition, to discuss the same are handicapped 
by an inability to detract one iota from the per- 
fect manner in which the subject has been 
covered. It therefore leaves one with the alter- 


native of adding a point or two, in summary of 
the three papers presented. We have heard 
that symptom-free individuals, whether they 
are children or adults, harbor offensive organ- 
isms, quiescent it is true but ready under the 
slightest provocation to become activated and 
create the symptoms of serious infection of the 
upper part of the renal tract, and when this con- 
dition occurs we have learned of the chemothera- 
peutic agents to defend this condition against 
the organism that may be determined. 

The important lesson to be derived, I believe, 
from these three papers may be crystallized into 
a few important facts: first, that pyelonephritis 
is a serious disease and can be the cause of hy- 
pertension in from 20 to 34 per cent of the cases 
in the creation of a permanent renal ischemia 
through fibrosis of the glomeruli by scarification, 
atrophy of the tubules, and fibrous deposition 
in the terminal vessels of the kidney; and second, 
that this condition may follow the simplest of 
procedures — a simple catheterization with subse- 
quent activation of dormant organisms and the 
development of a profound infection or the 
presence of a low-grade seminal vesiculitis, pros- 
tatitis, or stricture. It is not sufficient, there- 
fore, for the physician who sees the urinary in- 
fection first to minimize the seriousness of this 
condition by discharging the patient when the 
mine is pus-free. Successive cultures must be 
taken until this urine is bacteria-free, as Dr. 
Edgar Slotkin has shown. It is also important 
to determine the response of the condition to 
therapy after the organism is disclosed, for I am 
certain that we have all seen urinary infections 
with concurrent types of organisms which are 
antagonistic in their response to any one prepa- 
ration and have been overgrown by the pre- 
dominating infection. 

Therefore, may I suggest in the final analysis 
that the urologist has an important mission to- 
ward the patient and the practitioner who usu- 
ally sees this patient first to impress upon them 
the importance that no case of urinary infection 
be discharged as cured until they are bacteria- 
free, that successive cultures be made of urine 
where desired response does not occur to medica- 
tion, and that in every instance of urinary infec- 
tion which does not respond to proper therapy 
the entire urinary tract must be investigated to 
discount the possibility of a low-grade pyelo - 
nephritis persisting for years with the ultimate 
possible development of the pathologic changes 
therefrom which create chronic invalidism. 

Dr. Albert M. Crance, Geneva, New York— 
All three papers in this symposium have been ex- 
cellent — the kind of papers we go home and 
think about and anxiously await their appear- 
ance in the Journal, so that we may enjoy going 
over them more carefully. 

The first paper by Dr. Borst is a splendid re- 
view of the comparative values of the various 
sulfonamides. I agree with him 100 per cent 
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regarding sulfathiazole — that it is the best of the 
lot to the urologist. Whether it is colon bacillus 
or the gonococcus, it is the most effective drug to 
date and attains clinical and bacteriologic re- 
coveries surprisingly quick. His charts showing 
the forty-eight-hour blood concentration studies 
of these various drugs are, alone, of great value, 
and he is to be congratulated for presenting it so 
clearly. Dr. Borst seems to have reason to 
throw sulfapyridine out of the urologist’s ar- 
mamentarium — I agree with him. Some of its 
complications are too frequent and too annoying 
to encourage its further use. A few months ago 
I used it on a young man with a terrific poly- 
arthritis complicating a subacute gonorrheal 
urethritis. His pains increased to such an ex- 
tent that he actually became uncontrollable. 
At first it was confusing to determine whether 
the arthritis was getting worse or whether the 
drug was producing the severe cramplike pains. 
Upon stopping the drug, the alarming picture 
subsided. He went on to complete recovery 
after changing to sulfathiazole. 

Dr. Nesbit has given us his usual masterly ad- 
dress. He has left litHe to discuss. His re- 
marks regarding pyelographic studies in pyelo- 
nephritis are interesting and, indeed, important, 
especially, as he has said, as a guide in our prog- 
nosis. Two frightening experiences, however, 
have taught me to be just a little less anxious 
to make pyelograms in the presence of an acute 
infection without first attempting to quiet the 
flame either by acidification or by sulfathiazole 
treatment. In the 2 cases easily recalled to 
mind, pyelography was done at the time of the 
first urologic study — 1 of these, a young woman, 
showed a temperature of nearly 106.5 F. in less 
than twenty-four hours following pyelography — 
the other, a young man, had a temperature of 
107 F. the following morning. Both recovered, 
fortunately, leaving me, at the moment, the 
sickest of all. A word of warning therefore seems 
rather timely, especially in relation to pyelogra- 
phy in the presence of burning fire. It is much 
safer to let the flame die down and then proceed 
with the pyelogram. 

There is one point in Dr. Nesbit’s paper upon 
which I cannot entirely agree. I believe treat- 
ment is much more than a prophylaxis against 
later recurrences. Many cases that have been 
followed and treated over a long period of tune 
with frequent cultural check-ups have never, 
so far as I know, shown the slightest tendency to 
recur. We must definitely treat these patients 
over a longer period of time with many more fol- 
low-up visits than are in vogue at the moment. 
These patients must be taught that the care of an 
infected kidney is fully as important to them as 
diet and insulin are to the diabetic. 

I know that Dr. Nesbit has studied urinary 
infections for many years — from the days pre- 
ceding the ketogenic diet, acid therapy, etc. — and 
I am sure he will agree that all of our strenuous 
efforts of those days have practically been shat- 


tered by the newer almost specifics, such as sulfa- 
thiazole. 

Dr. Edgar Slotkin’s paper was excellently pre- 
sented. He has clearly shown us the impor- 
tance of knowing whatever the existing pathology 
may be. I believe that this one fact of knowing 
the pathology, anomalies, etc., is the outstanding 
part of his paper, for it is as important in chil- 
dren as it is in adults. 

Dr. Francis N. Kimball, New York City — 
This symposium, which has been so clearly pre- 
sented by Drs. Nesbit, Borst, and Slotkin, 
has been particularly interesting to me. 

The high incidence of congenital anomalies in 
children predisposes them to the menace of par- 
tial or complete interference with the normal 
flow of urine. 

Campbell found a 30 per cent incidence of 
anomalies in 580 cases of chronic pyuria. Dr. 
Slotkin’s study of pyelonephritis in children 
further emphasizes the absolute necessity for a 
complete urologic examination in each case of 
persistent pyuria in children. 

All of us, I believe, w r ill agree with Dr. Nesbit 
in the prevention and early treatment of pyelo- 
nephritis. A large number of cases seen by us 
can be attributed to some foci of infection, and I 
would add to Dr. Nesbit’s list of etiologic fac- 
tors such foci as infected teeth and tonsils. 

The pathology of the chronic stage, which he 
so accurately describes, certainly suggests the 
relationship of pyelonephritis, both unilateral 
and bilateral, to hypertension. Although it is 
true that the extent of the pathologic changes in 
the renal parenchyma is not always visualized 
in the pyelogram, in many cases the deformity 
in the architecture offers a good working index. 
If the degree of deformity in the pyelogram is a 
representation of the amount of cicatrization and 
pathologic changes in the interstitial structures, 
tubules, glomerular tuft, and capsule of the 
kidney, then the results may well be in accord 
with Dr. Harry Goldblatt’s theory of renal is- 
chemia. In his original monograph, “Experi- 
mental Hypertension Induced by Renal Is- 
chemia,” he states: “It is probable that the hy- 
pertension associated with unilateral or bilateral 
pyelonephritis in children and adults occurs only 
in those cases in which there is associated vascu- 
lar sclerosis or in which the inflammatory disease 
produces the same effect on renal circulation as 
does vascular disease.” 

Several investigators have stated that there is 
no correlation between hypertension and renal 
function. In other words, impaired renal func- 
tion does not imply the presence of hypertension, 

I should like to ask Dr. Nesbit what his experi- 
ence has been in the relationship of renal func- 
tion to hypertension. Also, I am particularly 
interested in hearing what results he has ob- 
tained in treating by surgery the unilateral 
diseased kidney associated with hyperten- 
sion. 
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While it is true that 70 to 90 per cent of the 
invading organisms of the kidney will be found 
to be of the colon group, we do not place entire 
reliance on the stained specimens. There are 
instances in which the stained specimens will 
reveal the presence of organisms that may fail 
to grow on the various culture mediums. Never- 
theless, we feel that culture methods should be 
done to study and isolate the specific organism 
present. This is particularly important in the 


use of the chemotherapeutic agents at our dis- 
posal. 

Dr. Borst has pointed out that no single drug 
has been discovered which may be used for all 
types of urologic bacterial infections. How- 
ever, he has most ably shown us the indications, 
the contraindications, the dosage, the optimum 
hydrogen-ion concentration, and the chemo- 
therapeutic agent that is superior in its effec- 
tiveness against a particular isolated organism. 
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authors.” 
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VENEREAL DISEASE CONTROL FOR NATIONAL SECURITY 


An intensified campaign to prevent the spread 
of syphilis and gonorrhea has been launched by 
the Division of Syphilis Control as an aid in the 
state’s program for health in defense, says Health 
News. 

State health officers have been charged with 
increased activity in syphilis control, particu- 
larly in cities, since it is in populous centers that 
syphilis occurs most frequently. Sulfathiazole 
has been made available without charge to every 
physician in the state. Consultants from the 
State Department of Health have doubled their 
activities in defense areas. 

The area around the military training center at 
Pine Camp near Watertown has received special 


attention. Close coordination with army' medi- 
cal officers has effected constant interchange so 
information. Additional personnel from tne 
Department has been provided to assist in keep- 
ing infected persons under treatment, finding 
disease carriers, stimulating the establishment oi 
treatment stations in cities, and putting into 
operation all known methods to prevent t tie 
spread of the disease. Local and state police 
have responded heartily to the request of tne 
Department that prostitution be repressed 
stringently by every available means with tne 
result that the number of both professional and 
clandestine prostitutes has been reduced to a 
new' low point. 




SOME COMMON PROBLEMS IN THE MANAGEMENT 
AND DIAGNOSIS OF CONTACT DERMATITIS 

Albert R. McFarland, M.D., Rochester, N. Y. 


T HE purpose of this paper is to emphasize 
some characteristics and peculiarities of 
contact dermatitis which are quite often not 
recognized by the general practitioner and also 
sometimes overlooked by the dermatologist. 
No claim for originality is made for these ob- 
servations. They are all mentioned in such 
recent texts as Sulzberger’s Dermatologic 
Allergy 1 and Schwartz and Tulipan’s Occupa- 
tional Diseases of the Skin , 2 as well as numerous 
articles in recent dermatologic literature. In 
order to orient ourselves it might be well to 
mention the usual classifications of dermatitis 
and eczema which are ordinarily recognized. 
These are: seborrheic dermatitis, eczematoid 
ringworm, infantile eczema, chronic atopic 
eczema, the lymphoblastomas, general ex- 
folliative dermatitis of either toxic or unknown 
origin, and contact dermatitis. I shall con fi ne 
my comments to the last group. 

The following are characteristics of contact 
dermatitis which I think are of value to re- 
emphasize and which are phenomena often 
overlooked and, at times, difficult to explain. 
As has been emphasized by Sulzberger , 1 we 
do not have the least idea why a certain indi- 
vidual is allergic or reacts to a contact irritant 
while another individual does not. I make 
this statement realizing, of course, that various 
hypotheses have been advanced and that 
various factors have from time to time been 
mentioned as possible causative factors. 

The first phenomenon is that an individual 
may apparently become sensitive or allergic to 
a contact substance after a long period of ap- 
parent immuni ty. It is frequently stated by 
patients that they are relatively free from 
poison by dermatitis over a period of years 
and then may rather suddenly become quite 
sensitive. I have recently encountered the 
case of a dentist who practiced his profession 
over fifteen years before becoming allergic to 
mercury used in amalgam fillings. His skin 
has now become so irritable that an open 
bottle of mercury left in the same room with 
him will cause definite symptoms of itching 
and choryza. Undertakers are encountered 
who have been in the business for many years 
without trouble and then become sensitive to 
formaldehyde, after which the individual may 


not even be able, to go into the room where 
there is the odor of formaldehyde. 

A second point of interest is that there is 
likely to be an increasing severity of the derma- 
titis following repeated exposures. Coinci- 
dent with this increased severity of attacks 
may be noted the development of a multiple 
sensitivity. I have seen the case of a woman 
who developed a dermatitis of the palms 
from the ink used in the manufacture of blank 
checks. Patch tests were strongly positive, 
and at the beginning the condition would 
clear completely when she stopped work. 
However, after several exacerbations, it was 
found that she would develop a dermatitis 
from contact with soap and also from wool 
gloves. Careful protection was necessary 
over a period of many months before the con- 
dition eventually subsided. 

As already mentioned, the fact is often over- 
looked that almost unbelievably small quanti- 
ties of material may act as an irritant. It has 
been stated that the concentration of a sub- 
stance necessary to cause contact dermatitis in 
some people may be about equivalent to the 
concentration of odors from a volatile sub- 
stance. It is, therefore, not always necessary 
to have gross contact with a chemical in 
order to produce irritation of the skin. 

Another fact worthy of note is that the 
sensitivity to external contacts does not by any 
means parallel the sensitivity to the same 
material injected, ingested, or even inhaled. 
An individual may be extremely allergic to 
taking aspirin tablets and, at the same time, 
a patch test on the skin to aspirin tablets may 
be negative. Ragweed pollen when inhaled 
into the lungs may cause asthma, and the 
same individual may have a negative patch 
test to ragweed pollen. Even in the case of 
arsphenamine dermatitis, it is quite possible 
to have a patient who will develop a severe 
dermatitis from injections of small amounts of 
arsphenamine and still have a negative patch 
test to arsphenamine on the skin . 

The question of alternating periods of sensi- 
tivity and immunity has been the subject of 
much discussion. An explanation of t his 
phenomenon would probably tell us why any 
individual is ever allergic to anything. It 
does seem to be a fact, however, that occa- 
sionally patients are observed who at one time 
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are irritated by some substances and give 
positive patch tests and at other times do not. 
We have even seen cases of baker's dermatitis 
in which, in spite of continued exposure to 
baking materials, the patient would have 
periods of several months or longer of com- 
parative freedom from trouble, only to be 
followed by an acute exacerbation. 

A dermatologie colleague of mine told me 
of an interesting observation on his own skin. 
A certain furniture polish was used on the 
arms of his office chair, and he noticed that 
occasionally he developed a dermatitis on his 
forearms. He experimented with patch tests 
on hims elf with this material and concluded 
that at times, when he was under extreme 
nervous tension, the patch tests would be posi- 
tive and the dermatitis would develop. At 
times, when this tension was absent, patch 
tests would be negative and he apparently 
would not be bothered by the polish. This 
example may give some concrete evidence to 
the ideas that have been recently expressed by 
Stokes 3 and by Becker 4 regarding the psycho- 
neurogenic factors underlying certain derma- 
toses. 

Another fact worth emphasizing again is 
that a dermatitis on one part of the body may 
so sensitize the entire skin or distant parts of 
the skin as to render them susceptible to ex- 
ternal irritation. I think we have all seen 
such examples as a case of hair-dye dermatitis 
which eventually terminated in extensive in- 
volvement of the entire body or of a surgical 
case where an iodine dermatitis developed 
and where irritation of the knees and elbows 
readily followed from the rubbing of bed 
sheets. Experimentally, this phenomenon is 
seen in transepidermal absorption, where a 
patch test may be only slightly positive or 
even negative but will result in a flare-up 
or exacerbation of an original dermatitis. 
Incidentally, this calls to min d the occasional 
danger of patch testing cases where an exten- 
sive dermatitis already exists and where the 
possible offending agent is an essential ir- 
ritant. Knowledge of this skin peculiarity 
should call to min d the importance of noting 
the original site of the dermatitis in taking a 
patient’s history rather than paying too 
much attention to the areas involved at the 
time of examination. 

Substances Responsible for External 
Irritation 

External irritations may be roughly divided 
into two classes: first, those that are essen- 
tial irritants, such as strong caustics and 


acids; second, those that are not essential ir- 
ritants but to which the patient may be aller- 
gic. Almost weekly reports are appearing in 
periodicals and journals of a dermatitis 
caused by some unusual substances. It is 
probably not far from the truth to state that 
almost any known substance — animal, vege- 
table, or mineral — may be capable of causing a 
dermatitis in some one individual at some par- 
ticular time. While this makes the task of 
finding the offender difficult and, at times, 
impossible, yet it also impresses us with the 
fact that continued search and painstaking 
detective work may be rewarded. 

It is not my purpose to give any long list of 
unusual materials that have been found to be 
skin irritants. However, I should like to 
enumerate a few irritants that I have en- 
countered in practice which illustrate the 
novel and bizarre. They include: news- 
paper ink, Japanese lacquer, carbon paper, 
resinous materials used on new underwear 
and pajamas, plastics, dentures, tooth paste, 
jewelry, cosmetics, deodorants, shoe dyes, 
salad dressings and vegetables, feathers, 
varnish, latex rubber gloves, watch-cleaning 
materials, photographic supplies, insecticides, 
cocobolo wood, “live glass” suspenders and 
belts, effervescent waters, nail polish, and 
contraceptive jellies. Helpful lists of common 
irritants are found in recent textbooks by 
Sulzberger 1 and also by Schwartz and Tuk- 
pan . 2 

Points to Be Emphasized in Making 
Patch Tests 

The pitfalls and limitations of patch testing 
have been well emphasized in the literature. 
One should keep in mind the following perti- 
nent facts in doing patch testing. First, the 
conditions under which the patient is ex- 
posed should be duplicated as near as possible 
with regard to the dilution of the material, 
length of application, and the location of the 
patch tests. Second, patch testing of acute 
generalized cases where the probable offend- 
ing substance is an essential irritant should be 
performed with great caution. Third, a 
positive patch test does not always mean that 
the cause of a dermatitis has been discovered. 
Fourth, a negative patch test does not always 
exclude the substance as the actual cause of 
the trouble. Fifth, where essential irritants 
are involved it may not be practical to do 
patch testing at all, and one must resort to the 
clinical tests of removing the patient from 
his surroundings for a suitable length of 
time. 
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Relation, of Diet to Contact Dermatitis 

Although the patient is often certain that a 
dermatitis is due to some food ingested, the 
more one sees of dermatitis, the more one is 
convinced that foods are seldom an answer to 
the problem. Drugs may, of course, pro- 
duce a dermatitis, although their reaction 
is more likely to be that of a transient tome 
erythema rather than a true dermatitis. 
The arsenical group is more likely to produce 
a true dermatitis, such as is seen in exfolia- 
tive dermatitis following the administration 
of arsphenamine. It has been my experience 
that almost never is the ingestion of a food a 
major factor in producing dermatitis. Even 
where scratch tests give positive reactions to 
certain foods, one seldom sees any change 
in the clinical picture by removing such food 
from the diet. Even in the case of chronic 
atopic eczema, it is usually discouraging to fry 
to correlate the findings resulting from scratch 
tests with any change in the eczema for either 
better or worse. 

Immunization Against Contact Irritants 

In my opinion it is donbtfnl if anything 
effective can be done at the present time in the 
way of active immunization against contact 
dermatitis. The one exception to this general 
statement is in the case of some of the vege- 
table oils, such as the oleoresin of poison ivy 
and certain other weeds. Even in this field 
only partial success can be claimed. 

Clinical Approach 

In the clinical approach to a case of chronic 
dermatitis the following facts should be kept 
in mind. First, practically any substance 
that can be mentioned may produce a derma- 
titis in some one individual at some particular 
time. Second, the unusual and bizarre 
should always be kept in mind, as well as 
the more common and usual irritants. The 
detective ability of a Sherlock Holmes is 
probably the greatest asset that a dermatolo- 
gist can have in handling these cases. All the 
skin testing in the world is of little value in 
comparison to a careful painstaking his- 
tory. 

After a list of possibilities have been obtained 
from the history, confirmation by patch 
testing is then in order. Third, time should be 
taken to explain to the patient the nature of 
his trouble and what you are trying to do in 
solving his difficulty. It is usually neces- 
sary first to disillusion him with regard to 
ideas that he may have as to the etiology, 
such as "acid in the system,” "indigestion,” 


“food sensitiveness,” “bad blood," etc. Curi- 
ously enough, tbe patient oiten takes a nega- 
tive attitude and you feel that subconsciously 
he is defying you to solve the problem. Many 
times I have not succeeded in getting any- 
where on the first visit, but, after getting the 
patient to think along these lines, he will re- 
turn in a week or two stating that he forgot to 
mention, certain things and wondered if pos- 
sibly the primrose in his room or the paint that 
he handled in his garage might have anything 
to do with his trouble. Often, by assuming 
the attitude that you are at the end of your 
rope and cannot imagine what the irritant 
may be, the patient may come across with 
some enlightening information. I, of course, 
have no objection to Ms taking credit for solv- 
ing the problem. Occasionally, the frank 
malingerer may be encountered, but his at- 
titude usually makes one suspicious. I find 
that the intelligent patient whom you are 
convinced is sincere may be taught to do 
simple patch tests on himself. I have fre- 
quently had this type of patient make lists of 
probable substances and do the tests on 
himself, often with gratifying results. 
This increases his interest in the problem, as 
well as saving Mm unnecessary office calls. 
Finally, if all efforts fail, it may be necessary 
to remove the patient completely from his 
surroundings, such as having Mm change his 
job, go on a vacation, or stay with a relative for 
a week or two. 

Treatment 

The ideal treatment is, of course, to find and 
remove the irritant. This is a simple matter 
in the case of a primrose in the house, a new 
pair of dyed pajamas, or a certain brand of 
rouge. The case of occupational dermatitis, 
however, presents a difficult and often in- 
surmountable problem. A baker who is 
sensitive to flour but who has a family to 
support and knows no other type of work may 
have to choose between more or less continua- 
tion of his dermatitis or trying to learn some 
other type of occupation. Likewise, the 
dentist who becomes allergic to mercury may 
find his professional career practically ruined. 
These cases offer serious problems where 
compensation is involved, and we look for- 
ward hopefully to the time when some method 
of desensitizing these individuals can be suc- 
cessfully carried out. 

In the meantime, it is by no means a waste of 
effort to carry out symptomatic treatment. 
Very often, the use of suitable local applica- 
tions or the judicious use of s-ray therapy may 
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make all the difference between recovery and 
continued invalidism. 

In conclusion, I might state again the 
well-known fact that what we need to know is 
why certain individuals have a sensitivity to 
certain external irritants. At present, we 
must admit that we have not the slightest 
adequate knowledge as to why one person 
develops a dermatitis from exposure to prim- 
rose and another does not. Factors that have 
been considered from time to time in the 
production of this sensitivity are: nervous 
instability; an imbalance of the potassium, 
calcium, and magnesium salts in the tissues; 
the overproduction of histamine; disturbances 
in fat metabolism; glandular dysfunction; 
and faults in pigment metabolism. None of 
these hypotheses, however, have given us an 
adequate answer to our problem. 

Summary 

1. Some peculiarities and characteristics 
of contact dermatitis are enumerated. 

2. Almost any known substance may at 
times produce a dermatitis in some one indi- 
vidual. A list is given of a few unusual causes 
of dermatitis which serves as an example of 
problems involved. 

3. Some technical points involved in the 
performance of the patch tests are emphasized, 
and also certain dangers in its use- 

4. While symptomatic treatment is of 
value and removal of the offending sub- 
stance may be curative in individual cases, 
our great need is to know the underlying cause 
of cutaneous sensitivity. 
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^Discussion 

Dr. Howard Fox, New York City — The sub- 
ject of contact dermatitis is an important and 
practical one to which hours instead of minutes 
could well be devoted. It is constantly broaden- 
ing by the discovery of new substances that may 


sensitize the skin and by unusual ways in which 
this may occur. For instance, sensitization 
may take place by indirect contact through an- 
other person who is not affected, as shown re- 
cently by Niles. Even a dermatitis apparently 
due to lipstick has been shown to be due to the 
metal container and not the lipstick itself. 

Dr. McFarland mentioned a list of substances 
that only occasionally act as allergens, ex- 
amples of which he has personally encountered. 
One of these was carbon paper. Sensitization to 
this substance must be rare; at least, I have been 
unable to prove a single case of dermatitis from 
this supposed irritant. 

Dermatitis of the eyelids, especially in women, 
naturally suggests sensitization from cosmetics. 
We are all aware that nail lacquer may be the 
offending agent in such cases. In a recent paper 
read before the American Dermatological As- 
sociation, Dr. Osborne reported the astonishing 
number of 100 proved cases due to this type of 
irritant. For a number of years I have told 
some of my patients, in a joking way, that their 
dermatitis was caused by nail polish. There was 
probably at times more truth than fiction in my 
remarks. It is astonishing to see how rapidly a 
dermatitis, due to nail lacquer, of the face or 
other parts will disappear when the patient stops 
using this particular kind of personal "adorn- 
ment.” 

We all agree about the value of patch tests in 
contact dermatitis but recognize their limita- 
tions. While the positive reaction usually ap- 
pears within forty-eight hours, it may at times 
be delayed for days or even weeks. In a recent 
report by Kulchar, a patch test to nupercaine 
ointment was positive only at the end of forty- 
five days. 

Dr. McFarland spoke of a flare-up of the origi- 
nal site of an eruption following the applica- 
tion of a patch test due to transepidermal ab- 
sorption. Such a case might possibly have a 
medicolegal implication. It seems to me, how- 
ever, that when a patch test is indicated, and 
when it is properly performed, the physician 
would be absolved from any charge of negligence. 

One of our most difficult problems is to differ- 
entiate an occupational dermatitis of the hands 
from a fungous infection (dermatopbytide). 
In this regard it is refreshing to read the state- 
ment of Sulzberger and Wolf that "the diagno- 
sis of eczematous dennatophytide is being over- 
worked.” This is especially true of compensa- 
tion cases. In my opinion an “ide" eruption, 
especially if extensive, can be reasonably ex- 
cluded if a trichophytin test is negative. 


LECTURE ON DIETETICS 
The Mary Swartz Rose Memorial Lecture, 
sponsored by the Greater New York Dietetic 
Association, will be held at The New York 
Academy of Medicine on February 3 at 8:15 


p.ii. The speaker will be Dr. C. A. Elvehjem, 
professor of biochemistry, University of Wis- 
consin, and his subject is “Natural Foods in the 
American Dietary." 
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D IVERTICULA of the female urethra are 
rare. Among 234 patients investigated 
by Stevens 15 because of symptoms referable 
to the urinary tract, there was 1 case of ure- 
thral diverticulum. Some authors have ex- 
pressed the belief that diverticula of the 
urethra are invariably acquired, while others 
consider a congenital origin probable in some 
cases. No definite criteria have been de- 
scribed by which a congenital diverticulum 
may be distinguished from an acquired one. 
The two most common causes of acquired di- 
verticulum are injury during parturition and 
dilatation above an obstruction in the urethra 
(stricture or stone). Hinman 5 believes that 
the terms “urethrocele” and “diverticulum” 
best designate the two extreme types of 
urinary pouches, the one wide open into the 
urethra and the other with a narrow or slitlike 
opening. 

The symptoms of urethral diverticulum 
may include any or all of the complaints com- 
monly associated with lesions of the lower 
part of the urinary tract, such as dysuria, 
incontinence, pyuria, frequency, etc. When 
one observes a cystic swelling in the region of 
the urethra, the possibility of urethral diver- 
ticulum should be considered. Palpation 
confirms the cystic nature of the swelling and, 
at times, pressure will cause a discharge of 
turbid urine from the urethral orifice followed 
by disappearance of the mass. The diagnosis 
is easily verified by x-ray visualization with 
the aid of contrast mediums injected either 
into the urethra or directly into the mouth of 
the diverticulum. A urethral catheter may 
be used for the latter procedure. Sodium 
iodide in 5 to 12 per cent aqueous solution or 
60 per cent hippuran in jelly may serve as the 
contrast substance. The latter was used in 
our case. Young and McCrae 16 suggest 
filling the bladder with radio-opaque material 
and then taking the x-ray while obstructing 
the external urethral orifice as the patient at- 
tempts to void. 

Nonoperative treatment of urethral diver- 
ticula by carbolization or by the injection of 
sclerosing solutions is not advocated. Elec- 
trocoagulation, fulguration, or cauterization 
are usually of no value. 

Preoperative treatment is aimed at con- 

Attending gynecologist and assistant visiting gyne- 
cologist, respectively. City Hospital. 


trolling the urinary infection. Some authors 
have considered it necessary, before operation 
on the diverticulum itself, to establish bladder 
drainage, either vaginally or suprapubically, 
in order to reduce the danger of contaminat- 
ing the suture line in the urethra with in- 
fected urine. Routh 12 in 1890 suggested 
leaving the urethral defect open after exci- 
sion of the urethral diverticulum in cases 
with severe urinary infection. Neither this 
procedure nor a preliminary drainage opera- 
tion is necessary under ordinary conditions. 
Urinary infection can usually be controlled 
by preoperative treatment, including oral 
administration of urinary antiseptics and 
bladder irrigations and instillations. 

Numerous operative procedures have been 
employed for the cure of urethral diverticu- 
lum. If it is suspected that the diverticulum 
contains a calculus, it is advisable to open the 
diverticulum first and to remove the calculus 
before excising the sac. Neil s advised in- 
vagination of the tbinned-out sac followed by 
a fascia-lapping procedure. However, in 
doing this there is danger of obstructing the 
urethra by the infolded redundant sac. 
Young 16 performed simple incision of the sac 
with carbolization and reported a successful 
case. The choice of suture material varies 
with the operator and in our opinion is of 
minor importance if the dissection is ade- 
quate to provide good flaps without tension. 
After operation, an indwelling urethral cathe- 
ter is employed, connected to an apparatus 
for continuous bladder drainage and irriga- 
tion. The technic introduced by Duke at 
St. Mark’s Hospital, London, England, and 
recently popularized by Colp 1 in this country 
for the prevention of bladder complications 
after major proctectomy was used in our case. 
After the catheter is removed and when the 
patient is voiding normally, it may be de- 
sirable to pass urethral sounds. This should 
not be done before twenty days after the 
operation. 

Case Report 

Mrs. M. R., a Puerto Rican, aged 39, was first 
admitted to City Hospital in March, 1938, com- 
plaining of dribbling and incontinence of urine 
following the birth of her last child four years 
before. Obstetric history included seven pregnan- 
cies, four terminating in miscarriage and three in 
the birth of full-term babies. The first child was 
243 
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Fig. 1. Showing urethrocele before operation. 


bom in 1926 after a difficult labor An episi- 
otomy was performed but delivery was spontane- 
ous. The second child was delivered by forceps 
in 1928. Her last child was bom in 1934 after a 
fairly easy labor, except that catheterization 
had to be performed during labor before progress 
could be made. Immediately following this de- 
livery her urinary symptoms began. She con- 
tinually wet herself with urine during the day 
and also when in bed at night. The patient 
voided in small amounts several times during the 
day and during the remainder of the day dribbled 
urine upon the least movement. There was 
also burning on urination. One year before 
admission she began to have pain in the left 
costovertebral angle which radiated to the left 
upper quadrant and down to the left leg. This 
pain came in attacks associated with nausea 
and vomiting. Six months later a left nephrec- 
tomy was performed for calculus disease of the 
kidney. Dribbling of urine and burning on 
urination continued until her admission to the 
Gynecological Service of the City Hospital. 

A urethral diverticulum was demonstrated by 
urethral endoscopy and by the injection of 
radio-opaque material into the diverticulum. 
On April 22, 1938, an operation was performed 
under caudal anesthesia. A bulge 2 cm. across 
was present a distance of 2 l /i cm. from the ure- 
thral meatus. The sac was opened for a dis- 
tance of 2 cm. and the walls -were then invagi- 
nated. The anterior vaginal wall was repaired 
using interrupted No. 2 chromic sutures. Fol- 
lowing this procedure the patient was not re- 


lieved of her symptoms. She was discharged on 
May 5, 1938. 

She was readmitted on June 27, 1938, com- 
plaining that the dribbling was worse than be- 
fore the operation. Examination at this time 
revealed a swelling in the midline of the anterior 
vaginal wall 2 cm. proximal to the urethral orifice. 
It measured 2 cm. in diameter and was covered 
with smooth epithelium quite unlik e normal 
vaginal mucosa, nontender, and not bleeding 
Distal to this lesion was a puckered scar of the 
previous operation. There was a slight relaxa- 
tion of the urethra itself. The mass was fluctu- 
ant, and on pressure over it turbid urine escaped 
from the urethral orifice. A continence test was 
performed and the patient was found to have no 
loss of voluntary sphincteric control. The 
urinary dribbling was believed to be due to an 
overflow from the diverticulum, which filled 
with urine each time she voided and then con- 
tinued to leak. Preoperatively, 10 per cent 
argyrol was instilled into the diverticulum each 
day. 

The second operation wms performed on July 
15, 1938, under spinal anesthesia. The patient 
was placed in the lithotomy position and a cathe- 
ter was inserted into the bladder. Elliptic in- 
cisions 4 cm. in length were made through the 
anterior vaginal wall on each side of the old 
scar. The diverticulum was dissected free on all 
sides. The urethra and the urethrovesical 
junction were then freed from the vaginal wall 
and from the medial surface of the pubic ramus 
on each side. The finger could readily be passed 
on either side of the urethrovesical junction into 
the space of Retzius. When the dissection of the 
diverticulum, urethra, and urethrovesical junc- 
tion had been completed, the diverticulum was 
excised at its neck, leaving an opening in the in- 
ferior urethral wall about 1 cm. wide and l‘/» 
cm. long. A series of transversely passed inter- 
rupted zero chromic catgut sutures closed the 
defect in the urethra. In passing these sutures, 
care was taken to avoid including the urethral 
mucous membrane. A second layer of sutures 
approximated the periurethral tissues. The 
severed edges of the vaginal wall were then 
brought together by interrupted chromic catgut 
sutures, again passed from side to side. Fol- 
lowing this, an ordinary No. 18 French soft 
rubber catheter with a cuff 6 cm. from its ex- 
tremity was inserted into the bladder, and the 
cuff was fixed to the vestibule with two silk 
sutures. An iodoform gauze packing was placed 
in the vagina. 

The “Duke" apparatus was connected to the 
indwelling catheter, and the bladder was irri- 
gated every two hours with 50 cc. of 1:5,000 acn- 
flavine solution. On the twelfth day the cathe- 
ter was removed. The patient was unable to 
void and catheterization was performed. She 
voided several ounces the ‘following day, but 
because of pain in the region of the urethra the 
catheter was reinserted. On the seventeenth 
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postoperative day, the patient was voiding well 
and the residual urine measured only l l / 2 ounces. 

The wound healed by primary intention. 
On discharge from the hospital there were no 
urinary symptoms. Examinations at intervals 
during the following six months showed no 
evidence of recurrence. The patient had per- 
fect urinary control, and continence tests re- 
vealed a normal function. 

The pathologic report was as follows: The 
tissue was 2 1 /i by 2 by 1 cm., consisting of a 
section of fibrous tissue lined on one side by 
squamous epithelium and the other side by tran- 
sitional epithelium. There was a marked 
round-cell and polymorphonuclear infiltration. 

Summary 

1. A case of urethral diverticulum in a 
woman is presented, with operative cure. 

2. Complete excision of the diverticulum 
should be performed before any repair is at- 
tempted. 

3. The need of complete mobilization of 
the urethra and urethro vesical junction with- 
out tension on the suture line is stressed. 

4. The use of continuous bladder drainage 
and irrigation after operation is advocated to 
prevent contamination of the suture line by 
infected urine. 

References 

1. Colp, RE: J. Mt. Sinai Hosp. 6: 802 (March- 
Apnl) 1938. 

2. (a) Cove. R E . Urol & Cutan. Rev 40: 803- 

806 (Nov.) 1936. (b) M Rec. & Ann 28: No. 7, 520-521 

(July) 1934. 

3. Englander, S : JAMA 68: 351-354 (1917) 

4. Hall, E. R.: Northwest Med. 35: No. 10, 379 
(Oct.) 1936. 

5. Hinman, F.: Principles and Practices of Urology, 
W. B. Saunders Company, 1935, p. 90S. 



Fig. 2. After operation 


6. Lewis, C-: Brit. J. Urol. 3: 41-43(1931). 

7. McNally, A.: Am. J. Surg. 28: 177 (April) 

8. Nicholson, B. B.: J. Urol. 18: 145-166 (Aug) 

9. Neil, C. J.: California State M. J. Id: No 11 

494-496 (1918). ' 1 

10. Peacock, A H.: Surg. Clin. North America 4: 
1149-1156 (Oct ) 1924. 

11. Priestly, W. O : Brit. M. J 7: 1-6 (1S69). 

12. Routh, A.: Bnt. M. J. 1: 361 (1890). 

13. Shier, R. V. B.: Canad. M. A. J. 22: 539 (1930). 

14. Shivers, C. H , and Cooney, C. J.: J.A.M.A 
102: 102-997 (March 31) 1934. 

15 Stevens, W. E.: California & West. Med 26 - 
471-475 (April) 1927. 

16. Young, B. R„ and McCrae, L. E.: Urol 4. 
Cutan. Rev. 4: 91-93 (Feb.) 1937. 


ESSENTIALS OF A SCHOOL HEALTH PROGRAM 

In an address at Bayport, L. I., New York, 5. A continuation of the use of public health 

Dr. 'William H. Ross bsted six basic principles nurses under the follow-up system now estab- 

common to all school health programs. Iished to cover all children to help in general 

1. Every child entering school should present health education and the control and prevention 

a certificate of health from the family physician. of disease and the problems of nutrition and to 

2. Periodic health examination of all pupils follow up the correction of physical defects and 

in public, private, and parochial schools. the home environment. 

3. Thorough follow-up work for the correc- 6. The use of the Mental Hygiene Unit of 

tion of remediable defects so that they may be the County Department of Health for child 

understood and corrected by the parents but, if guidance either in clinics or by consulta- 

unable, by some other agency. Keep in mind tion. " ~ 

that the school is an adjunct to the family and Mental illness is beginning to have careful at- 
does not replace family responsibility. tention in this country. Suffolk County spends 

4. Specific health education on the care of $500,000 a year to take care of its mental sick- 

teeth by the employment of a dental hygiene ness. It is the first county in the United States 

teacher, who will teach children the care of the to recognize mental sickness as a public health 

teeth. Dental caries is one of the most important problem. It is the first county in the United 

causes of poor health. States to set up a mental health organization 



CHRONIC HYPERTROPHIC OSTEOARTHRITIS IN THE 
CERVICAL SPINE WITH RADICULITIS 

A Report of 40 Cases with a Review of the Literature, Together with 
Some Notes on Effective Methods of Treatment — Part II 

Le Moyne Copeland Kblly, M.D., F.A.C.P., New York City 


Special Symptoms Ordinarily Not 
Ascribed to Osteoarthritis in the Spine 

Headache . — Of the multitude of symptoms 
that arthritis of the cervical spine can pro- 
duce, probably none has received so little 
attention as headache. In the older litera- 
ture 34 '* this type of cephalalgia was com- 
monly referred to as “indurative or rheumatic 
headache” and was generally loosely ascribed 
to a “fibromyositis of the fascia, pierced by 
the cervical nerves as they pass superficially 
toward the scalp.” Holbrook’s 23 complaint 
that textbooks and diagnostic hints make 
little, if any, mention of arthritis as a cause 
of headache is well founded. His description 
in 1927 of a series of patients with headache, 
in whom osteoarthritic changes were consist- 
ently found in the first three cervical verte- 
brae, was a great contribution to our knowl- 
edge of this subject. Other students of the 
problem have confirmed these findings, and 
Gunther and Kerr 18 stated that they never 
found headache except in those cases having 
at least some involvement of the first three 
cervical vertebrae, even though the lower 
cervical vertebrae did, in many cases, show 
much more advanced changes. (Only half 
of our 16 cases complaining of headaches 
showed any involvement of C 1-3.) 

They describe this head pain as beginning 
in the neck and radiating up over the occiput 
toward the temporofrontal area. It is us- 
ually brought on by movement of the head 
and is generally sharp and piercing in char- 
acter. Often, there is an associated tender- 
ness, soreness, burning, or a dull aching sensa- 
tion in one or another area of the scalp. 
Thirty-one (52 per cent) of Bisgard’s 5 cases 
showed this characteristic type of occipital 
or suboccipital headache, which radiates 
forward widely over the scalp. Hartsock 21 
especially emphasized the fact that not all of 
these cases will show definite x-ray evidence 
of arthritis in the cervical spine and that if 
we insist on positive x-ray findings before we 
make a diagnosis of this condition as the causa- 
tive factor in the headache we shall miss many 

* For references see Part I, January 15 issue. Part 
III win appear in the February 15 issue. 


of these cases. This is well illustrated by 
Case 8. 

Case Report 

Case 8. — H. F., aged 74, was first seen in a 
dispensary March, 1935, complaining of pain 
in the shoulders and hands. A physical ex- 
amination showed only crepitus in the shoulders 
and knees. A diagnosis was made of a general- 
ized osteoarthritis and the patient improved 
under conservative treatment. Six months 
later, however, she returned complaining of 
pain in the right shoulder which radiated to the 
wrist. This cleared up rapidly with heat. 
Since a previous x-ray had shown marked osteo- 
arthritic changes in other parts of the spine, an 
examination of the cervical spine at this time 
(November, 1935), demonstrating only minimal 
changes in this area, was considered to exclude 
osteoarthritis as a probable cause of the patient’s 
symptoms. 

Some three years later (October, 1938) she 
came in again complaining of a pain on the right 
side of her neck, which radiated up over the 
right occiput to the temple, across the forehead 
to the left side of the scalp, and back to the neck. 
She described it as a “sort of twinge” that she 
experienced whenever she turned her head. 
These symptoms gradually disappeared after the 
application of heat, and the patient was not 
heard from until a year later when she returned 
complaining of the same pain in her neck. This 
was now associated with a “clicking sound” 
and was brought on by any motion of the head, 
particularly on arising from bed in the morning. 
She described it as a sharp pain that lasted an 
hour or two and “made her eyes water and her 
eyeballs burn.” Re-examination of the eyes.was 
essentially negative, and a report was received 
from the ophthalmologist that the “headaches 
are apparently not due to the eyes.” 

She was then seen by an orthopaedist who ad- 
vised careful manipulation followed by physical 
therapy and gentle massage. This was carried 
out, and the patient reported temporary relief 
from the heat but stated that any sort of mas- 
sage tended to aggravate her symptoms. After 
three months of conservative treatment, she was 
not improved; in fact, she complained of "con- 
stant headache, pain at the base of the skull, and 
terrible stiffness in the neck, especially in the 
morning,” so she was sent to a neurologist. Be 
stated that her osteoarthritis was net a factor in 
her neurologic complaint and that all her symp- 
toms were due to carotodynia. Another neurolo- 
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gist, however, suggested that in spite of the lack 
of x-ray findings of osteoarthritis in her cervical 
spine the patient might benefit from radiation 
therapy to that region. Since nothing else had 
helped her, she consented to this form of treat- 
ment and received 1,800 r units (in air) over a 
period of three weeks. When last seen, one year 
later, she was almost entirely relieved of symp- 
toms. 

Altogether, this patient was seen by eight 
different physicians before a diagnosis as to the 
cause of her headache was made. 

The usual story 21 ’ 21 is that the patient de- 
scribes periods of suffering alternating at first 
with days or weeks of relative freedom, but, 
later on, there is a tendency to long sieges of 
discomfort, so that eventually the patient 
may have a headache all day and every day. 
As a rule, it comes on in the early morning 
and may awaken the patient from sleep. 
Relaxation of the supporting structures of 
the spine (viz., as in sleep), increase in ten- 
sion of the neck muscles from long hours of 
sedentary work, eyestrain, and exposure to 
draughts are given as exciting causes. In 
fact, Hartsock 21 cited a case in which some- 
thing as apparently insignificant as the re- 
moval of so small an amount of protection 
from cold as that afforded by the human hair 
resulted regularly in an attack of headache, 
which happened every time the patient had 
his hair cut. He concludes that "where all 
other evidence points to this disorder (viz., 
marked tenderness at the point of attachment 
of the trapezius muscle to the skull, etc.) and 
where repeated temporary benefit is obtained 
from physiotherapeutic measures one should 
never hesitate to make a diagnosis of osteo- 
arthritis of the cervical spine.” It is his con- 
sidered opinion that if the physician would 
think of this possibility in every case of per- 
sistent head pain a great many cases could 
be removed from that large and baffling group 
that we now term "chronic idiopathic head- 
ache.” 

Other Pains in the Head (Facial Neuralgia, 
Earache, Sore Throat, “Sinus Pain,” and 
“Eye Trouble ”). — That pain in the face along 
areas conforming to the distribution of the 
sphenopalatine and vidian nerves (viz., orbit, 
maxillae, and posterior nasopharynx) may 
result from several widely different types of 
irritation in the neck is a point that has not 
been considered often enough, particularly 
by those who are most concerned with the 
problem of pain in the head. 

For example, Sluder 40 and Clerf 3 have ex- 
plained certain pains in the face solely on the 


basis of direct stimulation of ganglia by le- 
sions nearby, while the role of lesions occur- 
ring at a distance (viz., in the neck) was not 
even considered (where no definite cause 
could be located it was simply termed “idio- 
pathic”). Vail 45 referred to a type of neu- 
ralgia associated with infection of the sphenoid 
sinus and seen in the area of distribution of 
the vidian nerve. This he described as a 
“sharp pain felt deep in at the root of the 
nose and in, around, and behind the eye. 
From here it radiates across the temple to 
the ear, mastoid area, and in some severe cases 
even down the neck to the shoulders and 
arms.” But he, too. did not mention a focus 
of irritation more distant than the nearby 
sinus as a possible initiating factor in the 
production of this train of symptoms. It was 
not until Ruskin 37 made a careful study of 
this whole subject that it became clear that 
the sphenopalatine ganglion syndrome of 
Sluder is not a distinct clinical entity at all 
but is really composed of four syndromes — 
maxillary, sensory facial, sympathetic, and 
local sphenopalatine (the ganglion cells 
proper) — and that in any given case these 
various syndromes are usually present in dif- 
ferent combinations. 

Hunt 24 ’ 25 states that the neuralgic affections 
of the cranial nerves (see Figs. 1 and 2) may 
include such conditions as : 

(1) Geniculate neuralgia, which affects the 
deeper structures of the face and produces 
sensation of painful pressure there (deep prosop- 
algia) together with pain in the deep posterior 
orbit, nose, and palate. 

(2) Glossopharyngeal neuralgia, character- 
ized by neuralgic pains in the area of distribu- 
tion of the glossopharyngeal nerve at the 
base of the tongue and in adjacent regions of 
the throat. 

(S) Superior laryngeal neuralgia (vagal in 
origin) with pains localized to the region of 
the larynx. 

All these types of neuralgia may at times 
be accompanied by otalgia, and the clinical 
diagnosis in these cases is often involved and 
difficult. 

Furthermore, Ussher’s 44 studies suggest that 
there are certain, even more remote, “foci” 
that may cause identical “visceral” symptoms 
in the head. He maintains that such foci can 
consist ofc (1) chilled cutaneous structures 
in the region of cranial nerves, (2) myositis 
of the cervical and upper dorsal muscles, 
and (3) articular derangements of the cer- 
vicodorsal spine. He has repeatedly demon- 
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Fig. 1 . The sensory field of the facial nerve. 
Diagram of zones of innervation of geniculate 
ganglion (after Hunt 25 ). Distribution of intra- 
oral remnants of the geniculate visceral sensory 
system on the palate and in the distribution of 
chorda tympani nerve on the tongue. 

strated that by the correction of factors that 
cause irritation of sympathetic fibers (which, 
he believes, act as channels for impulses from 
these relatively distant foci) he can give the 
patient complete relief of all symptoms. 
Moreover, such “visceral” symptoms can 
recur whenever any of the precipitating fac- 
tors are allowed to return. He quotes At- 
satt 2 in describing the pathways for these 
nerve impulses. According to these observ- 
ers, herein lies the explanation of the path- 
way for pain, in those patients with osteo- 
arthritis of the cervical spine who give a his- 
tory of unilateral symptoms such as hemi- 
crania or even at times a one-sided earache 
or sore throat. Just such a situation is illus- 
trated by Case 7 (the picture in this patient 
was at first somewhat obscured by an osteo- 
arthritis of the dorsal spine with abdominal 
symptoms, but, when it became apparent 
tha t the gastrointestinal complaints were on 



Fig. 2. The sensory field of the facial nerve. 
Diagram of zones of innervation of geniculate 
ganglion (after Hunt 25 ). A: Cutaneous zone 
on anterior auricle. B: Cutaneous strip on 
posterior auricle. 

a radicular basis, the cause of the head pain 
was easily determined). 

Case Report 

Case 7. — M. G., aged 68, was first seen in a 
dispensary in July, 1937, complaining of pain 
in the shoulders— worse on arising in the morn- 
ing and during cold weather. She also com- 
plained of a headache that, she stated, she had 
had “off and on for 44 years.” Orthopaedic 
examination revealed a diminution in motion 
throughout the dorsolumbar spine and crepitus 
in all her joints, but x-rays of the shoulders were 
negative. She was treated conservatively with 
physical therapeutic procedures but still com- 
plained of the same joint pains, constant head- 
ache, and frequent abdominal cramps. In 
February, 1938, she consulted an otolaryngologist 
for pain around and behind the right ear. He 
reported that there was no pathology in the nose 
and throat and that the “pain might possibly be 
due to a neuritis.” 

In October of that year, she was seen by an 
arthritis specialist who told her that nothing 
more could be done for her pains and advised 
her to see a “nerve specialist” about the head- 
ache. Subsequently, she was examined by two 
physicians, who could find no deviation from 
the normal. X-ray of the skull was reported 
negative and, thereupon, she was discharged as a 
“tense, unhappy, dissatisfied woman who is 
dependent and resents it.” Eye examination 
at this time was negative, but the ophthalmolo- 
gist noted that the headaches were frontal and 
worse upon getting up in the morning. An- 
other examination of the eyes after a period of 
more than a year, in an effort to determine the 
cause of the headache — which had persisted up 
to this time and which was always aggravated 
by lying down — was reported to be negative, and 
the headaches were still considered to be “not 
due to eyes.” 

Special Note: The patient did not return 
thereafter until a year later, when she was seen 
by a gastroenterologist for a sharp pain in the 
epigastrium radiating to the right upper quad- 


February 1, 1942] CHRONIC HYPERTROPHIC OSTEOARTHRITIS 


24§ 


rant and up under the sternum. She stated 
that she had had it off and on for about two 
years. It would come on in cycles alternating 
“one week on, then a week off.” A tentative 
diagnosis was made of chronic cholecystitis. 
However, the Graham test and gastrointestinal 
series were normal and the stool was nega- 
tive for occult blood. Gastric analysis showed 
no free HC1 after histamine, but the blood 
count was normal. Pelvic examination was en- 
tirely negative. No cause for the abdominal 
symptoms was found (x-ray studies of the dor- 
sal spine had not been done). 

I saw the patient in May, 1940, at which time 
she complained of “pain in the neck and middle 
of her upper back.” Physical examination re- 
vealed crepitus in the neck, shoulders, and knees 
with little motion in the dorsal spine. An x-ray 
examination showed considerable osteoarthritis 
in the cervicodorsal spine with some cervical 
scoliosis. The middorsal vertebrae varied con- 
siderably in thickness. Having tried physical 
therapy over a long period of time without bene- 
fit, the patient consented to x-ray therapy, and 
this was given (1,400 r units in air) to the cervical 
and upper dorsal spine over a period of ten days. 
Two months later she reported that there was 
much less pain in the back of her head, that she 
had had no recurrence of earache, and that her 
neck muscles were now considerably looser. 
She stated that the vertical headache was some- 
what diminished but still tended to increase 
toward the end of the day. A further course of 
six treatments (600 r units in air) was then ad- 
vised, following which the patient said that 
“the pain on the top of her head, which had been 
there so long, had by now entirely disappeared." 

This patient was examined by twelve physi- 
cians before the diagnosis was established. 

If we accept the pathways as outlined by 
Ussher 11 as probable channels for the passage 
of impulses from those more remote lesions 
in the head and neck, we are thereby enabled 
to visualize more readily the great variety 
of pains in the head which can be produced 
by an arthritis of the cervical spine. 

Pseudoanginal Pain. — MacKenzie 27 pointed 
out in his book on Angina Pectoris that the 
pain in the viscerosensory reflex associated 
with organic disease of the heart and the pain 
of a similar distribution but not associated 
with heart disease may resemble each other 
so closely that sometimes an exact differentia- 
tion can be made only by watching the prog- 
ress of the case. Others 11 confirm this dif- 
ficulty in differentiating the exact cause of 
certain pains in the chest especially in those 
patients known to have both angina and 
arthritis of the spine. In 1926 Kilgore 23 
discussed an “anginoid type of pain” and 
showed how it differs from true angina, but 


he did not ascribe the syndrome to osteo- 
arthritis of the spine. Hanflig 20 cited such a 
case in which x-ray pictures of the spine were 
reported negative but in winch there was sh'ght 
limitation of the neck movements in all di- 
rections. When the symptoms subsided after 
adequate physical therapeutic measures, he 
concluded that his patient had a cervical 
arthritis. He feels that there must be many 
patients who are treated mistakenly for years 
for heart disease whose symptoms are really 
due to arthritis of the spine with root pains. 
Other writers 13 also have reported having 
seen patients who had had a previous diag- 
nosis of “aortitis” or “angina,” but, in w'hom, 
after thorough study, all the symptoms were 
found to be due not to cardiovascular disease 
but simply to irritation of the lower cervical 
spinal roots. 

The mechanism of pain referred to the 
precordial area as a result of irritation of 
these cervical roots by osteoarthritis of the 
spine has been clearly described by Nachlas 23 
who reported 3 such cases in detail in 1934. 
According to this authority the pectoralis 
muscles are innervated by the lateral anterior 
thoracic nerve (C 6 and 7) and the medial 
anterior thoracic (C 8, D 1), while the teres, 
the subscapularis, and the deep portions of 
the latissimus dorsi muscles receive fibers 
from the long thoracic, thoraco-dorsal, 
and subscapular nerves (which are derived 
from the posterior roots of the lower cervical 
nerves, C 5-8). All of these, although pri- 
marily motor nerves, possess protopathic 
sensations, so that pinching of their roots by 
osteoarthritic changes in the spine can pro- 
duce that which will be referred, in each in- 
stance, to the terminal portion of the nerve 
involved. In this case, since it is the nerves 
to the muscles lying on the chest wall which 
are affected, it becomes clear how a lesion in 
the cervical spine may result in precordial 
pain. 

It was Henry Head 22 who first presented in 
1895 the hypothesis that motor nerves con- 
vey fibers of deep sensibility, but the existence 
in motor nerves of certain afferent fibers to 
the skeletal muscles was actually demon- 
strated first by the physiologist Sherrington. 33 
He observed that a third to a half of all mye- 
linated fibers in motor nerves are sensory, 
originate in the spinal root ganglia, and r un 
directly to the muscle bundles. 

_ Gunther and Sampson 19 maintain that the 
differential diagnosis of precordial pain of a 
radicular origin from that of a visceral origin 
is largely made on the basis of a careful his- 
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tory. They state that “where pain in the 
chest is present as a result of spinal arthritis, 
it is consistently found in broad, beltlike 
zones along well-defined spinal root derma- 
tomes and across the back of the chest as well 
as over the precordium.” Moreover, symp- 
toms may be present at the same time in 
the neck and shoulders, and these neck pains 
frequently radiate over the shoulder girdle 
to the outer aspect of the arm and forearm. 
X-ray study usually reveals some osteoar- 
thritic changes in the upper dorsal or lower cer- 
vical spine (although this is by no means con- 
stant) , and the patient almost invariably 
shows some clinical evidence of this disorder 
in other parts of the body. As a general rule, 
these cases get definite, though temporary, 
relief from heat and salicylates, while such 
measures as changing to a hard bed and im- 
mobilization in a Taylor brace or high back 
corset often give additional comfort. In this 
condition, the patient frequently reports that 
the pain in the left side of his chest, which 
comes on in the early morning hours, will go 
away if he can find a comfortable position in 
bed. However, some authors state that the 
pain and stiffness due to an arthritis of the 
neck tends to disappear after mild activity 
(viz., after “limbering up” in the morning), 
just as is the case in osteoarthritic conditions 
in any other part of the body. 

On the other hand, if the precordial pain is 
visceral in origin, the nervous phenomena as- 
sociated with cardiovascular pain tend to 
dominate the picture, viz., sweating, saliva- 
tion, and urination. The patient is more apt 
to be vague about the exact localization of his 
chest pains (in contrast to the sharp localiza- 
tion in the root pain due to hypertrophic 
arthritis), and the response to effort will not 
be so good. Moreover, the nitrites and other 
vasodilators will afford this patient more re- 
lief than physical therapeutic measures. At 
times some confirmatory evidence may be ob- 
tained from the electrocardiogram and 6- 
foot plate. The necessity for this differentia- 
tion is well illustrated by Case 35. 

Case Report 

Case 35. — Mrs. L. G., a widow, aged 54, gave 
a history of pain across the left side of the chest 
and in her left shoulder whenever she attempted 
to comb her hair. This pain sometimes radiated 
down the inside of her left arm to the wrist and 
was often associated with a “pins and needles” 
feeling in the fingers of that hand. She also 
described a “burning sensation in the back be- 
tween the shoulder blades.” Soon after the on- 
set of these symptoms she suddenly developed a 


choking sensation that was never explained to 
her satisfaction. Her physician said she had 
“neuritis.” Another said she had “heart trouble 
and bad nerves,” while two cardiologists insisted 
that there was nothing seriously wrong with her 
cardiovascular system. 

Physical examination revealed moderate limi- 
tation of motion in the neck with crepitus in the 
shoulders and knees. The sedimentation rate 
was but slightly elevated. Her heart was en- 
tirely negative on physical examination and 
fluoroscopy. The electrocardiogram showed 
some splitting of the QRS complexes — a finding 
consistent with mild changes in the myocardium. 
An x-ray of the cervical spine, however, showed 
moderately advanced osteoarthritic changes 
about the bodies of the lower cervical vertebrae. 
She improved markedly after reassurance and 
the application of heat to the cervical spine 
given over a period of six weeks. When last 
seen, five years later, she stated that she had re- 
mained entirely free of symptoms. 

Many of these cases of pain in the left side 
of the chest are dismissed with a diagnosis of 
“No evidence of cardiovascular disease”; 
and the statement is often made that “no 
doubt, there is a large psychoneurotic ele- 
ment in this case.” Our own impression is 
that a good proportion of such patients, if 
studied carefully with x-ray pictures, will 
prove to have an arthritis in the cervical 
spine. 

Other Symptoms and Signs of Radiculitis 
It has been pointed out that sensory nerves 
and voluntary muscles are not the only struc- 
tures that can be affected by this process. A 
case is cited in the literature 5 in which there 
were signs of irritation of the phrenic nerve 
during an acute flare-up of arthritic symptoms 
in the cervical spine (persistent hiccough for 
a period of six weeks). In addition, there 
are two references 29 ’ 47 to a unilateral Hor- 
ner’s syndrome, which indicates that at tunes 
even the cervical sympathetic may become 
involved in this diffuse process. Nachlas- 
has shown that this phenomenon may result 
from pressure on nerve fibers originating m 
the region of the first dorsal vertebra. He 
states that certain nerves — the white rami 
communicantes — arising from the lower cer- 
vical and upper dorsal cord “pass through the 
cephalic portion of the sympathetic sys- 
tem and assist in the control of the eye 
muscles.” 

Conclusion 

In general, it may be said that our experi- 
ence parallels that of Bisgard, 5 who reached 
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this conclusion: “Radiculitis may involve 
any group of nerve fibers contained in any 
nerve root — motor, sensory, or sympathetic — 


and the symptoms — unilateral or bilateral — 
may reflect evidence of irritation or loss of 
function — either partial or complete.” 


Postgraduate Series on War Surgery — Nassau County 

To members of the Nassau County Medical Society went the following letter on January 7: 

Dear Doctor: The war emergency has produced numerous requests from our members for post- 
graduate education opportunities in the field of military medicine with particular reference to civilian 
casualties. Because of the crowded condition of the medical calendar, it has not been possible to ar- 
range a series of lectures as requested without interfering with something else already scheduled. 
Hence we have reluctantly decided that we shall be forced to postpone or abandon our scheduled post- 
graduate education series and substitute a new series on war medicine. 

Through the assistance of the Nassau Surgical Society, the medical authorities at Mitchel Field, 
and the cooperation of the several groups concerned with our regular postgraduate program, we are 
able to announce the following: 


January 12, 1942 
January 19, 1942 
January 26, 1942 
February 2, 1942 
February 9, 1942 
February 16, 1942 
February 23, 1942 
March 2, 1942 
March 9, 1942 
March 16, 1942 
March 23, 1942 
March 30, 1942 


Postgraduate Series on War Surgery 


Mercy Hospital 
Nassau Hospital 
Mercy Hospital 
Nassau Hospital 
Mercy Hospital 
Nassau Hospital 
Mercy Hospital 
Nassau Hospital 
Mercy Hospital 
Nassau Hospital 
Mercy Hospital 
Nassau Hospital 


Treatment of Shock 

Treatment of Gas Cases 

Treatment of Minor Injuries 

First Aid Treatment of 
Fractures 

Treatment of Burns 

Correlation of Treatment 
from First Aid Through 
Permanent Disposition of 
Cases 


Eric Ponder, M.D. 

Maj. R. E. Lee, M.D., U.'S. A. 
K. T. Young, M.D. 

O. C. Hudson, M.D. 

A. S. Warinner, M.D. 

B. W. Seaman, M.D. 


All Sessions at 4 PAL 


Please note that each of the scheduled lectures will be given twice. It is hoped that as many’ 
as possible will attend the first lecture on each subject at Mercy Hospital, thus reserving the smaller 
auditorium at Nassau Hospital for those members who find it impossible to attend the Mercy Hos- 
pital session. In this way there should be room for all who wish to attend. 

To conserve funds we shall not send out individual notices of these meetings. Please make note 
of them in your engagement book and keep this notice for future reference. 

Sincerely, 

C. W. Martin, M.D., President 

*N early 300 doctors and dentists heard the lectures on January 12 and 19. — Editor 


POSTGRADUATE COURSES 

The second semester of postgraduate courses 
will be offered at the Mount Sinai Hospital from 
February 2 through March 28. These courses, 
in Bacteriology, Cardiology, Gynecology, Gen- 
eral Medicine, Medical Statistics, Neurology, 
Ophthalmology, Pathology, Pediatrics, and Ra- 
diology, are given in affiliation with Columbia 
University. 

Application for courses should be made to the 
Secretary’ for Medical Instruction at the Mount 
Sinai Hospital, New York City, with the excep- 
tion of courses in Radiology, for which applica- 
tion should be made to the College of Physicians 
and Surgeons. 


NUTRITION PROJECTS IN NEW YORK 
More than fifty-five long-range projects de- 
signed to raise dietary standards were inaugu- 
rated in the state during the Nutrition Fortnight 
November 20 to December 3, 1941, according to 
Dr. Elizabeth M. Gardiner, chairman of the 
New’ York btate Nutrition Committee. Every 
cooperating county organization engaged in some 
form of activity, and the projects begun will be 
continued as part of the nationwide program to 
improve nutrition. In thirty-five different areas 
in the state, for example, local groups are working 
ur ?.. , 10 9 lunch programs. In some cases this 
will be the first time that hot noonday meals well 
be made available m schools. 



Special Article 

MEDICINE MARCHES ON 

Bernard L. Shientag, LL.D., New York City 


I T MAY serve a useful purpose, although on 
the face of it somewhat of a presumption, 
for a layman to tell how he feels about the 
progress and the future of medicine. I do 
this as one with a deep interest in medical 
problems, one of a group that is growing in 
size and in understanding largely because of 
the splendid educational activities of the 
medical associations of the country. 

Long before the first World War, George 
Gissing, a gifted English writer, said: “I 
hate and fear 'science’ because of my convic- 
tion that, for long to come if not for ever, it 
will be the remorseless enemy of mankind. I 
see it- destroying all simplicity and gentleness 
of life, all the beauty of the world; I see it re- 
storing barbarism under a mask of civiliza- 
tion; I see it darkening men’s minds and 
hardening their hearts; I see it bringing a 
time of vast conflicts which will pale into in- 
significance ‘the thousand wars of old’ and as 
likely as not, will whelm all the laborious ad- 
vances of mankind in blood-drenched chaos.” 

Gissing wrote as one inspired, but what he 
said was only true in part. For one thing, he 
confused advance in science with man’s use of 
that advance. The medical profession, 
through the centuries, has demonstrated 
that the most remarkable and revolutionary 
advances in science can be and have been 
used to promote human betterment and wel- 
fare. You have made the body of man “the 
temple of your miracles.” The doctor is the 
embodiment of the true spirit of democracy. 
In his every daily task he recognizes the su- 
preme dignity and worth of the individual in 
the eyes of man, as well as before God. The 
story of his heroism and of the supreme sacri- 
fice he has made for the advancement of 
science and for the relief of suffering humanity 
goes to make up the most glorious and inspir- 
ing chapters in medical history. 

What a remarkable achievement has been 
yours! The control of epidemic diseases, 
smallpox, typhoid, typhus, cholera, and 
yellow fever resulted not alone in prolonging 

Read at the meeting of the Medical Society of the 
County of New York, October 28, 1941. 

Justice of the Supreme Court of the State of New 
York, formerly industrial commissioner. New York State 
Department_of_Labor. 


human life but in dispelling fear and giving 
rise to a feeling of hope and confidence. 
Think of the great saving in life resulting from 
the discoveries in bacteriology. These led 
to antisepsis and then asepsis and, together 
with the introduction and development of 
anesthesia, widened the scope of surgical in- 
tervention, particularly to the viscera of the 
abdomen and chest, and made for the rela- 
tive safety of modern surgery with its em- 
phasis on the preparatory treatment of the 
patient and postoperative care. 

There came the discovery and the ever ex- 
panding use of the x-ray and technics in con- 
nection therewith for diagnostic and thera- 
peutic .purposes, the improvement of the 
microscope, and the discovery of radium. 
There was the remarkable development of 
intracranial surgery and the surgery of the 
nervous system and the use of the encephalo- 
gram in connection therewith. There was 
the ascertainment of the means of treating 
and controlling syphilis, with the growing, 
but as yet inadequate and often timid, at- 
tempts to cope with that problem. There 
was the more humane and scientific treatment 
of the mentally afflicted, with fever and shock 
therapy offering some hope to the paretic and 
a faint glimmer of comfort to the schizo- 
phrenic. 

As we survey the field we find the great ad- 
vances in gynecology, the control of puer- 
peral fever, and the reduction of the maternity 
death rate although not to the extent war- 
ranted by present medical knowledge. There 
have been the amazing and almost incredible 
reductions in the infant mortality rate through 
control of the diseases of children — what we 
laymen called su mm er complaint — the effec- 
tive control of diphtheria, including suscepti- 
bility, prevention, and cure; and the safer 
and more adequate treatment of scarlet fever, 
measles, and whooping cough. 

More than twenty-five years ago Osier 
said: “Metabolic therapy represents one of 
the greatest triumphs of science,” and he 
gave the demonstration of insufficiency of the 
thyroid gland as a brilliant example of ex- 
perimental inquiry. Since then, vast vistas 
have been opened in the field of endocrine 
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disorders, in dietetics with its vitamins, and 
in the domain of allergy. There was the 
gigantic extension of the public health and 
sanitation services, and there was Herman 
Biggs with his pronouncement that “public 
health, within, natural limits, is a purchasable 
commodity.” All these are but an attempt to 
present in broad strokes a picture of medi- 
cine’s miraculous contributions to human- 
ity. 

Let us consider a few concrete illustrations. 
In 1908 Welch said (I quote from the interest- 
ing biography by the Flexners just published) : 
“At least one-half of the existing sickness and 
mortality from tuberculosis could be pre- 
vented within the next two decades by the 
application of rational and entirely practicable 
measures.” And the Flexners point out that 
passing years proved this wild-sounding 
statement not wild at all. 

The figures of the Health Department of 
the City of New York show that the mortality 
from tuberculosis (of all kinds) in 1908 was 
227.2 per one hundred thousand; in 1933, 
64.4; and in 1940, 48.6 — a remarkable de- 
crease far beyond that envisaged by Dr. 
Welch. 

In a memorable address by Osier on “The 
Treatment of Disease,” delivered before the 
Ontario Medical Association in June, 1909, 
that great physician said: “As our knowl- 
edge of the pancreatic function and carbo- 
hydrate metabolism becomes more accurate, 
we shall probably be able to place the treats 
ment of diabetes on a sure foundation.” 
Twelve years later came extracts of insulin 
from the pancreas. 

In that same address Osier said: “There 
are those among us who will live to see a true 
treatment of pneumonia; we are beginning 
to learn the conditions of its prevalence; it 
may yet come within the list of preventable 
diseases and let us hope that before long we 
may be able to cope with the products of the 

pneumococcus itself It is not likely,” 

he continued, “that the great masters from 
Galen to Grisolle lost a larger number of 
cases than we do.” Since Osier spoke there 
have been “flashes of light in the darkness.” 
Now, medicine has offered a real ray of hope 
to those afflicted with this dread disease. 
By resort to serums and especially by the 
use of sulfanilamide and its derivative, sulfa- 
pyridine, there has been an amazing reduc- 
tion in the mortality rate from this disease, 
and there has even been a substantial increase 
reported in the number of recoveries from 
meningitis of streptococcic and pneumococcic 


origin, heretofore regarded as almost invari- 
ably fatal. 

Perhaps this statement will complete the 
broad picture of medicine’s great accomplish- 
ments. In 1900 the death rate in New York 
City was 20.6 per thousand; in 1940 it was 
10.2; in 1938 it had reached the low of 10 per 
thousand. In 1S60 approximately 9 per cent 
of the population of this country was 50 years 
or over; in 1932 it was 16 per cent. In New 
York City in 1900, 15.9 per cent of the popula- 
tion was 45 jmars or over; in 1940 it was 
27.3 per cent. The life expectancy of new- 
born babies has been greatly extended. In 
1901 in this country, an average American- 
born white girl baby could expect to live 51.1 
years; in 1938 that life expectancy had in- 
creased to 66.2 years. Now, it is true that 
this increase in life axpectancy has not been 
accomplished by medicine alone; improve- 
ments in sanitation, in water supply, in hous- 
ing, in education, and in living and working 
conditions have had a good deal to do with it, 
but it all centered around the advances in 
medical science. 

While scientific medicine was making these 
remarkable advances, the philanthropic or 
voluntary hospitals and their dispensaries 
(later called outpatient departments) grew 
rapidly in scope and in variety of service, 
though they differed in their methods of 
charges for treatment to those who were able 
to pay something but could not afford private 
medical care. In the course of time the 
hospital has become the center of the medical 
care and treatment of all groups in the com- 
munity, rich and poor; medical education for 
students and for postgraduates has been built 
up around the hospital, and it is the center of 
medical research and investigation. The 
hospital has been the prime factor in the great 
improvement in the methods and scope of 
medical instruction, so that today, of all 
professional men, the doctor is by far the best 
educated. 

In 1909 Osier, after referring to the mag- 
nificent progress of medicine, said: “But 
the best of human effort is flecked and stained 
with weakness and even the casual observer 
may note dark shadows in the bright pic- 
ture.” Some of the shadows noted at that 
time have since been lightened and even 
completely removed. There is every reason 
to believe that what today are dark spots on 
the fabric of medicine will be cleared up within 
the next quarter of a century. There will be 
many more “flashes of light in the darkness” 
during the coming years, and they will come 
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as the fruition of painstaking, scientific re- 
search, some of which is now under way. 
Medicine will continue to march on trium- 
phantly. 

What to a layman appear to be the direc- 
tions that medicine is likely to take in the 
future? Generally speaking, there will be 
an increased emphasis on prevention, on 
public health work, and on the early recogni- 
tion of those changes in function which are 
called disease. 

The combat will center around the diseases 
of adulthood, cancer, and the diseases of the 
circulatory system, manifested by heart dis- 
ease, nephritis, and cerebral disorder and 
hemorrhage. 

Attention will be focused on maternity and 
prenatal care, with a view to bringing about 
a greater reduction in the maternity death 
rate and in the mortality rate of infants under 
one month. We look to the future with a 
confidence, born of urgent hope, that much 
greater progress will be made in the preven- 
tion and treatment of mental diseases, includ- 
ing the establishment at an early date of a 
new type of hospital or nursing home — a sort 
of “preventorium” for incipient mental ail- 
ments — to which appropriate cases may be 
sent without court, or even without volun- 
tary, commitment. 

The health of children and of adolescents 
during their period of education will be of in- 
creasing concern, to discover susceptibility 
to disease, mental as well as physical; to take 
appropriate measures to prevent its out- 
break; and to remedy physical defects before 
they have had a chance to do much damage. 

Greater success will attend efforts made for 
the preservation of the function of hearing. 
There will be a determined, courageous fight 
against syphilis and other venereal diseases — 
their prevention, treatment, and cure. There 
will be more attention paid to the problems 
of metabolism, of nutrition, and of allergy. 
Medicine will pierce the veil that now ob- 
scures the solution of so many of the fasci- 
nating and puzzling questions of immuniza- 
tion. 

The resources of medicine and its allied 
sciences will be devoted to an intensified com- 
bat on those formidable enemies of man — 
the viruses and other infectious agents — look- 
ing toward the discovery of their mystery 
and “the suppression of their evil sway.” 
We recall with dread the epidemics of in- 
fantile paralysis and how in the. year 1918- 
1919 influenza claimed more victims than 
the first World War, which lasted four years. 


Surgery will continue its remarkable ad- 
vance and there will be new miracles of sur- 
gical intervention. 

To the lay mind, there is a real question as 
to whether specialism has not developed be- 
yond the actual needs of the profession and 
of the public. There will continue to be 
specialists, for to them a good deal of progress 
in medicine is due. But they will be real 
specialists, men of intensive training and of 
outstanding skill in their respective fields. 
The organized medical profession will con- 
tinue, and make more effective, the fine, 
work it is doing in the licensure of specialists, 
and there will be fewer of those self-styled, 
half-baked specialists who plague us today. 
I hope— and this, in candor, is more of a hope 
than an expectation — that medicine will be 
put back into the hands of the well-trained 
general practitioner, with group laboratory 
facilities at his command for diagnostic re- 
search and to some extent therapeutic treat- 
ment, with reference, of course, to specialists 
■when the nature of the case requires it. 

There will be a more concerted movement 
on the part of the medical profession as a 
whole for the elimination of social conditions 
that breed disease. To use the language of 
the well-known Commission on Education: 
“Sound medical care requires that the phy- 
sician understand the importance and the. in- 
fluence of social, economic, and psychological 
factors, as they contribute to the causation, 
treatment, and prevention of disease in the 
individual.” In short, the next era will be 
one of increasing medical humanism, an era in 
which not only will human life be prolonged 
but medicine will help to make that life 
healthier, happier, and more productive. 

Reference must be made to one of the most 
important problems that medicine has to 
face in the future — that of medical costs, 
particularly as they affect the millions of our 
people in the low-income groups. Dr. Osier 
in one of his addresses observed: “Of the 
three factors in practice, heart, head and 
pocket, to our credit be it said, the first named 
is the most potent.” The entire history of 
medical practice, through the ages, demon- 
strates the truth of this assertion. There has 
been, and there now is, no more unselfish, 
self-sacrificing, humanitarian group in the 
co mmuni ty than the members of the medical 
profession taken as a whole. The doctor is 
the symbol of service to society. 

There has been a most desirable widening 
of the scope of governmental activities along 
health lines — the care in public hospitals of 
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the mentally afflicted, the tubercular, the 
sick and disabled war veterans, crippled 
children, and the victims of venereal disease. 
Public agencies, such as maternity, prenatal, 
and child health clinics, have been established 
in constantly increasing numbers. The 
government is paying private physicians for 
the medical treatment of the blind and those 
who are on relief. 

There has also been a great and beneficial 
extension of social welfare legislation which 
has resulted in improving living and working 
conditions — the Factory and Child Labor 
Laws, the Workmen’s Compensation Law, 
Minimum Wages, Old Age Security, and Un- 
employment Insurance. Despite all this, 
there are still millions of low-paid wage 
earners to whom serious illness, especially if 
it requires hospitalization, comes as a great 
catastrophe. It has been urged that we 
should complete our system of social security, 
which up to the present has been approved in 
principle by all of the political parties, so as 
to include a plan of compulsory health in- 
surance for low-paid wage earners, based 
upon contributions by the workers, their em- 
ployers, and the state. 

The medical profession is strongly opposed 
to any such plan, fearing that it would tend 
to destroy the free and independent practice 
of medicine. In old age and unemployment 
insurance there is no element of service to be 
considered; only cash benefits are involved. 
In any system of compulsory health insurance 
the great emphasis is placed not on the 
cash benefits for loss of wages due to illness 
but on the furnishing of adequate medical 
care and treatment. Doctors have done so 
well, however, in preventing, treating, and 
conquering disease, and they have been so 
successful in prolonging human life and mak- 
ing it more enjoyable while it lasts, that many 
of us who have been zealous in advocating 
social security legislation have been reluctant 
to join in the support of a plan for compulsory 
health insurance which, for its successful ad- 
ministration, depends almost entirely upon 
the cooperation and support of the medical 
profession. 

Nevertheless, the situation as I see it comes 
down to this: Either there is likely to be a 
system of compulsory health insurance for 
the low-income groups, with the best pro- 
visions that can be devised thereunder to 
maintain proper standards of medical service 
by private physicians, or there will have to 
be developed, within the medical profession, 
adequate plans for voluntary group health 


insurance for such low-wage employees which 
will at least meet their most urgent needs for 
medical treatment and care during serious 
illness requiring hospitalization. It is my 
conviction that the second alternative is today 
the desirable one. The most significant and 
most heartening development along this line 
was announced recently by the Associated 
Hospital Service of New York. It provides a 
new medical and hospital insurance plan, 
known as the Community Ward Service 
plan, for hospital care and medical treatment 
in the hospital for employed men and women 
of limited incomes and their families at pre- 
miums ranging from $12 to S27 a year. 

This plan does not purport to solve the en- 
tire problem; it does not deal with the ordinary 
cases of illness necessitating visits to the doctor 
at his office or by the doctor to the home. But 
it does deal with what, to the low-paid worker, 
are catastrophic episodes in his individual and 
family life and is, thus, a most important and 
significant step with great future possibilities. 
As a layman, I cannot presume, without the 
most thorough study at any rate, to pass on 
the actuarial or medical soundness of the plan. 
There must, of necessity, be a certain amount 
of experimentation, of reliance on the method 
of trial and error. Defects and shortcomings, 
as they appear, may be corrected, for the plan 
is under the supervision and control of a group 
of physicians, devoted to the high ideals and 
fine traditions of the medical profession and 
responsive to its needs. Experience under 
this plan will be watched with keen interest 
all over the country. It is to be hoped that 
the medical profession and all those concerned 
with problems of health will give the plan 
their friendly support and cooperation. 

Any plan of health insurance, whether de- 
veloped from within the profession or with- 
out, must leave unimpaired the personal re- 
sponsibility of the trained physician in the 
case and treatment of the sick, preserve the 
independence and initiative of the private 
physician and his personal relationship to his 
patient, afford a real freedom of choice of 
physicians by the sick, safeguard the quality 
of the medical service and the economic posi- 
tion of the doctor, and emphasize the impor- 
tance of prevention and research. The or- 
ganized medical societies and their views, or 
those of representative bodies of physicians 
of st andin g, should be recognized in any such 
plan. 

There should be utilized the experience 
under the New York State Workmen’s Com- 
pensation Law, where the quality of medical 
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service and the position of the doctors have 
been materially improved in consequence of 
amendments giving to the organized medical 
societies a certain measure of control and a 
corresponding degree of responsibility. 

I know of no better way to describe the 
mission of the doctor in the modern world 
than by using the beautiful and eloquent 
words of a great leader of the medical profes- 
sion on the other side of the Atlantic. I 
refer to the concluding remarks of Lord 
Moymhan in an address to the members of 
his profession when he was President of the 
Royal College of Surgeons of England: 

“To give courage to those who need it, to 
restore desire for life to those who have 


abandoned it, with our skill to heal disease 
or check its course — this is our great privilege. 
Ours are not the mild concerns of ordinary 
life. We who, like the Happy Warrior, are 
‘doomed to go in company with Pain and 
Fear and Bloodshed,’ have a higher mission 
than other men, and it is for us so to labour 
that we may prove not unworthy.” 

The medical profession will, I am sure, 
carry on that high mission in a manner worthy 
of its fine traditions in a world in which there 
will be an end to man’s inhumanity to man, 
a world in which we shall be able to “pause 
in living to enjoy life,” a world in which peace 
with freedom and justice and good will shall 
prevail among all nations. 


EXAMINATIONS— -AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 

The general oral and pathologic examinations 
(Part II) for all candidates (Groups A and B) 
will be conducted at Atlantic City, New Jersey, 
by the entire Board, prior to the opening of the 
annual meeting of the American Medical Asso- 
ciation in Atlantic City, on June 8, 1942. 

Application for admission to Group A, Part II, 
examinations must be on file in the Secretary’s 
Office not later than March 1, 1942. It will 
greatly facilitate the work of the Board if appli- 
cations are filed as far as possible in advance of 
the closing date for their receipt. 

Formal notice of the time and place of these 
examinations will be sent each candidate several 
weeks in advance of the examination dates. 

Candidates for re-examination in Part II must 
make written application to the Secretary’s 
Office before April 15, 1942. 

As previously announced in the Board booklet, 
this fiscal year (1941-1942) of the Board marks 
the close of the two groups of classification of 
applicants for examination. Thereafter, the 
Board will have only one classification of candi- 
dates, and all will be required to take the Part I 
examinations. 

The Board requests that all prospective candi- 
dates who plan to submit applications in the near 
future request and use the new application form 
which has this year been inaugurated by the 
Board. The Secretary will be glad to furnish 
these forms upon request, together with informa- 
tion regarding Board requirements. Address Dr. 
Paul Titus, secretary, 1015 Highland Building, 
Pittsburgh (6), Pennsylvania. 


DOCTORS URGED TO WRITE PRESCRIP- 
TIONS 

Dr. Frederick Lascoff, assistant professor of 
pharmacy, Columbia College of Pharmacy, re- 
cently decried the effect of high-pressure sales- 
men in convincing physicians that proprietary 
medicines are better compounded and cheaper 
than those prepared by ethical pharmacists. 
He pointed out that the prescription proprietary 
of today becomes the patent medicine of to- 
morrow', and that the prescription should be 
written to suit the needs of the patient rather 
than compelling the patient to accommodate 
himself to the medicine. 

He mentioned many medicines that might be 
prescribed at a considerably lesser cost to the 
patient than the equivalent proprietary rem- 
edy — such as cod-liver oil ointment, pheno- 
barbital instead of veronal, pentobarbital so- 
dium instead of nembutal, and U. S. P. digitalis 
instead of a trade name digitalis. He recognized 
that the manufacturers have done a great deal 
of good by. their research work but stated that 
he felt the manufacturers have gone beyond 
their field in attempting to take over the field 
of retail pharmacy. i_ 

Dr. Lascoff urged physicians to write pre- 
scriptions instead of merely giving the niunt'O) 
a drug verbally. To demonstrate the difficulty 
that the pharmacist has in pleasing all bis phy- 
sician friends because of their addiction to pro- 
prietary prescribing, Dr. Lascoff pointed out 
that there are 87 different preparations of 
digitalis and 111 different barbituric acid prep- 
arations which the pharmacist must carry m 
stock . — Westchester Medical Bulletin 


Two psychoanalysts met: Said one to the “How come you were bom in Ireland?” 
other— “You feel fine. How do I feel?” "Well, you see, I wanted to be near my 

— J.A.M.A. mother.” — Annapolis Log 
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CONFERENCES ON THERAPY 

''THESE are stenographic reports, slightly edited, of conferences by the members of 
the Departments of Pharmacology and of Medicine of Cornell University Medical 
College and the New York Hospital, with collaboration of other departments and in- 
stitutions. The questions and discussions involve participation by members of the staff 
of the College and Hospital, students and visitors. The next report will appear in the 
March 1 issue and wall concern “Treatment of Some Intestinal Infestations.” 

Treatment with Sulfonamide Drugs 

Dr. C. H. Wheeler: In a therapeutic con- then another sulfonamide derivative, sulfacet- 
ference held about a year ago and printed in amide, which is not really a “brand” new 
the New York State Journal of Medicine drug, has been introduced by way of vigorous 
for May, 1941, we reviewed the subject of advertising literature. 

treatment with the sulfonamide drugs. At The absorption of most of these drugs from 
that time we discussed sulfanilamide, sulfa- the gastrointestinal tract is rather rapid, 
pyridine, sulfathiazole, and sulfadiazine — Sulfanilamide and sulfadiazine are about equal 
their relative merits, specificities, and dangers, in the rate of absorption, and in three to four 
Many papers have appeared since and new sul- hours a peak of blood concentration is reached 
fonamide drugs have been introduced. To- after a single oral dose. Sulfathiazole is al- 
day, we will attempt to bring the subject up to most as rapidly absorbed; sulfapyridine is 
date. Dr. Modell will discuss the pharmaco- much more slowly and much more irregularly 
logic aspects of the subject. absorbed. The sodium salts of these drugs ap- 

Dr. Walter Modell: Actually, little has pear to be more rapidly absorbed from the 
been published to broaden the pharmacologic gastrointestinal tract. Sulfaguanidine is, on 
concepts of the sulfonamide derivatives, but the other hand, poorly absorbed from the gas- 
new drugs have been added to the list and trointestinal tract. By far the greatest part 
therefore it becomes necessary to modernize passes with the fecal mass and out of the body 
the order in which one would place these drugs without entering the blood stream. If a dose 
with respect to their different pharmacologic of sulfaguanidine of 0.1 Gm. per kilogram is 
properties. given every twelve hours, the blood level rarely 

In choosing a sulfonamide derivative, the goes up beyond 3 or 4 mg. per hundred cubic 
clinical characteristics of specificity and ease centimeters, and it is this property of poor ab- 
of administration must be considered. In ad- sorption of sulfaguanidine which gives it 
dition, there are the pharmacologic features theoretic usefulness in intestinal infections, 
that also must be taken into account — the It is well to remember, however, that while a 
rapidity of absorption and elimination, the de- high concentration of it is maintained in the 
gree of acetylation, and the toxicity. By feces, it is absorbed in part; it is, therefore, 

balancing the pharmacologic characteristics not without systemic effects and dangers, 

against the clinical effectiveness and urgency, As soon as any of the sulfonamide deriva- 
one determines which of a rather large list of tives are absorbed, they are diluted by the 

drugs today available should be used for a tissues of the body and permeate all the organs, 

particular patient in a particular situation. A the exudates, transudates, and fluids. Re- 
comparison of pharmacologic properties be- cently, sulfonamide derivatives have been 

comes extremely useful if one uses this kind of identified in tears, so that no fluid in the body 

reasoning in choosing a sulfonamide deriva- seems to escape the distribution of sulfanil- 

tive. amide. Although this distribution tends to be 

Last year we were fortunate to have one of uniform, some organs such as bone and fat con- 

the earliest discussions of sulfadiazine by Dr. tain appreciably less sulfanilamide than others. 

Plummer. At that time sulfaguanidine had More important is the fact that there appears 

just made its debut, but there was no oppor- to be some barrier to the passage of sulfon- 

tunity to discuss it. I think it was exactly a amides to the cerebral spinal fluid, so that the 

day before the conference that a paper from concentration of any sulfonamide derivative in 

the Mayo Clinic presented promin, and since cerebrospinal fluid is never equal to that found 
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in the blood stream. In the case of sulfanil- 
amide and sulfapyridine it is generally about 
two-thirds of the concentration in the blood 
stream; of suLfathiazole, it is much less, some- 
times as little as one-third. In the case of 
sulfadiazine it is two-thirds, and sometimes 
even as much as 80 per cent, of the concentra- 
tion found in the blood stream. 

Almost immediately after the sulfonamide 
derivatives enter the blood stream acetylation 
begins, a process that takes place primarily in 
the liver and perhaps to some extent in the 
spleen. Acetylation is exceedingly important, 
because by acetylation these drugs lose their 
therapeutic effectiveness, become somewhat 
more toxic, and become so much less soluble 
that if the acetylated drugs are sufficiently con- 
centrated they may precipitate out of the 
urine into the kidney tubules or urinary tract 
and cause urinary disturbances. 

Sulfadiazine is perhaps the least acetylated 
of all the sulfonamide derivatives. About 10 
or 15 per cent of sulfadiazine is usually found 
in the acetylated form. Sulfanilamide runs 
pretty close to this. In the case of sulfathia- 
zole it is perhaps a little more; about 25 per 
cent of the sulfathiazole is acetylated. For 
sulfapyridine it is sometimes 50 per cent or 
more. About 50 per cent of sulfaguanidine is 
acetylated, but the blood concentration of 
sulfaguanidine is usually so low that the de- 
gree of acetylation is not particularly impor- 
tant. 

Sulfacetamide presents a unique feature in 
acetylation. Sulfacetamide is a sulfonamide 
derivative that is acetylated in the laboratory. 
Acetylation of the sulfonamide group as a 
whole takes place in vivo at the amide (NH>) 
group. If the sulfanilamide is acetylated in 
vitro at the sulfonamide group (S 02 NH 2 ), it is 
intimated by the manufacturers of sulfacet- 
amide that further acetylation in vivo is pre- 
vented. Sulfacetamide is such a drug. It is 
relatively nontoxic and is effective against a 
group of infections, more especially those of 
the urinary tract. It would be desirable to 
have a sulfonamide derivative that was not 
acetylated. It would give the drug a unique 
and valuable property. What actually hap- 
pens in the body with sulfacetamide is that a 
considerable portion of this drug has the labo- 
ratory attached acetyl group removed, convert- 
ing the drug back to sulfanilamide which in 
turn is acetylated by the liver in exactly the 
same manner as usual. What finally is present 
in the body after the use of sulfacetamide is a 
mixture of sulfacetamide, sulfanilamide, and 
acetyl-sulfanilamide. 


It should be mentioned that the acetylated 
sulfonamide compounds are more soluble in 
alkaline than in acid or neutral mediums, and 
several studies have been published which 
indicate that the precipitation of crystals of 
the acetylated form in the urine may be pre- 
vented to a considerable degree by the ad- 
ministration of enough sodium bicarbonate 
to make the urine alkaline. 

The sulfonamide drugs vary in their rate of 
elimination. Perhaps the most rapidly elim- 
inated is sulfathiazole and in descending order 
sulfanilamide, sulfapyridine and, finally, sulfa- 
diazine, which is perhaps the slowest. For 
that reason, after a single dose of sulfadiazine, 
a high blood concentration is maintained for 
a long period of time. 

I should like to separate the toxic effects 
into two categories: the sensitivities, which 
cause disturbances, and symptoms which are 
mainly clinical features seen only in humans 
and the toxicity demonstrable in animals. 

All derivatives of sulfanilamide have been 
introduced with the claim that they are less 
toxic and that the lethal dose is higher than 
that of sulfanilamide. That has been said of 
sulfapyridine and sulfathiazole, but in the end 
it has been proved that sulfanilamide is still 
about the least toxic of the whole group when 
considered in terms of the lethal dose for ani- 
mals. But animal experiments usually do not 
indicate the amount of distress a human is 
likely to suffer after taking one of these drugs- 
Sulfanilamide and sulfadiazine are about 
equally toxic for experimental animals, sulfa- 
thiazole comes next in the list and, finally, 
sulfapyridine, which is the most toxic of the 
group. 

There is still a great deal of debate on the 
mode of action of these drugs. There are a 
number of theories that have been presented, 
but we do not have time to discuss them here, 
and certainly there is no positive proof as to 
which type of action is the most important. 
The trend of opinion is in favor of an anti- 
enzymatic effect, which in turn interferes with 
bacterial metabolism. 

A new and interesting phase of this subject 
is the discovery that para-aminobenzoic acid, 
which is a constituent of the vitamin B com- 
plex, prevents the action of sulfanilamide m 
vitro and in vivo, both in the body and in the 
urine. As yet this has not contributed greatly 
to our understanding of the action of the sul- 
fonamide group. Para-aminobenzoic acid, 
which is chemically similar to sulfanilamide, 
is said to be able to displace it and, therefore, 
prevent its antienzymatic action. It is im- 
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portant that although the antibacterial action 
of a sulfonamide can be prevented by para- 
aminobenzoic acid this neutralization of ac- 
tion does not extend to toxic effects, cyanosis, 
vomiting, nausea, and the whole list of symp- 
toms that appear just as frequently whether 
or not para-aminobenzoic acid is used. 

Just a word about promin. It is not really 
a sulfonamide but is a diaminodiphenylsulfone 
derivative. It was introduced because of 
some experimental evidence that it was of 
value in preventing tuberculosis in animals. 
Its clinical value is now under investigation 
and is far from proved. 

Dr. Wheeler: Dr. Plummer, will you con- 
tinue the discussion? 

Dr. Norman Plummer: The subject of 
sulfonamide therapy has expanded to such 
great dimensions during the last few years 
that one can really only touch on a few high- 
lights of it. 

A year ago at this conference I related the 
story of the development of sulfonamide 
therapy up to the time when sulfadiazine and 
sulfaguanidine had had their earliest clinical 
trials. The preliminary experimental studies 
indicated that each had advantages over the 
earlier sulfonamides, and the first clinical 
trials as reported here were also favorable for 
each. The past year has shown that our en- 
thusiasm for sulfadiazine was well founded 
but that the same was not true for sulfaguani- 
dine. Sulfadiazine, with extensive usage, has 
been found to have the advantages originally 
described for it. 

At a symposium on sulfonamide therapy 
recently held in Albany, it was the consensus 
that sulfadiazine was the least toxic and the 
most useful of all of the sulfonamide drugs. 
It was intimated strongly that sulfadiazine 
would displace the others of the group as the 
drug of choice in every infection responding 
to sulfadiazine. At this same symposium 
there was little said about sulfaguanidine. 
Dr. Marshall, on direct questioning, stated 
that he believed the value of sulfaguanidine 
had been proved only in certain bacillary dys- 
enteries. He favored sulfadiazine or sulfa- 
thiazole over sulfaguanidine for prophylactic 
use in surgery of the intestinal tract. He em- 
phasized the importance of observing all of the 
precautions against toxic reactions. 

At the New York Hospital and at Bellevue 
Hospital we have reviewed the records of 457 
patients who received 10 Gm. or more of sulfa- 
diazine for manifestations of toxicity. In 
this series gross hematuria and renal colic were 
the most serious reactions and occurred in 7 


cases, subsiding promptly in each on cessation 
of sulfadiazine therapy and at no time causing 
anuria. Drug rash with fever was the only 
other reaction of significance, and this oc- 
curred in 10 cases. There was no case of 
hemolytic anemia or agranulocytosis but, 
since making this review, 1 patient died of 
acute thrombocytopenia, which developed 
while receiving sulfadiazine. In 457 patients 
a mild leukopenia developed five times and 
an anemia once. There was stomatitis in 1 
patient and temporary partial deafness in 
another. Nausea and vomiting were almost 
negligible. 

At the Albany symposium the physicians 
were canvassed for information regarding seri- 
ous toxic reactions following the use of sulfa- 
diazine. There was an experience with sev- 
eral thousand cases. No instance of severe 
hemolytic anemia and none of toxic hepatitis 
was known to have occurred. Dr. Finland 
reported 1 case of agranulocytosis following 
the administration of sulfadiazine and 1 case of 
anuria, the latter after a gross misuse of the 
drug. There was no other case of thrombocy- 
topenia than the one we described. 

During the past year a great deal has been 
learned about the modes of administration of 
the sulfonamide preparations. While there are 
some striking differences between sulfapyri- 
dine, sulfathiazole, and sulfadiazine, many of 
their chemical and pharmacologic properties 
are the same. All three of these drugs are 
poorly soluble in water, although they are well 
absorbed from the gastrointestinal tract. 
The sodium salt of each of these drugs is 
highly soluble, so that solutions up to 50 per 
cent or even higher can be prepared, but these 
are highly alkaline and, when applied to the 
mucous membranes or denuded tissues, they 
are irritating. Soon after the introduction of 
sulfapyridine, it was found that because of 
its low solubility it could not easily be ad- 
ministered parenterally. When sodium sulfa- 
pyridine was described, pharmacologists 
strongly advised against its use because of its 
high alkaline reaction. They believed that 
severe tissue damage would be produced. 
Cautiously, dilute solutions of sodium sulfa- 
pyridine were tried intravenously, and after a 
time tliis became an accepted method of ad- 
ministration. 

The most recent experience has been with 
sodium sulfadiazine. This sodium salt is 
soluble to the extent of approximately fifty 
parts in one hundred parts of water and is 
slightly less alkaline than the sulfapyridine 
salt. It has been recommended that the so- 
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dium sulfonamide drugs be administered in 5 
per cent solution in sterile distilled water. 
During the past year, here and at Bellevue, 
we have administered intravenously routinely 
25 per cent sodium sulfadiazine in distilled 
water. This has been a greatly simplified 
procedure because we have had the prepara- 
tion in sterile ampules and have required only 
a 10- or 20-cc. syringe and a needle. We have 
used a small gauge needle and have made the 
injections slowly. Up to the present there 
have been no local or general reactions that 
would contraindicate this method. 

By intravenous injection it is possible to es- 
tablish immediately in the blood stream the 
desired concentration of drug. Having proved 
this to be a safe and practical method, there is 
found a large group of the more seriously ill 
patients who will benefit by the intravenous 
therapy, at least at the beginning of treatment. 
Furthermore, there is good clinical evidence 
that the organisms are more susceptible to the 
sulfonamide drugs when a proper concentra- 
tion is obtained quickly rather than gradu- 
ally. On this basis it may be sound therapeu- 
tics to initiate sulfonamide therapy always 
by intravenous injection and to maintain it by 
oral administration. 

The sodium salts, in spite of their high al- 
kalinity, have been administered through 
about every possible channel. They have 
been given orally, rectally, subcutaneously, 
intramuscularly, intrapleurally, intraperito- 
neally, intraspinally and, more recently, in 
ointments, lotions, and sprays applied locally 
to the skin and mucous membranes. The rela- 
tive value of each of these methods has not 
been fully established, and there remains a 
definite question as to whether the local treat- 
ment ever has any advantage over internal 
administration. The value of local use may de- 
pend entirely upon the absorption into the 
blood. 

A few remarks about the various less com- 
mon methods of administering the sulfon- 
amide drugs seems appropriate. During 
the past year Dr. Wheeler and I have studied 
57 patients with a variety of infections who 
received sodium sulfadiazine orally rather 
than sulfadiazine. These patients, so far as 
we could ascertain, responded in the same 
manner as did patients treated with the usual 
sulfadiazine medication. Furthermore, we 
were unable to recognize any differences in 
toxicity, and there was no evidence of local 
irritation of the stomach or intestine such as 
the occurrence of nausea or vomiting. We did 
discover the same pharmacologic advantages 


that had already been described following 
sodium sulfapyridine orally. The concentra- 
tion of sulfadiazine in the blood rises more 
rapidly and to a definitely higher level follow- 
ing the sodium salt than it does after sulfadi- 
azine is given in equal dosage. It would seem 
from this finding that the sodium preparation 
is a superior one even for oral usage. 

Taplin, Jacox, and Howland demonstrated 
that 3.0 to 7.0 Gm. of sodium sulfapyridine 
could be administered safely and without ad- 
ditional discomfort in the usual saline hypo- 
dermoclyses. Recently, in some climes sodium 
sulfadiazine has been administered in the same 
manner with satisfactory results. It has been 
used in this institution on a few occasions. 
This affords the most convenient and effective 
way of administering the drug in an occasional 
case. However, when parenteral treatment is 
required, the intravenous route is most often 
preferred. 

Following rectal instillation, all of the sul- 
fonamide drugs are absorbed slowly. How- 
ever, this applies to the sodium salts to a lesser 
degree. There seems to be little or no indica- 
tion for the rectal use of the sulfonamide drugs, 
and this mode is to be discouraged. 

It is a question which of the preparations, 
the insoluble base or the strongly alkaline 
sodium salt, one would consider less haz- 
ardous for intrapleural, particularly intraperi- 
toneal and intraspinal, administration. I 
have a suspicion that some of the enthusiasm 
that has followed this radical therapeutics has 
arisen from having “got away with the pro- 
cedure” rather than from a striking clinical 
result. But there may be something gained 
from knowing that the drug can be adminis- 
tered through these channels. The rationale 
is not strong for injecting the sulfonamide 
drugs directly into the body cavities because 
high levels do not seem to be advantageous 
and the necessary levels can be obtained so 
much more satisfactorily by oral or parenteral 
administration. 

This brings up the question of the value of 
the sulfonamides for local application. This 
could be a treatise in itself, and I have time 
for only a few of the more pertinent observa- 
tions regarding it. Sulfanilamide and, re- 
cently, sulfadiazine have been used locally m 
abdominal surgery, and there have been en- 
thusiastic reports on these cases. Most of 
these patients, however, were receiving the 
drugs parenterally or orally in addition, so 
that the value of the local applications cannot 
be accurately estimated. For myself, in these 
cases, I should feel a great deal safer with the 
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systemic treatment than with the local. An- 
other factor that makes evaluation difficult 
is that whenever the drug is applied locally 
there is always absorption, sometimes with an 
appreciable blood concentration. 

At Bellevue Hospital we have seen the treat- 
ment of a number of patients with empyema 
with the various sulfonamides intrapleurally. 
My own impression regarding these cases is 
that even though some of them had high con- 
centrations of the drug in the pleural fluid 
there was no alteration in the bacterial flora 
of the fluid and no change in the course of the 
disease. On the other hand, there was no 
particular ill effect from using the drug in this 
manner. Sodium sulfathiazole solution has 
been used by the otolaryngologists for irri- 
gating infected sinuses. I am sure that all of 
you are following the controversy concerning 
the interpretation of the results in these cases. 
Some nose and throat men, of course, are ex- 
tremely enthusiastic, and others feel there is 
nothing to it at all. 

Undoubtedly there are two sides to the ar- 
gument concerning local therapy. We have 
seen a few cases of burns treated with a prepa- 
ration of sulfadiazine and triethanolamine. 
The areas of granulating tissue appear clean 
and healthy. Compound fractures and vari- 
1 ous traumatic wounds treated with sulfon- 
' amide packs usually appear remarkably free 
from infection. These cases and others con- 
: vince one that the sulfonamides have a sig- 

* nificant local action. To evaluate it and to 
' define the local and general indications Te- 
' main one of our important problems. 

> I want to present one other topic that is 

’ even more controversial: the prophylactic 

; use of the sulfonamides. When we were 

l working with such a drug as sulfapyridine, 

t this was not so important, because the toxic 

reactions were so bothersome, particularly 

> the nausea and vomiting, that no one would 
/ use the drug except in case of great necessity. 

The situation with sulfadiazine is much dif- 
' ferent. The toxic reactions from it are so 

j uncommon that there is great temptation to 

; use it in minor infections and also as a pre- 

• veative measure. 

‘ Already, with sulfanilamide, important 
: studies have been carried out on the preven- 

i tion of rheumatic fever in susceptible indi- 

i viduals. Groups of children here in New 

; York City and in Baltimore who already have 

i bad one or more attacks of rheumatic fever 

; or one of the related diseases were given sulf- 

i anilamide in small dosage daily during the 

■j winter and spring months when streptococcic 


infections occur most frequently. In both 
groups there was a greatly reduced incidence 
of rheumatic fever and streptococcic infec- 
tions as compared with the control groups. 
In the Baltimore series none of the 55 treated 
children had a major attack of rheumatic 
fever, while in the control group 15 cases oc- 
curred. The small daily dosage of sulfanil- 
amide produced no recognizable toxic reac- 
tions in either study. 

In many fields of medicine the prophylactic 
value of the sulfonamides is being investi- 
gated. The following represent a few of them : 
(1) prevention of scarlet fever and septic sore 
throat among the contacts of patients with 
these diseases; (2) prevention of complica- 
tions of measles and whooping cough; (3) 
prevention of complications of colds and in- 
fluenza; (4) prevention of urinary tract infec- 
tions following catheterization, cystoscopy, 
and other urologic surgical operations; (5) 
prevention of sepsis following oral and nose 
and throat surgery; and (6) prevention of 
local and general infections developing from 
operative and traumatic wounds. 

Prevention of infection in surgery is prob- 
ably one of the most important prophylactic 
uses of these drugs. I am referring here to 
the administration of sulfonamides by mouth 
or by vein preoperatively. Their use in ap- 
pendicitis, particularly when there is a possi- 
bility of raptured appendix and peritonitis, 
is quite generally practiced. In surgery on 
the colon or stomach in which peritonitis or a 
more general infection is a constant danger, 
these drugs seem to have a real value. 

Many thoracic surgeons are using the sul- 
fonamide drugs preoperatively in the more 
extensive procedure such as thoracoplasty 
and lobectomy. It is the impression that in 
addition to preventing infection at the site of 
the operation the prophylactic use of these 
drugs greatly reduces the incidence and haz- 
ards of postoperative pneumonia. This 
subject of the use of sulfonamide therapy in 
surgery is a timely one, and I know that we 
are going to hear more about this from Dr. 
Bowers. 

Before concluding, I want to say a few 
words about the results that are being obtained 
with sulfadiazine in some of the more impor- 
tant diseases, particularly pneumonia. 

Sulfadiazine has been given extensive trial 
in pneumococcie pneumonia, and most en- 
couraging reports on its use have appeared 
from the services of Flippin in Philadelphia, 
Finland in Boston, and Dowling in Washing- 
ton. The fatality rates have been as low or 
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lower than after any of the other sulfonamide 
drugs, and the incidence of toxic manifesta- 
tions has been particularly low. 

Drs. Ensworth, Kalkstein, Barefoot, Lieb- 
mann, and I have just completed an analysis 
of the records of 239 patients with pneumo- 
coccic pneumonia treated with sulfadiazine 
at Bellevue Hospital. The fatality rate was 
10.9 per cent — 7.8 per cent when the twenty- 
four-hour deaths were excluded. There were 
only 2 deaths among the 86 patients under 51 
years of age — one of these died in less than 
twenty-four hours after admission. These 
fatality rates must be near the lowest that it 
will be possible to obtain. It has been stated 
that patients no longer die of uncomplicated 
pneumonia. An analysis of the 26 fatalities 
in our series treated with sulfadiazine almost 
completely bears out this statement. This 
group included 8 patients who died in less than 
twenty-four hours after admission. It also 
included 8 with serious cardiac disease; 2 
with diabetes; 1 in coma; 1 with nephritis and 
uremia ; 1 with acute lymphogenous leukemia ; 
1 with myocardial infarction; and 3 patients 
admitted late who were found to have pneu- 
mococcic endocarditis. One wonders if there 
is a single patient in this list who might have 
been saved by a theoretically perfect pneu- 
monia therapy. We might select 2 or 3 pos- 
sible recoveries. 

How might they be saved? Serum, per- 
haps? But such cases are almost always the 
“late therapies,” when theoretically and prac- 
tically serum has little or no value. Such rea- 
soning does not add to one’s optimism over the 
future of antipneumococcus serum. On the 
other hand, it does support the important 
dictum of early diagnosis and early treat- 
ment. 

The dramatic results following sulfadiazine 
that I have just reported for pneumonia are 
being duplicated in other infections such as 
meningococcic meningitis, gonorrhea, and 
some of the urologic and surgical conditions. 

I regret not having time to present the details 
of these results. 

Dr. Wheeler: Dr. Bowers will discuss 
the prophylactic use of the sulfonamide drugs 
in surgery. 

Dr. Ralph F. Bowers: Dr. Plummer has 
introduced this phase of the subject aptly, but 
I t hink to really appreciate the results ob- 
tained with this drug you should know some- 
thing of our experience. Formerly, in abdomi- 
nal surgery— and that is the type of case in 
which we have used these drugs— surgeons 
have made all sorts of efforts to develop “im- 


munity” in the peritoneal cavity. They have 
performed multiple-stage operations; they 
have given vaccines; they have ad mini stered 
other chemotherapeutic agents into the peri- 
toneum. The literature is replete with the 
good results obtained, except that they were 
never perfect. 

It occurred to some of us that if the sulfon- 
amides brought about a decrease in the number 
of mastoid infections following middle-ear dis- 
ease and have almost taken away from our 
' wards Ludwig’s angina, cellulitis of the leg, 
and many other infections I could mention, 
then it might be of benefit in abdominal sur- 
gery to prevent serious infection. 

In the management of seriously infected 
abdominal lesions, one wishes to eliminate the 
complications that are responsible for deaths. 
The most important of these are peritonitis, 
extensive localized infections, pneumonia, 
evisceration, or a combination of these terri- 
fying conditions. The mortality in surgery of 
the colon, for instance, ranged between 20 and 
25 per cent due to the above-mentioned com- 
plications. About a year and a half ago I 
began using the sulfonamides prophylactically 
to prevent or treat the bacteremia or septice- 
mia that may be produced by handling and 
manipulating an infected organ. Even in so 
simple a procedure as passing a catheter, 
bacteremia can be demonstrated in 40 per cent 
of the patients who experience a chill after 
the catheterization. 

I cannot go into all the types of cases in 
which we have used these drugs, but I want 
to mention some of them. In appendicitis, 
when we feel reasonably sure that we are also 
dealing with peritonitis, before operating we 
first give a sulfonamide clysis. At present, we 
give sodium sulfadiazine intravenously so tha 
when the patient is ready for the operation he 
has a blood level around 3.5 to 4 rng.per 
hundred cubic centimeters. This is maintains 
by the intravenous route of administration. 
Then, as soon as the patient is able, he take= 
the drug by mouth. The administration of the 
drug is continued for a period of about one 
week. Our results with this method have been 
gratifying. 

The drugs have been used prophylacticau) 
in cases of infected tumors of the large bone , 
rectum, sigmoid, descending colon, cecum, 
ascending colon, and stomach, as well as m 
cases of ulcerative colitis which require resec- 
tion and in those with particularly severe in- 
fection which require colectomy’. I do ecu 
mean to imply that use of the drugs compem 
sates for “sloppy” surgery. They must be 
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used as an adjunct to good surgery and not a 
substitute for it. 

In all but a few patients of our present 
series of 38 the wounds have healed per pri- 
mam. In some cases a mild infection has de- 
veloped. Simple opening of these has resulted 
in prompt healing of the wound. There has 
not been a single case of evisceration, nor have 
we had an instance of postoperative pneu- 
monia in this group of cases with infected 
tumors in the abdomen, in which pneumonia 
has ordinarily been apt to develop and 
in which the mortality due to infection is 
high. 

I feel so enthusiastic about our results with 
this method of treatment that at the risk of 
exaggerating I should say that for these cases 
the sulfonamides, so far, have provided the 
only real “immunity from infection. 

Dr. Wheeler: The meeting is now open 
for questions. 

Dr. Janet Travell: I wonder if Dr. 
Plummer would briefly outline the dosage 
plans used with sulfadiazine. 

Dr. Plummer: In the treatment of pneu- 
monia we have decided on 4 Gm. as the initial 
dose. This is in the adult patient. 

Dr. Travell: By mouth? By vein, or 
how? 

Dr. Plummer: The method as we have 
been using it is 4 Gm. by mouth as the initial 
dose and then 1 Gm. every four hours by 
mouth. We usually give a total dosage of 
about 20 Gm. in the uncomplicated case. 
This procedure is modified at times to include 
an initial dose of 2.5 Gm. intravenously. 

Dr. Travell: When do you stop using 
the sulfadiazine? 

Dr. Plummer: We believe it is a good plan 
to continue it for at least twenty-four hours 
after the temperature has subsided. 

Dr. Mobell: What blood level of sulfa- 
diazine is considered desirable? 

Dr. Plummer: We do not know what the 
most desirable blood level is. With the dos- 
age outlined, usually a level of between S to 
12 mg. per hundred cubic centimeters is 
reached. 

Dr. Travell: When you give the sodium 
sulfadiazine by vein, do you start with an 
initial dose of 4 Gm.? 

Dr. Plummer: When we give sulfadiazine 
intravenously, we give 2.5 Gm. We have it 
made up in ampules of 10 cc. of a 25 per cent 
solution, which makes it more convenient to 
give the 2.5 Gm. 

Dr. Travell: You give the first dose orally 
at the same time? 


Dr. Plummer: Yes, we give the first oral 
dose at the same time. 

Dr. Modell: Last year we had some un- 
finished business. When the conference 
closed we were talking about the status of 
sulfapyridine and the sulfonamide derivatives 
in subacute bacterial endocarditis, and we 
closed the subject on a pessimistic note. Can 
we change that note today? 

Dr. Wheeler : Will you make a statement, 
Dr. Deitrick? 

Dr. John B. Deitrick:: I can say we have 
not found the sulfonamide drugs effective in 
this hospital in the treatment of subacute 
bacterial endocarditis. We have used it on 
nearly 50 patients, starting with the sulfanil- 
amide in 1937, then sulfathiazole, then sulfa- 
pyridine and sulfadiazine. To my knowledge 
only 1 is alive of the entire group. I know 38 
are dead. Five or 6 left the hospital while the 
disease was in a definitely progressive state. 
We have patients in whom a normal tempera- 
ture results, but in our experience, if the blood 
cultures are incubated for fifteen or twenty 
days, the organisms will always be found, al- 
though the plates may be negative at ten 
days. You may not see a colony on the tenth 
day, but if you subculture and add special 
mediums they will grow more rapidly. 

Dr. Modell: What about the use of hep- 
arin? 

Dr. Deitrick: The only thing I know that 
heparin will do is to keep the clot from form- 
ing. This is one of the protective mechanisms 
of the body, because with the fibrin the infec- 
tion might be warded off. With heparin you 
prevent fibrin forming around the organism. 
In this hospital we are not in favor of the use 
of heparin, but I must admit we do not know 
enough about it. 

Dr. Harold G. Wolff: May I ask whether 
the cerebrospinal fluid determinations of the 
various drugs take into account the long lag 
before equilibrium is reached between blood 
and the spinal fluid? Perhaps hours pass be- 
fore they approach each other. 

In the case of blood sugar in diabetes, it is 
ten to twenty horns before the spinal fluid 
level approaches that of the blood. In the 
case of sulfadiazine would it be two-thirds of 
that level after equilibrium has been estab- 
lished? 

Dr. Modell: Many cerebrospinal fluid 
determinations were made after eight or ten 
days of therapy — days after equilibrium had 
been reached and a constant level main tained 
in the body — yet the discrepancy between the 
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level in the cerebrospinal fluid and the blood 
continued. 

Dr. Wheeler: Dr. Wolff's point is illus- 
trated in many of our patients in whom sev- 
eral spinal fluid determinations were made in a 
single day with simultaneous determinations 
in the blood. Occasionally, at the time of the 
second lumbar puncture, the cerebrospinal 
fluid level was higher than the blood level, 
corresponding to the blood level that was 
present six or eight hours previously, thus 
demonstrating a lag. 

Intern: Dr. Plummer mentioned prophy- 
laxis in rheumatic fever. The important point 
is to prevent the streptococcic infection. 
Once that had been established no amount of 
drug is of value. Furthermore, a patient suf- 
fering from acute rheumatic fever is not one 
to whom it is advisable to give sulfanilamide, 
and frequently such a patient is harmed by 
the drug. It is a prophylactic to prevent the 
streptococcic infection. Once a streptococcic 
infection has been established there is no 
point in continuing the sulfanilamide. 

Dr. Modell: I should like to mention in 
this connection a patient in a series of children 
with rheumatic heart disease who were re- 
ceiving 2 Gm. of sulfanilamide daily over a 
period of time as a prophylactic. One of these 
children, while receiving this dose developed 
a full-blown case of subacute bacterial endo- 
carditis and, subsequently, died despite the 
use of other sulfonamide drugs. 

Dr. Wheeler: I think perhaps we may 
have gone too far on this. I believe we have 
not stressed enough the factor of the toxicity 
of these drugs. When one talks about their 
prophylactic use, one must remember that 
their use is attended by considerable risk 
and that they are not yet so bland as we 
would like to have them. For example, in the 
last six weeks we have had 2 patients in this 
hospital who died as the result of these drugs. 
One of these patients died from agranulocy- 
tosis and the other from thrombocytopenia. 

Dr. Travell: It would seem, from the 
point of view of the surgeon, that the risk of 
withholding sulfonamide drug3 might be 
greater than administering them. 

Dr. Wheeler: I do not think that Dr. 
Plummer would want you to carry the im- 
pression from here that these drugs are safe 
to use prophylactically for minor conditions 
like sinusitis and the common infections of the 
upper part of the respiratory tract. A good 
many practicing physicians are using them 
for those things, but I do not think we would 
agree with that. 


Dr. Plummer: I wanted to indicate that 
this field of prophylactic use at the present 
time is receiving a great deal of consideration. 
Dr. Bowers indicated the studies in surgery. 
I know that there is one study being carried 
out and another one planned on the use ot 
these drugs in colds, with the idea of prevent- 
ing the serious complications. We must rec- 
ognize that 95 per cent of cases of pneumonia 
start with a cold, so that pneumonia is a com- 
plication of it. Also, there are cases of mas- 
toiditis and cases of acute sinusitis which 
start similarly. 

Visitor: At a conference here some time 
ago it was suggested that sulfonamide drugs 
may be of some use in acute poliomyelitis. I 
wonder if anything more definite may be said 
about this? 

Dr. Plummer: There have been two or 
three articles published on this subject. The 
acute stage of poliomyelitis might be affected 
slightly by the sulfonamide drugs. One of 
the papers states that the amount of paralysis 
is less when the sulfonamide drugs are used 
during the acute stage. Again, there is no 
strong evidence for this, and I think it is most 
likely that these drugs affect the course of 
poliomyelitis very little. 

Visitor: Some patients suffer distressing 
symptoms from exceedingly small doses of 
sulfonamides. Are we to interpret that as a 
toxic reaction, a sensitivity, or an allergic 
phenomenon due to sulfonamide derivatives. 

Dr. Wheeler: Dr. Plummer, would you 
like to answer that? 

Dr. Plummer: That would require some 
time, but I should like to say that there is a 
great deal of discussion regarding the mech- 
anism of these reactions. Certainly we know 
that the hematuria is caused by a mechanical 
irritation by the sulfonamide crystals. The 
fevers and rashes, I think, we know little 
about. They may be allergic. 

Dr. Wheeler: In the group of 24 cases 
with toxic reactions which we have studied here 
in this hospital, there was no correspondence 
between the duration of treatment, the total 
amount of drug given, or occurrence of reac- 
tion. In other words, a patient is' just as likely 
to have reactions after treatment for three 
days as after a month. 

Dr. Travell: Was there any correlation 
with the blood level? 

Dr. Wheeler: No. 

Dr. Travell: One occasionally meets the 
statement that there is a synergism between 
sulfonamide derivatives and the barbitu- 
rates. Would Dr. Modell comment on that? 
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Dr. Modell: That statement is based 
on work with animals in which anesthetic 
doses of barbiturates were used. With that 
degree of narcosis there appears to be a toxic, 
and not therapeutic, synergism. This, how- 
ever, does not appear to have any bearing on 
the treatment of humans when small hypnotic 
doses of. barbiturates are used. A survey of a 
large series in which barbiturates and sulfon- 
amide derivatives were used simultaneously 
in patients with pneumonia bears this out. 

Student : Is there any point in giving sulfa- 
pyridine in glucose solution because of the 
compound formed? 

Dr. Wheeler: Sulfapyridine with glucose 
is inert and has no appreciable effect as such. 
When given orally, it is broken down and ab- 
sorbed as sulfapyridine and the effect is the 
same as sulfapyridine. 

Dr. Plummer: It should be pointed out 
that this applies to all of the sulfonamide 
drugs. They form an inert glucose compound . 
For this reason it is unwise to give any of the 
sulfonamide drugs in glucose solutions. 

I think it should be added that promin, 
which is being investigated in tuberculosis, 
is also a dextrose combination and probably 
is just as inert as glucose-sulfapyridine. 
Given by mouth it probably breaks down into 
glucose and the active drug, diaminodi- 
phenylsulfone. When given intravenously 
most of the drug remains in the form of the 
inert glucose compound. 

Dr. Wheeler: Dr. Modell, will you sum 
up for us? 

Dr. Modell: Each year we are confronted, 
and probably will continue to be confronted, 


with new additions to the group of sulfonamide 
derivatives and closely related drugs, and in 
each new case the problem will arise whether 
the weighting of its therapeutic value against 
its toxicity makes the new addition a valu- 
able one. The fundamental pharmacologic 
and even clinical properties remain similar; 
the differences between new derivatives are 
mainly quantitative. The search for a deriva- 
tive that will be polyvalent, pleasant to take, 
and nontoxic has not met with striking suc- 
cess. Some of the newer drugs cause less dis- 
tress, some have a wider antibacterial useful- 
ness, but none is so much less to.xic or less 
dangerous than sulfanilamide itself that the 
factor of toxicity may be forgotten. Pharma- 
cologic properties, such as differences in the 
rates of absorption or elimination, type of dis- 
tribution through the body, degree of acety- 
lation, and the therapeutic specificities, 
may lead to the choice of one drug over an- 
other in a particular case. 

Dr. Plummer feels that sulfadiazine may dis- 
place all other sulfonamides for most purposes 
because it presents a combination of clinical 
effectiveness, low toxicity, and ease of therapy 
for the patient. In order to exploit its thera- 
peutic potentialities the blood level of the free 
and acetylated fractions of the drug in the 
blood stream must be carefully followed in 
each patient. Without this, one has no notion 
of whether more or less of the drug is required 
or whether toxic levels are being approached. 
And, in addition, if serious mishaps are to be 
avoided, regular and frequent examinations 
of the cellular elements of the blood and uri- 
nalyses must be made. 


A COURSE IN PRACTICAL ORAL PATHOLOGY TO BE GIVEN 


A short course in Practical Oral Pathology 
will be given by Professor Lester R. Cahn at the 
School of Dental and Oral Surgery of Columbia 
University in April, 1942. It is the purpose of 
this_ course to present the pathology of the oral 
cavity in such a way that the practitioner will 
be aided in recognizing and treating the com- 
moner diseases of the mouth. 

The following subjects will be discussed: in- 
flammation; diseases of the jaw bones; tumors; 


lesions of the soft tissues including the blood 
dyscrasias and the avitaminoses; the biopsy and 
methods of performing this important diagnostic 
operation; indications for clinical laboratory 
tests; and the interpretation of laboratory re- 
ports. 

The seminar method of teaching will be used. 
There will be recourse to case histories as much 
as possible, and free discussion will be encour- 
aged. —Houghton Hollidat, Associate Dean 


QUIZ ENDS WHIZ TOP HEAVY 

The human brain is certainly a wonderful Scientists find that the human brain is more 
organ. It starts functioning the minute you get than three-fourths water. Perhaps that’s whv 
up and never stops until you get in quiz section. some people go around in a perpetual fog J 

- Dodo -Health. Digest 



Maternal Welfare 


From time to time under this heading articles mill appear on obstetric subjects which are 
deemed of importance as aids to improvement of maternal welfare in New York Slate. The 
members of the committee are Charles A. Gordon, M.D., Chairman; Alexander F. 
Martin, M.D., J ames K. Quigley, M.D.; and Ferdinand J. Schoeneck, M.D. 


Obstetric Consultant Service 

AT 1 0 N A L funds have been available for tients unable to pay for private consulta- 
’ some time to provide obstetric consultation tion. 
for cases needing such service but unable to pay The matter of compensation will be handled by 

for it. The Maternal, Infancy and Child Hy- the State Department of Health. Following the 
giene Division of the New York State Depart- providing of consultant service, each consultant 
ment of Health and the Subcommittee on Ma- will be expected to submit a brief statement in- 
ternal Welfare of the Medical Society of the eluding the name and address of patient, the 
State of New York have been actively interested date, and the condition for which consultation 

in establishing such a service in New York State, was secured to the district health officer in order 

This subject has received considerable attention that arrangements may be completed for his re- 
and is now at the stage of being actually set up ceiving the stipulated fee (SIS including travel) 
so that the plan can be put in operation. from the State Health Department. This plan 

Two years ago the Subcommittee on Maternal will not change the status of compensation for 
Welfare divided the entire state into twelve re- local physicians handling welfare cases, 
gions and appointed a Regional Chairman in each The qualifications for obstetric consultants are 

district. This plan had as its object the estab- listed as follows: (a) graduate from an approved 
fishing of methods and means of improving school of medicine; (b) one year’s internship; 

obstetric conditions in general and the facilitating (c) not less than four years’ training and experi- 

of postgraduate education. The present plan, ence in obstetrics, at least two years of which 

however, intends to provide actual obstetric have been spent in graduate specialized training; 

consulting service. It is the intent to have such and (d) preferably limit work to obstetrics, 
consultants available in all parts of the state so These qualifications have been interpreted to 
that the local physician caring for an obstetric include licentiates of the American Board of 
patient may call in the consultant for any com- Obstetrics and Gynecology', 
plication that might develop. It is hoped that The various county societies are being can- 

even in the most remote parts of the state such vassed to provide the Subcommittee on Maternal 

service will be available within a 50-mile radius Welfare with lists of qualified obstetricians who 
of any particular point. are willing to cooperate in this service. The 

Trained obstetricians are available in most lists will then be submitted to the State Depart^ 
localities of the state at the present time. How- ment of Health. Appointment to the consul in D 
ever, a survey by the Subcommittee on Maternal service will then be made by the State Depa 
Welfare does show that there are some areas ment of Health and the fists will be supphe 0 

where this condition does not exist. In these the local district health officers, 

areas, however, obstetricians are almost invari- It is the studied opinion of the Subcommittee 
ably available from adjacent counties or nearby on Maternal Welfare that such a state-wi e 

communities. It is the aim of the plan to have obstetric consultant service will be of defim e 

available consultant service in all areas so that value. 

the individual physician needing obstetric con- j n the present emergency it is somewha 
sultation for any emergency can get such help by difficult to arouse enthusiasm over any matter 

contacting the district health officer who will that does not apply directly to national war 

have the list of consultants. effort. The matter of maternal welfare is one 

This service will be limited to those patients that is extremely important, in peace time, 

who are, in the opinion of the attending physi- little thought will show that it is equally 

cian, unable to afford a private consultant. This portant during an emergency, perhaps, e 

would include welfare cases, but these patients more so. The Subcommittee on Maternal » 

need not have a recognized refief status. The fare, therefore, requests that this matter be giv 

plan is not intended to interfere with the present due consideration and asks the cooperation o 

custom of consultation in private practice. The physicians in the state whose services, directly 

object is to provide consultant service for pa- indirectly, may make this plan a success. 
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Medical Preparedness 


[The following letter and release were received on January 19, 1942. — Editor] 


Editor, Journal American Medical Association 
Editors, State Medical Journals 
Secretaries, State Medical Associations 

Inasmuch as this material represents one of the most important responsibilities of the 
medical profession at the present time, it is the opinion of the Assignment and Procure- 
ment Service that it deserves the most prominent place in your Journal it can be given. 
It is of equal importance to doctors themselves since it clarifies quite largely the de- 
mands which will be made upon the medical profession. 

Sincerely yours, 

Frank H. Lahey, M.D., Chairman 

Harvey B. Stone, M.D. 

James E. Paullin, M.D. 

Harold S. Diehl, M.D. 

C. Willard Caaialier, D.D.S. 


Sam F. Seeley, M.D. 
Executive Officer 


Recommendations to All Physicians wit 

I. Medical Students 

A. All students holding letters of acceptance 
from the Dean for admission to medical colleges 
and freshmen and sophomores of good academic 
standing in medical colleges should present let- 
ters or have letters presented for them by their 
deans to their local boards of the Selective Serv- 
ice System. This step is necessary in order to 
be considered for deferment in Class II-A as a 
medical student. If local boards classify such 
students in Class I-A, they should immediately 
notify their deans and if necessary exercise their 
rights of appeal to the Board of Appeals. If, 
after exhausting such rights of appeal, further 
consideration is necessary, request for further 
appeal may be made to the State Director and 
if necessary to the National Director of the 
Selective Service System. These officers have 
the power to take appeals to the President. 

B. Those junior and senior students who are 
disqualified physically for commissions are to be 
recommended for deferment to local boards by 
their deans. These students should enroll with 
the Procurement and Assignment Service for 
other assignment. 

C. All junior and senior students in good 
standing in medical schools, who have not done 
so, should apply immediately for commission 
in the Army or the Navy. This commission is 
in the grade of Second Lieutenant, Medical Ad- 
ministrative Corps of the Army of the United 
States, or Ensign H.V. (P) of the United States 
Navy Reserve, the choice as to Army or Navy 
being entirely voluntary. Applications for com- 
mission in the Army should be made to the 
Corps Area Surgeon of the Corps Area in which 
the applicant resides and applications for com- 
mission in the Navy should be made to the Com- 
mandant of the Naval District in which the ap- 
plicant resides. Medical R.O.T.C. students 
should continue as before with a view of obtain- 
ing commissions as First Lieutenants, Medical 
Corps, upon graduation. Students who hold 


Reference to the National Emergency 

commissions, while the commissions are in force, 
come under the jurisdiction of the Army and 
Navy authorities and are not subject to induction 
under the Selective Service Act. The Army 
and Navy authorities will defer calling these 
officers to active duty until they have completed 
their medical education and at least 12 months 
of intemeship. 

II. Recent Graduates 

Upon successful completion of the medical 
college course, every individual holding commis- 
sion as a Second Lieutenant, Medical Adminis- 
trative Corps, Army of the United States, should 
make immediate application to the Adjutant 
General, United States Army, Washington, D. C., 
for appointment as First Lieutenant, Medical 
Corps, Army of the United States. Every 
individual holding commission as Ensign H.V. 
(P), U. S. Navy Reserve, should make immediate 
application to the Commandant of his Naval 
District for commission as Lieutenant (J.G.) 
Medical Corps Reserve, U. S. Navy. If appoint- 
ment is desired in the grade of Lieutenant (J.G.) 
in the regular Medical Corps of the U. S. Navy, 
application should be made to the Bureau of 
Medicine and Surgery, Navy Department, Wash- 
ington, D. C. 

III. Twelve Months’ Internes 

All internes should apply for a commission as 
Fust Lieutenant, Medical Corps, Army of the 
United States, or as Lieutenant (J.G.), United 
States Navy or Navy Reserve. Upon comple- 
tion of 12 months’ interneship, except in rare 
instances where the necessity of continuation as 
a member of the staff or as a resident can be de- 
fended by the institution, all who are physically 
fit may be required to enter military service. 
Those commissioned may then expect to enter 
military service in their professional capacity 
as medical officers; those who failed to apply 
for commission are liable for military sendee 
under the Selective Sendee Acts. 
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IV. Hospital Staff Members 

Internes with more than 12 months of interne- 
ship, assistant residents, fellows, residents, junior 
staff members, and staff members under the age 
of 45, fall within the provisions of the Selective 
Service Acts which provide that all men between 
the ages of 20 and 45 are liable for military serv- 
ice. All such men holding Army commissions 
are subject to call at any time and only temporary 
deferment is possible, upon approval of the appli- 
cation made by the institution to the Adjutant 
General of the United States Army certifying 
that the individual is temporarily indispensable. 
All such men holding Naval Reserve commissions 
are subject to call at any time at the discretion 
of the Secretary of the Navy. Temporary de- 
ferments may be granted only upon approval of 
applications made to the Surgeon General of the 
Navy. 

All men in this category who do not hold com- 
missions should enroll with the Procurement and 
Assignment Service. The Procurement and 
Assignment Service under the Executive Order 
of the President is charged with the proper dis- 
tribution of medical personnel for military, gov- 
ernmental, industrial, and civil agencies of the 
entire country. All those so enrolled whose 
services have not been established as essential in 
their present capacities will be certified as avail- 
able to the Army, Navy, governmental, indus- 
trial, or civil agencies requiring their services for 
the duration of the war. 


V. All Physicians Under Forty-Five 
All male physicians in this category are liable 
for military service and those who do not hold 


commissions are subject to induction under the 
Selective Service Acts. In order that their serv- 
ice may be utilized in a professional capacity as 
medical officers, they should be made available 
for _ service when needed. Wherever possible, 
their present positions in civil life should be filled 
or provisions made for filling their positions, by 
those who are (a) over 45, (b) physicians under 
45 who are physically disqualified for military 
service, (c) women physicians, and (d) instruc- 
tors and those engaged in research who do not 
possess an M.D. degree whose utilization would 
make available a physician for military service. 

Every physician in this age group will be asked 
to enroll at an early date with the Procurement 
and Assignment Service. He will be certified 
for a position commensurate with his professional 
training and experience as requisitions are placed 
with the Procurement and Assignment Service 
by military, governmental, industrial or civil 
agencies requiring the assistance of those who 
must be dislocated for the duration of the na- 
tional emergency. 

VI. All Physicians over Forty-Five 

All physicians over 45 will be asked to enroll 
with the Procurement and Assignment Service 
at an early date. Those who are essential in 
their present capacities will be retained and those 
who are available for assignment to military, 
governmental, industrial or civil agencies may be 
asked by the Procurement and Assignment serv- 
ice to serve those Agencies. 

The maximal age for original appointment in 
the Army of the United States is 55. The maxi- 
mal age for original appointment in the Naval 
Reserve is 50 years of age. 


All inquiries concerning The Procurement and Assignment 
Service should be sent to The Executive Officer, 5654 Social 
Security Building, 4th and Independence Avenues, SW, Wash- 
ington, D. C., and not to individual members of the Directing 
Board or of committees thereof. 


[The article reprinted below is from the December issue of the Nassau Medical News and 
tells in brief how Nassau County has been organized for wartime emergency. The thorough 
preliminary work accomplished during the past year and a half effected mobilization of doc- 
tors within a few minutes after the air-raid alarm sounded on December 9. — Editor ] 


The Society Mobilizes 


E IGHTEEN months ago the Medical Pre- 
paredness Committee of this Society started 
planning for the possibility of war reaching our 
borders. The air-raid alarm of December 9 
therefore found us with plans well advanced and 
within a very few minutes the doctors of the 
county were mobilized and ready for any casual- 
ties which might have resulted. At the re- 
quest of the Nassau County Defense Council, 
the Society drew up plans which have been ac- 
cented and approved by the Nassau County 
Defense Council which issued General Orders 


No. 2 on December 12 under which a large share 
of the doctors -were assigned to definite duty in 
the event of emergency. 

Hospital — the Focal Point 
We can safely say to the people of the count} 
that the doctors are ready, but in saying so ne 
feel that the people should also be told what " 
have done and why we have done it. Every 
phase of this complicated problem might not be 
immediately apparent to one who has not been 
closely associated with it. 
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The experience with civilian casualties in 
Spain and in England has demonstrated very 
clearly that the hospital is the most important 
link in the chain of civilian medical protection. 
In fact it has been stated that the less work there 
is done outside of the hospitals, the lower pill be 
the mortality rate of civilian air raid victims. 
The Office of Civilian Defense in Washington 
recognizes this fact, and in their outline of 
recommended procedure the hospital becomes 
the focal point for all civilian medical prepara- 
tions. 

Local Defense Councils 
Again, the county has been divided into 55 
local defense councils. Some of these councils 
have large areas path scattered population and 
few or no doctors. Others with concentrated 
population have plenty of doctors — but also 
include the bulk of the physicians who will be 
needed at the hospitals. Finally there is the 
problem of unifying and coordinating the efforts 
and the problem of equipment and supplies. 

The p ork of the Medical Preparedness Com- 
mittee was therefore directed first of all against 
two fronts: First, to make certain that all the 
hospitals would have sufficient medical per- 
sonnel to handle the maximum number of pa- 
tients their physical facilities would permit; 
second, to make certain that every section of the 
county would have adequate medical service 
immediately available regardless of the number 
of physicians actually residing within the area. 

Doctors Assigned to Hospitals 
Several months ago the Committee on Hos- 
pital and Clinic Relations began preparing a 
list of physicians needed at each of the several 
hospitals in the event of emergency and making 
definite assignments to a particular hospital 
in cases where the physician had staff appoint- 
ments at more than one institution. These as- 
signments were made on the basis of lists sub- 
mitted by the hospitals themselves and dupli- 
cate requests were straightened out by consulta- 
tion with members of the hospital staff officially 
designated to represent the institution on our 
Hospital Committee. 

Medical Districts 

This important work had been completed 
before the attack on Pearl Harbor plunged the 
United States into war. The next step was to 
complete the division of the county into medical 
districts, 21 in number, with a medical director 
m charge of each, and to organize field casualty 
teams which could be sent at once into any af- 
fected area for work in the field. Only when all 
these groups were selected was it possible to 
consider the designation of men for duty at the 
first-aid stations of the local defense councils. 

Many of the councils had proceeded to select 
physicians as requested by the County Council. 
In these cases every effort was made to approve 
their selections. Unfortunately, some of the 
councils had no mina ted men of vital importance 
in other fields of medical activity. In most cases 
these councils recognized the need for coordi- 
nated effort and imm ediately made another 
selection. It is hoped that within a few days 
all of the local councils will be organized and 
medical personnel assigned 


How the Plan Works 

Briefly the procedure in the event of casualties 
is as follows: The local defense councils are 
being asked to equip and maintain an adequate 
number of first-aid posts under the direction of a 
physician. These local posts will render first 
aid only but will also be responsible for all move- 
ment of patients from the field into the first-aid 
station. If the physician in charge has more 
casualties than he can handle with his own re- 
sources, he will appeal for help to the medical 
director of his own district. If the situation is 
too serious for the medical director and his facili- 
ties, he will notify the Nassau County Control 
Center and help will be sent him. 

Local areas should assemble first-aid supplies 
and equipment for their own first-aid posts; other 
supplies will be furnished them in emergencies by 
their district medical director with the help of the 
central authority. Each district director will 
utilize to the limit all local facilities including 
hospitals other than those designated as base 
hospitals, private sanatoriums, nursing homes, 
local nurses and first-aid workers and other 
volunteers, but no patient is to be evacuated out 
of the district except upon orders issued by the 
operating head of the health division of the 
county council. 

Every Physician to Help 

Eventually, all the doctors in Nassau County 
will be given an opportunity to participate in this 
voluntary patriotic effort. The Medical Direc- 
tors of the 21 districts are now helping local 
defense councils select doctors for first-aid posts; 
they are selecting first-aid teams to be sent from 
place to place within their districts as the need 
may arise or to be “loaned” to other districts 
which might suffer serious damage; and finally, 
they are selecting physicians who will be asked 
to stand by at their own offices for emergency 
work or to be sent as reinforcements as they 
might be needed. 

The medical directors of the districts will be 
responsible for all medical work within their 
territory and will report directly to the Operating 
Head of the Health Division of the Nassau 
County Defense Council, Dr. Earle G. Brown. 
Through Dr. Brown they will be able to secure 
help from the splendid preparations made by the 
American Red Cross, the local hospitals and the 
local branch of the New York State Nurses Asso- 
ciation. Ambulances, first-aid equipment and 
supplies, nurses and lay workers will be available 
to be rushed into any comer of the county where 
the need arises, and through him also they will 
secure help for patients requiring hospital care. 
In order to promote efficiency, Dr. Brown will 
have constantly up to date a record of the avail- 
able beds in each institution and will thus be 
able to decide where casualties shall be sent. 

Organization of Nurses and Volunteers 

The Nurses Association has completed an in- 
ventory of the nurses of the county, both active 
and retired, about 1,200 in number. From this 
list nurses will be selected for every phase of the 
work and their organization is completed along 
lines strictly parallel to the medical organization. 
The Red Cross is building up a group of emer- 
gency ambulances, mostly station wagons and 
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their volunteer drivers, and stores of first-aid 
equipment _ and supplies are being augmented 
daily; their first-aid courses are being given to 
large numbers. The druggists of the county are 
preparing emergency medical kits to be avail- 
able in every local area. The Dental Society is 
organizing its members. 

Cooperation with Defense Council 
Every group and organization in the county is 


at work under full steam and offering its services 
to the central authority of the Nassau County 
Defense Council. 

The Medical Society, having finished its 
preliminary work, has now subordinated itself 
completely to orders from the Nassau County 
Defense Council and is working under its direc- 
tion. 

Prom now on, this is War and we recognize 
authority. 


Medical and Surgical Relief Committee of America 
Needs Your Help 

“We are now concentrating our efforts on aid to America in close cooperation 
with the United States Office of Civilian Defense. We have already provided a 
number of emergency medical field sets to defense officials in target areas through- 
out the country and plans are now under way to raise funds for the purchase of a 
sufficient number to meet nation-wide civilian needs.” 

Mrs. Rogers Balcoji, 

Executive Chairman 

An Emergency Medical Eield Set consists of two portable cases equipped with in- 
struments and supplies that can be readily carried by physicians, nurses, and nurses’ 
aides from hospitals and casualty stations where they are consigned directly to the 
scene of disaster in emergencies. 

Cost: S110.00 including insurance and handling. 

A name plate with the following inscription will be affixed to each set donated: 

EMERGENCY MEDICAL FIELD SET 
donated by 

(name, city & state of individual or group) 
to 

THE MEDICAL AND SURGICAL RELIEF COMMITTEE 
OF AMERICA 

420 LEXINGTON AVENUE, NEW YORK, N. Y. 
for 

AID TO AMERICA 


A PSYCHIATRIST LOOKS AT WAR 

War is a disease of nations, a national psychosis 
that needs psychiatric care if the frightful scourge 
is to be eliminated. 

Prevention of maladjustment in men and m 
nations must be achieved. . 

The cure is an international mental hygiene 
movement which brings the understanding of 
men to such a pitch that no warped and distorted 
person driven by unsatisfiable urges can victimize 
the normal and, through cheap tricks of mass 


deception, so play on the weakness of the human 
personality that individually or in groups it can 
be led out to slaughter. A good_ psychiatrist in 
Vienna might have prevented Hitler, but it 
take the organization of all educated people to so 
enlighten the world that war will not only be out- 
lawed but its very roots — inferiority, sadism, ana 
the love of killing — shall be so adjusted that they 
will cease to menace the people of the earth. - 
David C. Wilson, M.D., in the Southern Med. J ■ 
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Clinical evidence shows that a regimen of 
Amphojel* — diet and rest results in more rapid 
healing of peptic ulcer. Amphojel aids the ulcer 
patient to lead a more normal life. 


AMPHOJEL 

n ff / yet/i J 


y/tumuici -yes 




Medical News 


Women’s Medical Society of New York State Holds Midyear Meeting 


'T’HE Women’s Medical Society held their mid- 
year meeting on January 24 and 25. Many 
of the 1,450 women physicians throughout the 
state attended the two-day session which opened 
on the morning of the twenty-fourth at the New 
York Infirmary for Women and Children, 325 
East 15th Street, New York City. 

After the Councillors’ meeting and the regular 
business session, the following scientific program 
was heard: “Arterio-Sclerotic Peripheral Vascu- 
lar Disease,” Dr. Theresa _ McGovern, Post- 
Graduate Hospital, discussion by Dr. Alice 
Bemheim, of New York Hospital; “The Use of 
the Blood Sugar Curve as a Diagnostic Test in 
Patients Presenting Endocrinological Symp- 


toms," Dr. Julia Lichtenstein, First Medical 
Division of New York Hospital, discussion by 
Dr. Gertrude Felshin. 

Luncheon was at Luchow’s — one of New York 
City’s oldest and most famous restaurants. 
Dinner at Theresa Worthington Grant’s was held 
in conjunction with the Women’s Medical Society 
of New York City. 

On Sunday afternoon the members attended 
the Philharmonic Symphony Concert. 

Dr. Marguerite P. McCarthy is president and 
Dr. Isabelle F. Borden is secretary of the so- 
ciety. 

Dr. Frances H. Bogatko was chairman of 
arrangements. 


County News 


Cayuga County 

Dr. L. D. Burlington, of Aurora, was elected 
president of the county society at the annual 
dinner meeting held on December 18. 

Other officers elected are: vice-president, Dr. 
D. D. Althouse, Auburn; secretary, Dr. Bernard 
L. Cullen, Auburn; treasurer, Dr. Leonard H. 
Rothschild, Auburn. 

Dr. Harry S. Bull, Auburn, was elected dele- 
gate to the meeting of the New York State So- 
ciety and Dr. H. I. Davenport, Auburn, alternate. 

Dr. Wilfred Sefton, retiring president, pre- 
sided and introduced Dean M. Lyle Spencer of 
the College of Journalism, Syracuse University. 

“We Americans need to be reminded now and 
then that racially and culturally we are a nation 
of mongrels,” Dean Spencer told the society in 
a talk entitled “America As I Know It.” 

“We are not a homogeneous people in the 
sense that the population of England, Italy, or 
Japan is. We are not British, Polish, German, or 
French. We are not predominantly Anglo- 
Saxon any more,” Dean Spencer said. “Conse- 
quently we are not now, and never have been, a 
national unit. We have never been wholly 
integrated. ..." 

About seventy-five were present, including 
wives of the medical men. 


Cortland County 

At the annual meeting on December 19 the 
following officers were elected: president, Dr. 
Charles Osborne Mills; vice-president, Dr. Wm. 
Anthony Shay; secretary, Dr. Wm. Arthur Wall; 
and treasurer, Dr. Bert Ross Parsons — all of 


Cortland. 

The president has appointed committees as 
follows: Legislation, Drs. Wm. Arthur Wall, 
James Walsh, and Stewart A. VerNooy, of Cort- 
land; Compensation- Arbitration, Drs. Reuben 
Paul Higgins, Charles J. Kelley, and John E, 
Wattenberg, of Cortland; Economics, Drs. 
James Walsh, Wm. Anthony Shay, Anthony 
Vincent Runfola, of Cortland; Cancer Control, 
Drs Robert H. Brink and Warren James Pash- 
ley,' of Cortland, and Roger James Reid, of 
Truxton; Military Preparedness, Drs. Charles 
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J. Kelley, Wm. Anthony Shay, and Daniel 
Robert Reilly, of Cortland; Medical Care to the 
Indigent, Drs. Bert Ross Parsons, of Cortland, 
Wm. F. Newcomb, of Homer, and Louis John 
Iacovino, of Cortland; Public Health, Drs. 
Claude E. Chapin and Hugh Frail, of Cortland, 
Donald Briggs Glezen, of Cincinnatus, and Wm. 
Eugene Mosher, Jr., and Roxie A. Weber, of 
Cortland. — W. A. Wall, Secretary. 

Delaware County 

At the annual meeting on December 16 the 
following officers were elected: president, Dr. 
Floyd Robert Bates, of Walton; vice-president, 
Dr. Fisk Brooks, of Delhi; secretary-treasurer, 
Dr. Elliott Danforth, of Sidney. — 0. Q. Flint, 
Secretary. 

Dutchess County 

At the regular meeting of the county society 
on January 14, held at Ryon Hall, Hudson River 
State Hospital, Poughkeepsie, Dr. Samuel J. 
Kopetzky, president of the State Society, spoke 
on “Physicians in National Defense." 

Erie County 

During January the following speakers ad- 
dressed the Buffalo Academy of Medicine: Dr. 
Louis C. Kress, of Albany, on “Every Day 
Cancer,” January 7; Dr. Francis G. Blake^ pro- 
fessor of medicine, Yale University, on “Treat- 
ment of Pneumonia,” January 14; Dr. J. Bay 
Jacobs, of Washington, D. C., on “Management 
of Labor and Outcome in 800 Women with 
Borderline Pelves,” on January 21. 

Franklin County 

On February 17 the third session of the course 
on sulfonamide therapy will be held at the Elks 
Club in Malone. Dinner at six-thirty mil he 
followed by the program. The subject is “Treat- 
ment of Pneumonia and Meningitis.” A panel 
discussion (internist, pediatrician, surgeon) will 
be held. Questions will be presented in writing 
either before or during the panel, which will be 
conducted by Dr. Robert H. E. Elliott, Jr., 

[Continued on page 274] 
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instructor in surgery, College of Physicians and 
Surgeons. 

Preceding the panel discussion, Dr. J. Whit- 
tington Gorham, professor of medicine, Albany 
Medical College, will talk on “Treatment of 
Pneumonia” and Dr. Harry Bakwin, associate 
professor of pediatrics, New York University 
Medical College, will speak on “Treatment of 
Meningitis.” 

The course, arranged by the Council Com- 
mittee on Public Health and Education of the 
State Society and the New Y r ork State Depart- 
ment of Health, held its first session on Decem- 
ber 16 when Dr. K. Jefferson Thomson spoke on 
“Behavior of Sulfonamides in the Body and 
Principles for Their Use” and Dr. Eldridge H. 
Campbell spoke on “Local and Internal Use of 
Sulfonamides in Surgery.” 

The second session in January had as speakers 
Dr. William A. Brumfield, Jr., and Dr. R. 
Gordon Douglas. Their subjects were: “Treat- 
ment of Genitourinary Infections in the Male” 
and “Sulfonamides in Obstetrics and Gyne- 
cology." 

Madison County 

The following course on sulfonamide therapy, 
arranged by the Council Committee on Public 
Health and Education of the Medical Society of 
the State of New York and the New York State 
Department of Health, was given during Janu- 
ary. 

First session: “Behavior of Sulfonamides in 
the Body and Principles for Their Use,” Dr. 
Alexander D. Langmuir; “Local and Internal 
Use of Sulfonamides in Surgery,” Dr. Eldridge 
H. Campbell. 

Second session: “Treatment of Genito- 
urinary Infections in the Male," Dr. Allister M. 
McLefian; “Sulfonamides in Obstetrics and 
Gynecology,” Dr. Edward C. Hughes. 

Third session: “Treatment of Pneumonia,” 
Dr. George M. Mackenzie; “Treatment of 
Meningitis,” Dr. John A. Lichty, Jr.; Panel 
Discussion (internist, pediatrician, and surgeon). 
Dr. Frank Glenn. 


Monroe County 

Despite the war the county society has not 
shelved consideration of a nonprofit, medical 
expense indemnity insurance plan according to 
Dr. Edward T. Wentworth, chairman of a special 
committee that for more than a year has been 
weighing various aspects of the plan. 

In the society’s Bulletin, Dr. Wentworth said: 

“We have not given up the thought of the 
possibility of this insurance, but from our point 
of view this is a poor time to introduce such a 
plan. There is a good deal of skepticism con- 
cerning the salability of such policies. The 
people who need them most cannot afford to 
pay the premium. 

“We have yet to hear of any community winch 
has successfully run such a plan, but when we 
do we shall attempt to adapt it to the needs of 
this community and put it into effect here. Y e 
suggest that the committee be continued to serve 
as a reception center for any ideas that may be 
advanced on the subject.” 


Nassau County 

For the series of lectures on war surgery and 
the county emergency setup see pages 251 and 
268 of this issue. 

A letter from the county society office con- 
cludes with this heartening paragraph: 

“I think you will also be interested to know 
that as a result of our early preliminary work, 
going back over a period of one and a half years, 
the air-raid alarm of December 9 found our 
plans so well advanced that within fifteen 
minutes every hospital in the county had on 
hand ready for duty a larger staff of physicians 
than would have been needed had casualties 
resulted. These men were, of course, ready to 
be sent immediately to any affected area. Since 
that time our plans have been further refined so 
that it will not be necessary to tie up such a 
large number of doctors at the hospitals, but 
arrangements have been completed whereby the 
physicians will be available without delay in any 
section of the county w'here help might be needed 
including the manning of first-aid stations, field 
casualty units, and base hospitals.” 

Niagara County 

The county society held its annual election of 
officers in the Niagara Falls Country Club, 
Lewiston Heights, on December 9. The follow- 
ing officers were elected: president, Dr. Forrest 
W. Barry, Lockport; vice-president, Dr. Harry 
C. Dumville, Niagara Falls; secretary, Dr. 
Charles M. Dake, Jr., Niagara Falls; treasurer, 
Dr. Dudley B. Fitz-Gerald; censors, Dr. R. R- 
B. Fitz Gerald, Lockport, Dr. Roy H. Wixson, 
Niagara Falls, and Dr. Theodore E. Mueller, 
North Tonawanda. _ 

The following committee chairmen were also 
appointed: Legislation, Dr. E. M. G. Rieger, 
Niagara Falls; Public Health and Medical 
Education, Dr. John C. Kinzly, North Tona- 
wanda; Economics and 'Public Relations, Dr. 
William A. Peart, Sanborn. 

Delegates to the State Convention are: Dr. 
William A. Peart, Sanborn, and Dr. Guy b- 
Phiibrick, Niagara Falls; Alternates, Dr. Ray- 
mond S. Barry, Niagara Falls, and Dr. Harley 
U. Cramer, Lockport . — Charles M. Dake, 
M.D., Secretary. 

Onondaga County 

During January the society had a post- 
graduate course on sulfonamide therapy whicn 
was arranged by the Council Committee on 
Public Health and Education of the State so- 
ciety and the New York State Department ot 
Health. 

On January 15 the speaker was Dr. Georg 
M. Mackenzie whose subject was “The Behavior 
of Sulfonamides in the Body and Principles tor 
Their Use.” Dr. Eldridge H. Campbell talked 
on “Local and Internal Use of Sulfonamides in 
Surgery.” . 

At the second session Dr. R. R. Wolcott and 
Dr. Charles H. Peckham had as their subjects 
“Treatment of Genitourinary Infections in the 
Male” and “Sulfonamides in Obstetrics and 
Gynecology,” respectively. 

Dr. Harry Bakwin and Dr. Norman Plummer 
were the speakers for the session on January 29. 

[Continued on page 27CJ 
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• The ocular suffusion and decongestion in- 
cident to the Dowling tampon treatment indi- 
cate that ARGYROL’S action is physiological 
as well as chemical- — that it marshals to its 
aid many of the natural defensive processes in 
combating infection. 
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the nose, often produces an intense injection 
and suffusion of the conjunctiva followed b) 
decongestion. Indeed, ocular congestion pres- 
ent before the tampon insertion is frequently 
improved by this method, and visual acuity 
may be rendered more acute. 
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ment of mucous membrane infections. 
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Ontario County 

The regular first quarterly meeting of the 
county society was held at the Canandaigua 
Hotel on January 13. A dinner followed the 
business meeting and later Dr. William G. Far- 
low, of Rochester, spoke on “Surgical Chest 
Problems Today." 

Orange County 

At the annual meeting held on December 9 
the following officers were .elected for 1942: 
president, Dr. George R. Dempsey, of Cornwall; 
vice-president, Dr. Earl R. Van Amburg, of 
Pine Bush; secretary-treasurer, Dr. Earl Charles 
Waterbury, of Newburgh. — E. C. Waterbury, 
M.D., Secretary. 

On January 7 the Medical Board of the Corn- 
wall Hospital began a series of postgraduate 
lectures. The lectures are being given each 
Wednesday evening for twelve weeks, ending 
April 1. The speakers are members of the 
teaching staff of the College of Physicians and 
Surgeons of Columbia University and the series 
is on the subject of “Diagnosis of Disease and 
Modern Therapy." 

Orleans County 

The annual meeting and election of officers 
were held at the Town Club in Albion on Decem- 
ber 18. The officers re-elected were: president. 
Dr. Julius J. Layer, Lydonville; vice-president, 
Dr. James Arthur Elson, Albion; secretary, Dr. 
Ellen Mary Nicholson, Albion; treasurer, Dr. 
Edward T. Eggert, Knowlesville; delegate, Dr. 
John Dugan, Albion; alternate, Dr. Howard 
Robert Lawrence, Medina; censors, Dr. Ralph 
Earle Brodie and Dr. John Dugan, Albion, and 
Dr. Charles Eugene Padelford, Holley. 

A letter was read by the chairman of the 
special advisory committee from the newly 
elected commissioner of welfare expressing his 
sincere desire to cooperate with the physicians 
of the county in all ways and to settle, satis- 
factorily to both parties concerned, any differ- 
ences of point of view or opinion which might 
arise. 

This special advisory committee of the county 
society was empowered to present the names of 
three physicians to the commissioner of welfare, 
one of whom the latter would appoint as medical 
consultant to his department. 

Dr. Nelson Russell, of Buffalo, later addressed 
the society on “Rheumatic Hemt Disease.” 

Following the meeting, a dinner was held at 
the Town Club . — Ellen M. Nicholson, Secretary. 

Oswego County 

Dr. John F. Burden has been elected president 
of the county society. Dr. Emerson J. Dillon, 
Phoenix, was named vice-president and Dr. 
Francis Lee, Oswego, secretary and treasurer. 

Otsego County 

The following officers were elected on Decem- 
ber 10 at the annual meeting: president, Freder- 
ick Baker Devitt, of Oneonta; vice-president, 
John Wayne Latcher, of Oneonta; secretary, 
Marjorie F. Murray, of Cooperstown; treasurer, 
Paul von Haeseler, of Gilbertsville; censor, 
Earle C. Winsor, of Schenevus; delegate to the 


State Convention, James Greenough, of Oneonta; 
alternate delegate, Alexander F. Carson, of 
Oneonta . — Marjorie F. Murray, M.D., Secretary. 

Rensselaer County 

At the annual meeting on December 9 the 
following officers were elected: president, Dr. 
John Oswald Sibbald, Troy; vice-president, Dr. 
Alson Joye Hull, Troy; secretary, Dr. Elizabeth 
Palmer, Troy; treasurer, Dr. Francis James 
Fagan, Troy; censors, Dr. William Trotter, Troy, 
and Dr. Charles Henry Sproat, Valley Falls; dele- 
gates, Dr. Stephen Horace Curtis and Dr. John 
D. Carroll, Troy; alternates, Dr. Clement 
Joseph Handron and Dr. George Francis Beed, 
Troy . — Elizabeth Palmer, Secretary. 

Dr. Eugene F. Connally, a major in the first 
World War who saw services on the Mexican 
border and in France, has been appointed to 
take charge of the First-Aid Detachments of 
Rensselaer County Chapter, Red Cross. 

Saratoga County 

At the meeting on January 15, held at the 
Saratoga Hospital, the topic was “Defense." 
Dr. John T. Geiger, assistant medical director 
of the Metropolitan Life Insurance Company, 
was the speaker. 

Schenectady County 

At the meeting on January 6, held in the Ellis 
Hospital Nurses Home Auditorium in Schenec- 
tady, the speaker was Dr. Merrill C. Sosman, 
professor of x-ray at Harvard Medical School ana 
a member of the Department of Roentgenology 
of the Peter Beat Brigham Hospital, Boston. 
His subject was “A Trip Through the Alimentary 
Canal with the Roentgenologist.” 

St. Lawrence County 

The last of three sessions on sulfonamide 
therapy, arranged by the Council Committee on 
Public Health and Education of the State Society 
and the New York State Department of Health, 
will be given in Ogdensburg on February 5. 

Luncheon at the Hepburn Hospital will De 
followed by this program: (1) “Treatment o 
Pneumonia,” Dr. George V. Taplin, instructor 
in medicine, University of Rochester School o 
Medicine and Dentistry; (2) “Treatment ol 
Meningitis,” Dr. A. Wihnot Jacobsen, associate 
professor and chairman of the Department oi 
Pediatrics, Buffalo University, School of M®“i' 
cine; (3) Panel Discussion (internist, pediatn- 
cian, and surgeon), Dr. G. Stuart Welch, lU' 
structor in anatomy and surgery, Albany Medical 
College. , a 

At the first session of the course on January 
Dr. K. Jefferson Thomson spoke on The Be- 
havior of Sulfonamides in the Body and prin- 
ciples for Their Use.” Dr. Leon E. Sutton ha 
as his subject “Local and Internal Use of sul- 
fonamides in Surgery." _ ., 

On January 22 the second session was neio. 
Dr. Thomas F. Laurie lectured on “Treatment 
of Genitourinary Infections in the Male ana 
Dr. James Lamont Crossley talked on “Sulfon- 
amides in Obstetrics and Gynecology.” 

Washington County 

The quarterly meeting of the society was held 
[Continued on page 278J 
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on January 13 at the Health Center in White- 
hall. Dr. K. Jefferson Thomson, associate 
physician of the Metropolitan Life Insurance 
Company Sanitorium, Mount McGregor, ad- 
dressed the meeting on “The Diagnosis and 
Treatmentof Heart Disease in Pregnant Women.” 

Westchester County 

At the regular meeting held January 20 at the 
New York Hospital, Westchester Division, 
White Plains, Dr. Max A. Goldzieher, of Brook- 
lyn, spoke on “Diagnosis and Treatment of 
Pituitary Disease.” Dr. Goldzieher was for- 
merly professor of pathology at the Royal Hun- 
garian University in Budapest. At present he 
is endocrinologist to the Gouverneur and Brook- 
lyn Woman’s hospitals. 

The regular meeting of the county society in 
February will be held on Tuesday evening, 
February 17. This will be a combined meeting 
with the Westchester Society of Gastroenterol- 


ogy. The guest speaker will be Dr. I. S. Ra' 
of Philadelphia, whose topic will be “S 
Nutritional Aspects of Surgical Patients.” 
Ravdin is the Harrison Professor of Surger 
the School of Medicine, University of F 
sylvania, and Director of the Harrison Dej 
ment of Surgical Research at the same sc 
He also serves as attending surgeon at the 
pital of the University of Pennsylvania. 
Ravdin’s paper was presented recently at 
meeting of the College of Surgeons at Bostoi 

Yates County 

Two Dundee pastors, Rev. Harvey R. K 
and Rev. Floyd Guiles, have been appoints 
the county society, through their represents 
Dr. J. P. MacDowell, to set up two comme 
first-aid centers; one at the Methodist P: 
House and the other at the Dundee Ba 
Church. These centers will minister to the n 
of air-raid victims or refugees from the surroi 
ing community. 


Deaths of New York State Physicians 


Name 

Age 

Medical School 

Date of Death 

Residence 

Bodog F. Beck 

72 

Budapest 

January 

1 

Manhattan 

Frances J. Cahill 

62 

Cornell 

January 

6 

Hoosick Falls 

Henry A. Cassebeer 

67 

P. & S. N. Y. 

December 29 

Manhattan 

Harry E. Cook 

65 

Syracuse 

January 

10 

Manhattan 

Charles T. Fowler 

58 

Syracuse 

December 29 

Dexter 

William B. Gibson 

85 

McGill 

December 30 

Huntington 

Henry J. Hunter 

73 

Baltimore 

January 

2 

Ilion 

Frederick E. McCarty 

48 

Buffalo 

January 

10 

Wellsville 

S. Arthur Morris 

51 

P. & S. N. Y 

January 

5 

Manhattan 

Arminius Neulaender 

68 

Budapest 

November 21 

Brooklyn 

Louis F. O’Neill 

66 

Albany 

January 

5 

Auburn 

Julius E. Salsbury 

86 

Eel. Cinn. 

December 30 

Cazenovia 

Fuad I. Shatara 

48 

P. & S. N. Y. 

January 

8 

Manhattan and Brool 

George A. Smith 

84 

Bellevue 

January 

6 

Garden City 

William G. Steelman 

82 

Buffalo 

January 

8 

Rochester 


Has the number of annual births in the United 
States passed its peak? Probably. It is esti- 
mated that in 1921 there were more than 2,600,- 
000 births in the United States. This was the 
year in which the postwar boom in the birth rate 
occurred. After that there was an almost con- 
tinuous decline to the year 1933, when the num- 
ber of births was 2,081,232, the lowest figure 
since the peak year, 1921. After that, the num- 
ber moved somewhat irregularly up and down 
with, on the whole, an upward tendency, leading 
to the 1940 figure of 2,353,988, the highest since 
1928. It remains to be seen whether the up- 
ward movement wall continue to a new all-time 
high. This would require an increase of about 
one quarter of a million over last year’s figure to 
match the number of births estimated for 1921. 

—Statistical Bulletin, Metropolitan Life 
Insurance Company 


Has the annual number of deaths in the Uni 
States passed its peak? We have every rea 
to hope that for many years to come the 
cessively high figure for 1918 will not be read 
again. In that influenza year the total numbe 
deaths was nearly 1,875,000. In recent }<- 
the figure has been of the order of 1,400,009, 
year 1940 being slightly in excess of 19oJ < 
1938. The lowust total of annual deaths su 
1918 was experienced in 1921, namely iA- 
000 — incidentally, in the same year that s 
our all-time highest total of annual births. 1 
growth of our population, with an mcrcas 
proportion of older persons, will in all probabu 
eventually cause a rise in the total annual dea 
beyond the figure for 1918, in spite of our grea 
improved health conditions. . 

— Statistical Bulletin, Metropolitan L 
Insurance Conipo 
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Hospital News 


Psychotherapy in the Hospital 

A/TARBLE columns, polished floors, and 
- LV - L shiny furniture may make little or no im- 
pression on the patient entering a hospital, but 
he does remember the kind and sympathetic per- 
son whom he first sees. That initial impressions 
are of incalculable aid or detriment is not debat- 
able, for the feeling incurred in a patient within 
the first hour of his hospital stay often creates his 
state of mind for many days to come. And no 
physician today belittles the importance of a 
patient's mental attitude. 

On the subject of psychotherapy in the hos- 
pital Dr. Joseph C. Doane, writing in Modem 
Hospital, has this to say: “Most hospital 
workers do not fully appreciate the profound 
effect upon the physical welfare of the sick man 
or woman made by the impressions that they 
receive through their special senses. . . . every 
sight, sound, smell, and spoken word to which 
the hospital patient is exposed causes a reaction 
in his nervous system as definite as that of the 
sensitive plant to the touch of the hand. Every 
contact with each employee produces a physio- 
chemical emotional reaction expressed in terms 
of confidence, distrust, respect, fear, or desire to 
cooperate or combat. 

“The greatest possibilities lie in educating 
all members of the institution’s personnel to a 
proper understanding of the psychology of the 
patient and his relatives. He who understands 
the workings of the mind of the sick man has 
gone a long way toward becoming an efficient 
hospital servant 

“There are only a few drugs that are wholly 
specific for any disease, but every patient re- 
sponds in some degree to good psychother- 
apy Just as no doctor can be classed as 

being highly skilled who does not practice psy- 
chotherapy effectively in his day’s work, so no 
hospital can render its best service unless it in- 
sists on protecting the nervous systems of its 
patients.” 

The author says that discussing the prognosis 
and progress of disease or describing operative or 
postmortem findings of other patients in the 
presence of a sick man is little less than mental 
cruelty. He lists other barbarous practices 
such as carrying on painful dressings within the 
hearing of patients; allowing weeping relatives 
of a dying patient to be in the plain view and 
hearing of those who are ill; being inconsiderate 
of the patient who has had a spinal anesthesia by 
makingunnecessary noise in the operating room. 

Dr. Doane concludes that the only remedy is 
to choose hospital workers for their culture and 
fineness of psychic and ethical fiber .... and to 
weed out the crude and the thoughtless. 


States may be protected as far as possible 
against dangers of enemy action, the Office of 
Civilian Defense again urges all general hospitals 
to establish emergency medical field units in 
accordance with plans outlined in Medical Divi- 
sion Bulletins 1 and 2. These bulletins are 
available for distribution through state defense 
councils and regional offices of civilian defense. 

“Equipment for the field units should be as- 
sembled immediately by hospitals from their 
own reserves, and their field units should be 
drilled weekly. Where necessary, reserve field 
units also should be organized with medical, 
nursing, and trained volunteer personnel derived 
from the community to supplement regular 
field units.” 

George Baehr, M.D., 
Chief Medical Officer, 
Office of Civilian Defense 


Newsy Notes 

The entire staff of New Rochelle Hospital, 
including approximately 500 doctors, nurses, 
office workers, and all hired help, will be photo- 
graphed, fingerprinted, and sworn to oaths of 
allegiance as part of New Rochelle’s defense 
effort. , 

The step is taken, Superintendent Austin J. 
Shoneke said, to prevent any possible employ- 
ment of “fifth columnists” at the hospital and 
to aid in organizing the hospital into a complete 
defense unit. 


Dr. Arthur E. Soper, of Brentwood, has been 
named superintendent of the Kings Park ot3te 
Hospital. The appointment became effective 
January 15, according to an announcement by 
the New York State Department of Mental 
Hygiene. Dr. Soper has been first assistant on 
the staff of the Pilgrim State Hospital since Apnl, 
1932. 


General Hospitals Again Urged to 
Establish Emergency Field Units 

T HE war in which we are engaged has, more 
than any war in the history of the world, 
brought injury and death to the civilian popula- 
tion In order that the people of the United 


Thomas S. McLane, president of the board 
of trustees of Roosevelt Hospital, has maae 
public a letter from President Franklin D. Roose- 
velt congratulating the hospital on the comple- 
tion of its S1,000,000 building at 428 West, 
Fifty-ninth Street. The President’s letter ioi- 

“I am glad to know that the Roosevelt Hos- 
pital will increase its facilities by opening a new 
building on January 8. As I cannot be present 
in person, I am glad to offer a word of congratula- 
tion and greeting to all those friends and sup- 
porters whose labors are thus brought to a happy 
completion. 

“The Roosevelt Hospital has rendered splen- 
did service to the community since its establish- 
ment, and with enlarged quarters I trust it will 
be able to extend its ministrations to an ever 
increasing clientele. 

[Continued on pass 282] 
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HOSPITAL NEWS 


[N. Y. State J. M. 


[Continued from page 280 J 

“My best wishes for the continued success 
of this noble work. 

“Very sincerely yours, 
Franklin D. Roosevelt’' 


Dr. Joseph B. Boland, of Troy, has been ap- 
pointed director of a newly established Tumor 
Clinic at Mercy Hospital, Buffalo. Dr. Boland 
assumed his new duties January 1. 

For the past six months Dr. Boland has been 
directing the Pathology Laboratory at Mercy 
Hospital and has been doing research work in 
association wit it the New York State Cancer In- 
stitute at Buffalo. 


“Information Please” is the name of a booklet 
for patients of United Hospital in Port Chester. 
It tells briefly the story of the workings of the 
hospital, together with rules and rates, explain- 
ing the reason why a public hospital can seldom 
meet its expenses out of the fees paid by the 
patients. It is a well-planned booklet and should 
help greatly in gaining the cooperation of the 
patient. 


According to the New York Herald Tribune, 
January 15, Dr. Willard C. Bappleye, Commis- 
sioner of Hospitals in New York, has disclosed 
that city-supported hospitals expect 150 of their 
858 interns to be called between now and 
July. 


Dr. David Edwards, of East Hampton, was 
elected president of the Medical Board at South- 
ampton Hospital to succeed the late Dr. Joseph 
S. Wheelwright at a meeting of that board held 
recently at Southampton. 


The staff of the Veterans’ Hospital [Canan- 
daigua] is trained and organized to render aid 
to the city at large in the event of a gas attack, 
Dr. Hans Hansen, manager, recently revealed 
at a meeting where he discussed various phases 
of chemical warfare. 

Doctors, nurses, and attendants, trained in 
their respective specialties, are in readiness 
should Canandaigua fall victim to enemy gas 
bombing, he said, as he pointed out that citizens 
at large should know something of gas to elimi- 
nate mystery and worry and should know what to 
do in that emergency. Dr. Hansen had con- 
siderable experience during the World War in 
chemical warfare, and his review is timely and 
educational. 


The hit. Morris Tuberculosis Hospital 
School, commonly known as Murray Hill 
School, is the only hospital in the state which 
provides patients an opportunity to get a com- 
plete high school education, leading to_ gradua- 
tion within the institution. Last June it gradu- 
ated 11 students and looks forward to a com- 
mencement group of 23 for June, 1942. 

The school was begun in October, 1939, at the 
direction of Dr. N. Stanley Lincoln, superin- 
tendent of the hospital that serves Livingston, 
Steuben, Wyoming, Ontario, Allegany, Genesee, 
and Orleans counties in western New York. 
The school program is under the direction of 
James P. Morris, Hornell. He has had the aid 
of teachers, who are patients, together with ex- 
cellent cooperation of thirty-five high schools 
and the State Department of Education at 
Albany. 


Ten physicians of the junior and senior staffs 
of St. Joseph’s Hospital in Elmira have adopted a 
schedule under which they take turns sleeping 
in at the hospital to relieve the institution’s 
lone intern and provide “safe coverage. 


The Rochester Hospital Council has an- 
nounced an increase of approximately 10 per 
cent in private and semiprivate room rates for the 
hospitals in that locality. 

At the same time, Wilbur G. Woodams, the 
council’s managing director, said the Rochester 
Hospital Service Corporation and other insur- 
ance groups wall be asked to grant corresponding 
increases in contributions under their contracts. 


The Clinical Society of the Bcth-El Hospital, 
Brooklyn, announces the first lecture of the 
Maimonides Series, “Clinical Significance of the 
Adrenal Glands," by Dr. Julius M. Row®, 
professor of endocrinology, University of Pitts- 
burgh School of Medicine, on February 26 at 
9:00 p.m. 


“While New York State has only 10 per cent 
of the entire population of the United States, 
it has 15.4 per cent or 46,332 out of a total o 
300,000 actively practicing registered nurses m 
the country," according to the monthly report 
of the Department of Health on defense activi- 


ties. ■ j 

“About 16,000 registered nurse licenses haa 
been issued in the state prior to 1918- , Vj, 
of 97,000 such licenses have been issued to oai ■ 
Of the students graduating each year from reco,,- 
nized schools of nursing, 10.4 per cent are no 
New York State. n0 <, 

“On Armistice Day in 1918 there were 
nurses in active military service. From tn 
figures it would seem evident that New 1 ora 
a large reserve of nursing power. Some ot t 
factors relating to the ‘shortage of nurses.,, 
concerned with the problems of district! 
and willingness of nurses to accept P 0Sltl( lPr . 
the places where there is need.” — Defense U J 


The American Nurses’ Association repor 
last month that nursing schools tkroug 1 *® 
the United States have admitted 42,000 ne 
students in the last five months. The S 03 , 
50,000 nen r student nurses set last summer jo 
Dr. Thomas Parran will probably be met B) 
spring. 



INDEX TO ADVERTISERS 
AND 

ADVERTISED PRODUCTS 

Biological and Pharmaceutical 


iphojel (Wyeth) 271 

jyrol (Barnes) 275 

:obarb (Jenkins) 19S 

ralgan (Doho) 283 

ozedrine Sulfate (Smith) 2nd Cover 

zon (Nutrition) 211 

won (Wyeth) 205 

)od Grouping Sera (Lederle) 194 

hnitol (Leeming) 203 

macton (Cavendish) 202 

tro-Thiocol (Hoffman-La Roche) 193 

initest (Effervescent) 206 

it-Tar (Doak) 283 

bdr Bromaurate (Gold) 208 

madophysin (Searle) 279 

oromex (Holland-Rantos) 273 

MprontosLl (Winthrop) 281 

•tho-Gynol (Ortho) 288 

itrogalar (Petrogalar) 212 

llfadiazine (Squibb) 201 

dfanilamide (Merck) 197 

hantis Lozenges (Hynson) 204 

hesodate (Brewer) 200 

heelin (Parke, Davis) 209 

anmer Company 287 

Medical and Surgical Equipment 

rthopedic Shoes (Pediforme) 208 

•itter Equipment Co 204 

Dietary Foods 

-anned Foods (American Can) 207 

lextri-Maltose (Mead Johnson) 4th Cover 

ilalted. Milk (Horlick’s) 199 

Jaltev (Maltex Co.) 20S 

Ivaltine (Wander) 210 

Miscellaneous 

cigarettes (Camels) 195 

cigarettes (P. Morris) 277 

iVhiskey (Carstairs) 3rd Cover 


COT-TAR 

PIX-LITHANTHRACIS 5 % 


■ in ecze^ a 

. aw aot^ e .f a b\e 
, s vO- ta 

TV«** a ^ cU \at\y 
^dteP' s 6CZe ^ -nn-P* eUtV5 






tat- . , vratet ° T 


< ; 

■wife 




DOAK CO..INC 

CLEVELAND, OHIO 


EFFECT! UE THERflPV 

IN 

O/ld^ydledict 

Requires Analgesia 
Bacteriostasis, and 
Dehydration of the Tissues. 


C7 



5 cm 


THE DOHO CHEMICAL CORPORATION 

New York - Montreal - London 


Say you saw it in U»« NEW YORE STATE JOURNAL OF MEDICINE 


Woman’s Auxiliary 

To the Medical Society of the State of New York 


"THE executive board meeting will be held in 
Albany at the De Witt Clinton Hotel on Feb- 
ruary IS and 17. Following the dinner at the 
hotel on Monday evening there will be a visit to 
the legislature. On Tuesday at 9:30 a.m. the 
Executive Board will meet. They will recess at 
, 0 clock for luncheon and resume at 1-30 
o clock. Let us make this a 100 per cent 
attendance. Keep the Convention dates 
mind— April 27, 28, 29, and 30, 1942. 


in 


County News 

Albany. The project for the year will be to 
present two Gatch beds to the Hospital for In- 
curables at Kenwood Heights. 

Fulton. Donations were made for thiee 
worthy causes: S5.00 to the Fulton County 
Society for Christmas seals, S15 to the 
Ked Cross Emergency Fund, and S5.00 for the 
Fulton County Children’s Committee’s Christ- 
mas Fund. A resolution was adopted offering 
the services of the entire group to the Defense 
Council. 

Nassau. A combined medical society and 
auxiliary meeting will be held on February 24 
at the Cathedral House at 9:00 p.m. The 
speaker is to be Dr. Richard Brickner. 

Onondaga. Fifty members were present at 


the last meeting and heard Mrs. Ramona Baxter 
Bowden review several current New York plays. 
Mrs. Joseph R. Wiseman and Mrs. H. 0. Brust 
presided at the tea table. 

Queens. The last meeting of the auxiliary 
was held in the Medical Society building, with 
Mrs. William Godfrey presiding. The new 
members of the board were introduced. Three 
thousand hours of Red Cross work were credited 
to the auxiliary; a Red Cross Unit mil be 
formed in February. Starting on February 10 
a series of bridge parties will be held on the 
second Tuesday of each month. 

Rensselaer. Congratulations to the newly 
elected president, Mrs. Eugene F. Connally. 

Suffolk. The press and publicity chairman 
reports that a joint dinner was held with the 
doctors, the county being hostess to the other 
counties. Dr. Samuel J. Kopetzky, president 
of the New York State Medical Society; Dr. 
Joseph S. Lawrence, executive officer of the 
State Society; Dr. Luvia M. Willard, chairman 
of the American Woman’s Hospital Reserve 
Corps, Jamaica, New York; and Mrs. George B. 
Adams, our own president of the New York 
State Woman’s Auxiliary, were speakers at this 
meeting. 


FARM AND HOME WEEK— CORNELL UNIVERSITY 


Farm and Home Week will be observed at the 
College of Home Economics, Cornell University, 
Ithaca, February 9 to 13. The State Depart- 
ment of Health has been invited to participate 
and through its Division of Public Health Educa- 
tion has arranged the following program: 

Tuesday, February 10, 10:00 a.m.— The Chair- 
man is Dr. Dean Franklin Smiley, medical 
advisor, Cornell University. A symposium, 
“How. Can We Make the Most of the School 
Examination?” will be given by Dr. J. G. Fred 
Hiss, Medical Society of the State of New York; 
Marie E. Swanson, R.N., supervisor of school 
nurses, State Education Department; and Dr. 
Robert Broad, health officer and school physi- 
cian, Ithaca. 

3:00 P.M. — "Diseases and Disease Conditions 
Caused by Poor Diets,” by Dr. Raymond D. 
Fear, district health officer, Ithaca. 

Wednesday, February' 11, 10:00 a.m. — ‘‘The 
Nation’s Treasure,” by Dr. Elizabeth M. 
Gardiner, director, Division of Maternity, In- 
fancy and Child Hygiene, State Department of 
Health. 


11:00 a.m.— “What Is Wrong With Your 
Teeth?” by Dr. A. B. Dusinberre, Ithaca. 

Thursday, February 12, 9:00 a.m. — “Personal 
Adjustment in the Middle Years,” by Dr. Helen 
D. Bull, professor of home economics, Cornell 
University. 

11:00 a.m. — “How the Public Health Nurse 
Protects the Rural Home,” by Mary E. Don- 
nelly, R.N., district supervising nurse, Ithaca. 

Friday, February 13, 11:00 a.m. — “Health of the 
Family on the Farm," by Assemblyman Lee B. 
Mailler, chairman, New York State Health 
Preparedness Commission, Albany. 

12:00 m. — "Symptoms of Cancer,” by Dr. 
Louis C. Kress, director, Division of Cancer 
Control, State Department of Health. 

A health education center will be set up in 
Room 266 of the College of Home Economics. 
Materials for use in community health education 
programs will be shown and a daily consultation 
service null be offered. 


A physician is an unfortunate gentleman who 
is every day called upon to perform a mir- 


acle — namely, to reconcile intemperance with 
health. — VoUawe 
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Editorial 

We Are All in It Now 


As this issue of the Journal appears, 
the registration of all male citizens be- 
tween the ages of 20 and 45 is taking place 
in the United States. This will affect 
even members of Local Draft Boards 
themselves who are under 45 years of age, 
as well as many thousands of physicians. 
All male physicians in this category. are 
liable for military service and those who 
do not hold commissions are subject to 
induction under the Selective Service Act. 

Every physician in this age group has 
been or will be asked to enroll with the 
Procurement and Assignment Service. 
He will thereby be certified for a position 
commensurate with his professional train- 
ing and experience as requisitions are 
placed with the Procurement and Assign- 
ment Service by military and other gov- 
ernmental agencies requiring the assist- 
ance of those who must be dislocated for 
the duration of the national emergency. 
Civilian hospital staff services and civilian 
defense medical service will also be allo- 
cated among the medical profession from 
the P. and A. Service. 

No other category of professional men 
to our knowledge has available the assist- 
ance which the Procurement and Assign- 
ment Service affords to medical men for 
the first time in this war. To facilitate 
the operation of the P, and A. Service, 
'Dr. Arthur W. Booth, of Elmira, New 


York, has been designated as chairman 
of the P. and A. Service for the Second 
Corps Area and Colonel Samuel J. Ko- 
petzky, M.C., as chairman for the State 
of New York, with temporary headquar- 
ters in New York City at 292 Madison 
Avenue. 

The Selective Sendee Law embraces a 
larger group than the one now registering— 
namely, those above the 45-year-old level. 
Under the law these will be required to 
register at a later date, be subject to the 
same rule as is now being applied to those 
below the 45-year-old level. 

It may interest our members to know 
that the maximal age for an original ap- 
pointment in the Army is 55 years. The 
maximal age for original appointment in 
the Naval Reserve is 50 years. 

It must be obvious to all that the cri- 
teria for deferment from military service 
of physicians with dependents cannot be 
the same as for the layman of the same age 
having the same number of dependents. 
The doctor has the prospect of being a 
commissioned officer and his dependents 
can be supported on an officer’s pay. 

It must also be obvious from the above 
that only the physically disabled will be 
deferred. These, too, probably will be 
used by the government in other than 
military categories. 

Yes, we are all in it now. 
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Advanced First Aid 


In this issue of the Journal will be 
found on page 355 special articles on 
emergency care of wounds, hemorrhage, 
and shock, transportation of fractures, 
abdominal injuries, head and chest 
wounds, and burns. In these days when 
nearly all physicians are instructing in 
first-aid classes or teaching advanced first 
aid, these articles by L. M. Thompson, 
M.D., Robert H. Kennedy, M.D., and 
Frederic W. Bancroft, M.D., delivered 
at The New York Academy of Medicine 
by arrangement with the Medical Society 
of the County of New York at the instiga- 
tion of Dr. Condict W. Cutler, Jr., chief 
of Emergency Medical Service, Manhat- 
tan, should have great interest and in- 
structional value. 

The manner in which war is waged to- 
day is vastly different from that of previ- 
ous wars. In the realization that our 
country has now embarked upon a vast 
program of offense and defense, the medi- 
cal aspects of war assume an important 
place in the minds of civilian physicians 
who will be called upon to bear the brunt 


of the work. We shall use every means 
available to keep the physicians of this 
state informed of current war medicine 
and surgery. In this war every one must 
serve in some capacity. 

Information concerning chemical (gas) 
warfare does not seem to be available 
so far to the physicians of the state in 
compact form. We are therefore the 
more fortunate to be able to present in 
this issue on page 350, a condensed, but 
highly informative special article on this 
subject by Dr. W. J. McConnell, assist- 
ant medical director of the Industrial 
Hygiene Laboratory of the Metropolitan 
Life Insurance Company. 

Doubtless, in time, the Office of Civil- 
ian Defense will distribute generally its 
booklet Protection Against Gas, prepared 
by the War Department in December, 
1941. In the meantime, every physician 
in the state who keeps handy this issue of 
the Journal will have available for his 
own information or for the instruction of 
others essential information on this sub- 
ject. 


Medical Licensure Examinations 


On January 16, 1942, according to ad- 
vices reaching us from Albany, the State 
Board of Regents ratified the action of 
the commissioner, Dr. Ernest E. Cole, 
who suspended a requirement relating to 
medical licensure examinations. 

Apparently, Dr. J. Hillis Miller, “asso- 
ciate commissioner in charge of higher 
education, had suggested to Dr. Cole,” 
according to the Albany Times Union of 
January 17, 1942, “the temporary abro- 
gation” of the licensing rule to “make it 
possible for a number of individuals 
trained in medicine to become more read- 
ily available for defense activities with the 
armed forces, or among civilians.” 

The requirement relating to medical 


licensure examinations which Dr. Cole 
suspended and which suspension the State 
Board of Regents ratified is apparently 
that one having reference to licensing 
examinations: special requirements, (a) 
Medicine, 1 approved December 20, 1935, 
and amended May 20, 1938, and January 
19, 1940. The section provides in part 
that: “The examination shall be held 
three times each year at times and places 
that shall be determined by the Commis- 
sioner. Application shall be filed with the 
Department not less than fifteen days be- 
fore the examination. The subjects of 
the examination shall be : 

* Handbook No. 9, University of the State of New 
York, June, 1941, pp. 13-14. 
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Group 1 — Anatomy; physiology; chem- 
istry. 

Group 2 — Hygiene; surgery; obstetrics 
and gynecology; pathology; 
bacteriology; diagnosis. 

“A candidate who fails in more than 
one subject in either group shall be re- 
examined in the entire group. 

“A candidate may be conditioned in one 
subject of each group and may remove 
these conditions at any other subsequent 
examination. Any candidate who has 
written three examinations, except ex- 
aminations for the removal of conditions, 
and who, after the third examination, 
has failures in at least two subjects in either 
group, shall not be eligible for re-examina- 
tion for a period of one year ” 2 

A correspondent, commenting upon 
this action of Commissioner Cole writes: 
“. ... the Regents on last Friday sus- 
pended this requirement of waiting a year 
and will hereafter .... permit applicants 
to continue to repeat their attempts any 
time an examination is set ... - until they 

finally pass It is really conceivable 

that those with little knowledge could pre- 
pare themselves in one or two subjects, 
enter an examination, pass those and fail 
all the others, and then for the next ex- 
amination prepare themselves in one or 
two more subjects and thus, finally, 

achieve their goal In my opinion, 

this action very definitely lowers the 
standard of medical education ” 

Our correspondent’s opinion is, of 
course, his own. The whole question of 
medical licensure in this state is naturally 
of vital importance to the entire profes- 
sion. When changes in licensing provi- 
sions are made, it affects in one way or 
another every physician. 

Dr. J. Hillis Miller at whose sugges- 

! Italics otirs — Editor, 


tion, according to the Albany Times 
Union, 2 the change was made is not a 
physician. He is an M.A., Ph.D., 
Litt. D. 

Dr. Ernest E. Cole is not a physician. 
He is an LL.B., Pd.D., LL.D. 

The Board of Regents which ratified 
the action of the Commissioner consists of 
twelve members of whom one only, Dr. 
Grant C. Madill, is a physician. 

That the change in the requirements re- 
lating to medical licensure may have a 
profound effect upon the practice of medi- 
cine in the state is evident. That the 
change has been proposed, accomplished, 
and ratified by an official group compris- 
ing only one physician will raise the 
question in the mind of every physician 
whether the health interest of the public 
has been adequately considered. We 
note that Dr. Miller suggested the 
change to Dr. Cole on the ground that it 
would make it possible for a number of 
individuals trained in medicine to become 
more readily available for defense activi- 
ties with the armed forces or among 
civilians. 

Our interest naturally is not primarily 
with the “number of individuals” but 
concentrates on the phrase “trained in 
medicine.” How well trained in medicine 
is this “number of individuals” for whom 
it becomes necessary to abrogate certain 
licensing provisions in order that they 
may enter into the practice of medicine 
and surgery in the State of New York? 

Are we really so short of competently 
trained physicians, licensed in the usual 
manner, as to make this necessary? The 
medical profession is profoundly inter- 
ested, being concerned with the quality, 
as well as the quantity, of medical service 
in the state. 

1 Albany Time* Union , Jan. 17, 1942. 
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Straight Thinking 


In his inaugural address to the Medical 
Society of the County of New York, Dr. 
Maximilian Ramirez, on January 26, 
1942, said, in part: 

“The first matter I wish to discuss is the 
protection of our fellow doctors who have been 
or may be called to the colors. Many of them, 
especially the older men, in entering upon 
active duty with the armed forces of our coun- 
try, will in their patriotism leave lucrative 
practices built up by years of constant service. 
They need to be protected lest the hard-won 
fruit of years be snatched from them in their 
absence by men who either do not share their 
patriotism or, being ineligible for active serv- 
ice and remaining at home, will proceed to 
plow in another’s field and batten on what 
should be another’s harvest. The solution of 
this problem is not easy. I ask that you give 
it careful thought so that we may promptly ar- 
rive at a satisfactory decision." 

We feel that this matter is indeed one 
calling for serious and conscientious 
study. Particularly is this true in view 
of the fact that at this time men between 
20 and 45 years of age are being called. 
The situation and problems of physicians 
in the age group 35 to 45 is particularly 
grave because of their usually heavy com- 
mitments with respect to real estate, in- 
surance, and dependents. It is, we be- 
lieve, a problem that each locality and 
each county society will have to consider 
and solve as best it can, locally. Cer- 
tainly, as Dr. Ramirez remarks, it is a 
question now calling for prompt action. 

“A word here about women physicians. 
They have attained an enviable and honored 
position in the medical profession and can 
make contributions of real value to our county 
society. In the last World War they did 
valiant work, and they are not wanting in our 
present crisis. It seems proper then to invite 
and encourage them to take a more active 
part in the affairs of their county society. Our 
women physicians have long complained, and 
with justice, of the segregation policy adopted 
against them, particularly by the hospitals. 
This would be a challenge in normal times but 
is an exacting challenge today. Every doc- 
tor, man or woman, will be needed in the hard 
days that lie ahead. Moreover, in the event 


that the drain on hospitals becomes acute be- 
cause of current military needs, hospitals 
would act wisely to rearrange their facilities so 
that women doctors can replace the men as in- 
terns and residents, and thus allow the hos- 
pitals to continue to adequately serve civilian 
medical needs. We must no longer make 
our women doctors feel that they are unwel- 
come intruders into the profession.” 

Many will have read the letter by Dr. 
Emily D. Barringer, president, American 
Medical Women’s Association, which ap- 
peared in the January 15, 1942, issue of 
the Journal. In it she asks why women 
physicians are ineligible to the Medical 
Reserve Corps, “at a time when there is 
an advertised shortage of physicians in 
the Medical Reserve Corps of between 
1,000 and 2,000?” 

Without entering into the merits of her 
argument, it would seem to us that the 
probable shortage in civilian physician 
personnel will be far greater than that of 
the Medical Reserve Corps and that, as 
Dr. Ramirez sensibly suggests, “eveiy 
doctor, man or woman, will be needed in 
the hard days ahead." In his address 
before the New York County Medical 
Society, Mr. Paul V. McNutt, Federal 
Security Administrator, said: “The Pro- 
curement and Assignment Service has ex- 
pressed the desirability of retaining in es- 
sential positions those physicians, den- 
tists, and veterinarians over the age of 
45, women physicians, and those under 
the age of 45 whose physical qualifications 
do not meet the standards for commission 
in the military services.” 

Hospitals would indeed do wisely we 
feel to rearrange their facilities so that 
women doctors can replace men as interns 
and residents; it seems merely logical. 

Of South America and its physicians 
there is a most pertinent comment. 

“May I ask you now to turn from internal 
and local problems to a rare opportunity 
which is at hand to encourage better rela- 
tionship with our South American friends both 
medical and lay? This opportunity awaits 
all the United States, but particularly New 
York. I say New York in particular because 
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it is tbe largest and most thickly populated 
city in the country and should have the best 
hospital and teaching facilities to offer to our 

visitors from South America With 

all our hospitals, with all our teaching institu- 
tions, our postgraduate instruction is compara- 
tively poorly organized, and the average doc- 
tor arriving in New York is often at an utter 
loss as to where to go or to whom to go for ad- 
vice and instruction. He may enroll for a 
course at some hospital or other institution 
that advertises postgraduate courses. What 
then? He is often required to enlist for a 
time entirely too long for the average physician 
who does not want to go through his entire 
medical school training again. He wants 
merely to learn some of the things that we 
here in New York with our vast population 
and exceptional opportunities may know 
about, and may be able to give to him, so that 
he will return to South America with much 
additional up-to-date medical knowledge. 
Moreover, he is required to pay an extremely 
high fee, for we do not realize that the rate of 
exchange between this country and many of 
the South American countries is such that 
the fee which we charge for a six weeks’ 
course may be more than is charged at their 
home for an entire four- or six-year course of 
instruction.” 

While this suggestion applies to the 
medical facilities of New York City 
principally, the matter is one which de- 
serves immediate consideration in view of 
the diplomatic conference now being held 
in South America as a result of which 


Runyon on 

In the column conducted by Damon Run- 
yon 1 entitled the “Brighter Side," there ap- 
pears an opening sentence: “The next time 
you see your doctor, feel sorry for him. He 
is the most neglected of all citizens, though 
no one will deny that he is the most valuable.” 
Mr. Runyon continues in his exposition of 
what is not done for the physician. The doc- 
tor is the one individual whose services are 
available at all times regardless of economic 
sacrifice. With regard to his future, there is 
no provision made for him or his family in the 
program of Social Security. 

What is ordinarily considered by the laity 

1 Runyon, D.: Daily Mirror, October 13, 1941. 


many countries there have severed rela- 
tionships with Europe. We have a re- 
sponsibility in this severance which goes 
beyond a mere Pan-American war alli- 
ance. 

Finally, “We place ourselves, our medical 
knowledge, our experience, our skill, and all 
our resources at the disposal of our President, 
the Commander-in-Chief of our Armed Forces. 
In him we place our full trust; and it is for 
him, not for us, to decide when and how we 
shall serve. I would counsel strongly against 
all attempts to form small groups for various 
and sundry minor emergencies that fall within 
the framework of the one, great, all-out emer- 
gency. There are and will be inadequacies, 
gaps and shortages, but individual attempts to 
fill in such open spaces may in the long run 
seriously impede progress. Self must be in- 
exorably subordinated to the whole and we 
must all be satisfied to sacrifice individual 
recognition and act as a united whole. We 
must guard against emotionalism and mis- 
guided individual enthusiasm. 

“But while professing our complete patri- 
otism, we bluntly caution the federal, state, 
and city governments and all privately spon- 
sored movements that though they can count 
on every bit of assistance and cooperation 
from the medical profession that is required 
by our government during this grave emer- 
gency, we shall be quick to detect any attempt 
to saddle tbe profession with changes in our 
present form of practice under the pretext of 
national emergency.” 


the Doctor 

as Organized Medicine in no way corresponds 
to unionization. Banded together as doc- 
tors are to protect the welfare of the public 
against exploitation and charlatanism, they 
would vote unanimously against any “strike” 
even though it might affect their economic 
well-being. 

We cannot improve upon Runyon’s com- 
ments. “We can just imagine the stir an 
organization of that nature would create 
throughout the land. There would be a 
great outcry, indeed, if the doctors decided 
they needed a union to better the conditions 
of their profession, say with reference to 
hours and compensation and pensions and 
working conditions in hospitals and elsewhere 
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and to regulate the amount of service they 
render the public free of charge and to bring 
about a little more promptness in the settle- 
ment of bills among patients able to pay. It 
would be quite a spectacle to see a committee 
of distinguished union doctors picketing the 
premises of some notorious nonpayer of 
medical fees.” 

The doctor, a member of Organized Medi- 


cine, seeks no security through his member- 
ship. It seems silly, but his affiliation with 
Organized Medicine represents his desire to 
fulfill to the utmost his obligation to so- 
ciety. We earnestly hope that Damon Run- 
yon represents the forerunner of the host 
of patients who vocally will support the con- 
tinuation of the American system of medical 
practice. 


Lest W 

The remarkable advance in the treatment of 
medical and surgical disease has exceeded all 
expectations of the medical profession. What 
has been accomplished in the short space of 
two decades has resulted in the further relief 
of suffering and the prolongation of life ex- 
pectancy. 

Chemotherapy, particularly the use of the 
sulfonamide products, has eradicated the 
threat of hitherto incapacitating and some- 
times fatal disease. The complications of 
gonorrhea in the male have been reduced so 
materially by the use of this chemical that 
the crippling results of neisserian arthritis 
are becoming less and less evident. The 
meningitis following nasal and otitic infec- 
tions, which were, in the past, attended with a 
mortality of almost 100 per cent, now no 
longer hold out a fatal prognosis. 

Serum and vaccines, too, have been effica- 
cious in the irradication of diphtheria, tetanus, 

Our 

The demand for nurses in our defense pro- 
gram has caused both the Army and Navy to 
issue urgent appeals for enlistment in this 
branch of the Medical Corps. The young 
ladies are commissioned and hold rank equal 
to a second lieutenancy, and when all ex- 
penses are deducted they are left with S70 
free and clear. 

The pay for nurses, which can be considered 
as an average throughout the country, is S80 
a month and full keep for institutional work. 
Those who live outside of the nurses' home 
are given a few dollars more per month. 
The various positions now open for nurses in 
the industrial field have increased materially. 
Furthermore, their skilled training has en- 
abled many of them to fill successfully factory 
and machine jobs that pay them compara- 
tively high wages. 


; Forget 

and typhoid, and there is a promise that 
scarlet fever and pertussis may be eliminated 
by the use of these agents. Certainly in per- 
tussis, the Sauer vaccine has proved its value 
in contracting the course of the disease and in 
the lessening of complications. 

With this rapid advance in specific therapy 
it is too easy to overlook the importance of 
symptomatic treatment. Sedation is still 
important for the patient’s comfort. The 
intrinsic role of the opiates seems to be lost 
to our novitiates in medicine. The cold 
pack, the ice cap to the head, and the hot- 
water bottle have been relegated to the nurse. 
We could go on enumerating many other 
therapeutic aids that are all too familiar to 
the so-called “horse and buggy” doctor. They 
still merit substance in the practice of medi- 
cine, and creditably so. Those of us who 
treated the wounded in World War I know 
how much was accomplished by giving a 
wounded soldier a cigarette. 


Nurses 

The scarcity of nurses for hospital work is 
now becoming an acute problem. The lure 
of higher paid jobs is depleting our wards of 
highly trained nursing aid. Eeplacement is 
not easy, and our married nurses are either 
not too willing or cannot assume obligations 
outside of their own households. They may 
(and they can always be depended upon) be 
induced to help out during a temporary 
shortage in the hospital that gave them their 
training. They will not, however, continue 
this indefinitely. 

If we are to keep our nurses whom we have 
trained for special service in the community 
that the hospital serves, we must be prepared 
to meet financially all inducements that other 
fields offer. Our girls would much rather 
stay with us; they know us and like to work 
with us. But $25 a month more on the pay 
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check is an almost insurmountable handicap. 
It is our opinion that some raise in pay, no 
matter how small, will keep our nurses happy 
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m the positions we have created for them. 
Hospitals, and physicians also, must give this 
problem serious consideration. 


To the Editor: 

® mily D - Barringer has writ- 
ten a letter to the men physicians of New York 
ritate, which was published in your number 
requesting them to write to 
the heads of the Military Services urging the ap- 
pointment of women physicians to active service 
m the Army and Navy, I think we are entitled to 
asK tne women physicians a few questions. 

Are they aware that a considerable part of the 
duties of a Medical Officer in the Sendees com 
th ? inspection of the men for venereal 
disease and the treatment of such disease when 
.Are they ambitious to assume tffis 

dipii ivill d - lf S ?i do they imagine that the sol- 
diers will enjoy their ministrations? 

Or do they expect to be a privileged and more 
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or less ornamental part of the Army and Navy 
protected and coddled, while the men phyririSs 
perform the hard and disagreeable jobs? 
it . e mobility of the services personnel and 
their at least theoretical ability to perform anv 
duty to which they might be assigned, is an es- 
sential requirement, especially in time of actual 
warfare. Also the matter of accommodation in 
quarters would present some pretty problems 

thJ f \ Sh ° uld a PP recia te an answer to some of 
the above suggested questions before we go all 

the &nricL aPP ° 4 ° f W ° men Physicians to 

Yours fratemallj-, 

T , p , E t ; C ' McCulloch, M.D. 

Lt. Col., U. S. Army, M.C., Retired 

January 23, 1942 


To the Editor: 

r <= to , the lette ? of Lt - Col. E. C. Mc- 
lnn!ui h ’ •¥' f; Army, retired, I would say that I 
consider it of the utmost importance to get down 
to a discussion of any possible basic reasons why 
Sf 11 Physicians should not be eligible for the 
Medica 1 Reserve Corps of the United States 
Navy and h? has frankly stated where 
ne sees the greatest difficulty — namely, in con- 
nection with the venereal disuses. 

.„Y‘. re answering this question I wish to draw 
attentmn to the fact that I am referring to the 
Corps 3 Reserve Corps and not the Medical 

Quoting from (35 StaL 66) April 23j lg0S; 

An act to increase the efficiency of the Medical 
stnF 31 ^??^ r of , the United States Army" it 
PnFFf r at for the purpose of securing a Reserve 
Y°IPs of Medical Officers available for Military 
S3 1 n, President of the United States is 
authorized,” etc. This Medical Reserve Corps, 
in n un .Utand it, is made up of physicians who 
in peace time do civilian practice, and after the 
£ a “? nal em ergency return to ciril practice, 
furthermore, I understand that the Medical 
tteseiye is divided into two classes. The Volun- 
... Oeneral Reserve Officers are doctors under 
«n? a f5 f “- ge w h° are eligible to perform aU the 
d V; tle ? of tke regular Medical Officers; 
i who have recently graduated may join 
this group with rank of Lieutenant. Then there 
are the Volunteer Specialist Reserve Officers 
Sn,Y a r < V md .® r years of age and who have 
/at’ng- They are given rank up to 
eutenant Commander depending on their ex- 
Pe lence and age. The specialties represented 


are Surgery, Orthopedics, Ophthalmology Oto- 
laryngology, Radiology, Internal ARdkiim 
Neuropsychiatry, Urology, and Pathology. ’ 
Ihis Nation is facing the most devastating 
war of its entire history. It has been widF?? 

advertised throughout the land that therein 
acute shortage of doctors. Have we been mf^ 
informed on this point or is it so? Where and 

t° = T? Ca m, the pa ‘ notl ? w nlna n physician riveter 

The vast majority of women physicians 
will find themselves doing civilian practice or 
home defense work. But there are a 
number who are eligible for the Medical R 6 e™ra 

want* 1 m ffiYYth h , ealtll > ? re unattached, and 
want to find themselves with proper military 
rating. Again the majority of these women am 
plying would come in the snecialists’ k? P* 
Would this group of specialists be called uvon'tn 
examine a lot of young fellows who may Jr mav 
not have contracted venereal disease? A^dY^ 
in answenng Dr. McCulloch I feel that h, S’ 
lem of venereal diseases does not affV * 16 
a group as he implies and is mobablv cY £*»? 
to fcVotae,, Genera] 

countiy. While it is tn hr» h l ~ e j? s ane Pt the 

* w ““ » on “essapzsis &! 
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if she must treat venereal disease, let her go to it 
and take it in her stride. 

As to the question, _ “do they imagine the sol- 
diers will enjoy their ministrations?' 1 I can 
answer how I believe they will react, based on 
my own personal experience. In 1902 I found 
myself in a unique position as being the first 
woman intern appointed on a general mixed 
service in a city hospital with a heavy ambulance 
service (Gouvemeur Hospital, New York City). 
The majority of the patients were men from every 
walk of life — soldiers, sailors, longshoremen, 
hucksters, gangsters. I knew I should run into 
this very problem of genitourinary work and I 
was well prepared for it. Thanks to my professor 
of urology I had acquired more than usual skill 
in treating various types of cases. I learned one 
lesson early and that was that the physician who 
was most skillful was the one who was in greatest 
demand. During a two years' service (in which 
I progressed to House Surgeon) I ran the full 
gamut of genitourinary surgery and the venereal 
diseases, and I can truthfully say that never once 
in thousands of cases did I have any trouble with 
a male patient. They were at all times respectful 
and grateful for what I tried to do. I had no 
trouble with the orderlies or on the ambulance 
where I handled hundreds of cases. All this was 
possible because I was in a position of authority, 
with power to have my orders obeyed. I did, 
however, meet with great opposition on the part 
of some of my fellow staff mates. I wonder if 
history is going to repeat itself? All this hap- 
pened forty years ago. Since then many other 
general hospitals have been opened to women 
physicians. The male venereal problem has been 
adjusted, in justice to everyone concerned. 

The Army and Navy could also adjust this 
problem if they so willed. 

It is just possible that a skillful and up-to- 
date woman physician might have , a salutary 
effect on the young infected fellows in our camps 
and hospitals. Surely, at the present moment 
the Army and Navy are in no position with their 
rising venereal disease incidence rate to say that 
this would be impossible. 

With regard to the women physicians expect- 


ing to be “a privileged and more or less orna- 
mental part of the Army or Navy,” I can assure 
Colonel McCulloch that this taunting remark is 
quite unnecessary and entirely out of keeping 
with the American woman physician’s feeling. 
She thinks in possibly the opposite direction and 
believes that the men physicians are leaving the 
women physicians to perform “the hard and dis- 
agreeable jobs” while they receive the military 
rating, better salaries, fuller protection. I be- 
lieve Col. McCulloch will find that the woman 
physician is quite equal to her brother in hard 
work, endurance, and loyalty and, if circum- 
stances are such that she must shift quickly 
from one type of work to another, she will be as 
able as he in making the change. 

As to the question of accommodations for 
women physicians, this surely is one feature that 
can be corrected now, while these huge sums of 
money are being expended in building new hos- 
pitals and camps. Every such building should be 
planned to accommodate a mixed staff of officers. 

And so I would say to Colonel McCulloch and 
his friends, we are in the midst of a terrible na- 
tional emergency; remember that a skillful 
physician, man or woman, is not developed over- 
night. It takes long years of hard work, self- 
denial, and often hardship. If there is an out- 
standing woman surgeon who applies, take her. 
If another woman can do fine plastic surgery, 
take her. If another is an authority on conta- 
gion, take her. Don’t lose the value of these ex- 
perienced s killf ul women because some of the 
younger group may have to thrash out the 
venereal disease problem and incidently may 
show us older folks newer and better ways to do 

The women physicians want to truly work 
shoulder to shoulder with their brothers and have 
all sex discrimination put aside. We are all 
physicians together in this terrific struggle to 
help win this war. I appeal to Colonel juo- 
Culloch and his friends to help us. I shah he 
glad to answer any further questions that i can. 

Emily Dunning Barhingeb, M.D., Presided, 
American Medical Women’s Associatio 


It isn’t too early .... 

. ... to make your reservations for the 1942 Annual Meeting: April 27-30, 
New York City. Headquarters will be at the Waldorf-Astoria Hotel. 
The program is one that you will not want to miss. 


SURGICAL INTERRUPTION OE THE PALLIDOFUGAL EIBERS* 

Its Effect on the Syndrome of Paralysis Agitans and Technical Considerations in Its 
Application 

Russell Meyers, M.D., F.A.C.S., Brooklyn 


I N HI S 1928 monograph on the complica- 
tions and sequelae of encephalitis lethar- 
gies, von Economo 57 lamented the fact 
that the therapy of the chronic stage is the 
saddest chapter of epidemic encephalitis. 
In the decade that has passed since this was 
written, a wide variety of therapeutic agents, 
including pharmacologic, dietary, psychologic, 
and physical therapeutic measures, has been 
employed in the effort to deal with the dis- 
tressing late manifestations of encephali- 
tis. 3Sb,!So Particular attention has been di- 
rected to the commonest and most disabling 
of these sequelae — namely, parkinsonism. 
Although some encouraging results have been 
reported following the use of certain new 
agents — e-g., cobra venom, lu vitamin 
Bjjiu.isb.sj syntropan," metrazol shock 
therapy, 6 * benzedrine sulfate, < - 3 . 34 . 41 . 5Si and 
bulgarian belladonna root 7 ' 8 ' 121 '' 16 '”- 65 *' 351 ’' 36 ' 
js.s^.csb.sab.ss — an( j fjy f^g m0 re intensive ap- 
plication of certain of the older agents — e.g., 
atropine 1 ’" — the statement made by von 
Economo appears at present to be in no 
serious need of revision. 

Under the best of circumstances these 
therapies are symptomatic rather than cura- 
tive, and as such they require to be adminis- 
tered throughout the lifetime of the patient. 
Unfortunately, their effects on the disease 
process are unpredictable from patient to 
patient, and “relapses” frequently occur 
even in those patients initially considered 
to be improved . 56 *’ 66 * 1 Moreover, excepting 
vitamin B 5 , the drugs referred to exert un- 
toward side reactions. In view, therefore, 
of the necessity of sustained administration 
and high dosage, contraindications are numer- 
ous. 33,40 ’ sl Finally, the least conspicuous 
benefit is exerted by these agents on the very 
symptom that above all others is the one 
from which the parkinsonian patient seeks re- 
Uef-namely,trem 0 r. 4 ’ , ’ 8 - ltb ’ ,7 ’ JW - 55b ’ M ’ u ’ <s - 56 ‘-“ l> 


Awarded the Lucien Howe Prize in Surgery at the 
Annual Meeting of the Medical Society of the State of 
New York, Buffalo, New York, April 30, 1941. 

From the Department of Physiology (Neurophysi- 
ology), Long Island College of Medicine, and the Neuro- 
surgical Service of the Kings County Hospital. 

* In the interest of space conservation for the purposes 
of publication the original article has been abstracted 
and 9 of the illustrations have been deleted. 


By contrast with patients afflicted by many 
other chronic diseases of the brain, the suf- 
ferer from postencephalitic parkinsonism is 
characteristically relatively young and usu- 
ally possessed of an intact intellect. This 
makes his plight the more distressing, for 
under the present limitations of therapy he is 
faced with a lifetime of serious physical, 
social, and economic incapacities. The psy- 
chologic reactions that commonly develop in 
relation to such a frustrating disease are as 
understandable as they are apparent. 

The recognition of these facts and of the 
generally disappointing character of the more 
conservative modes of therapy has prompted 
recent efforts to deal with the problem by sur- 
gical means. Certain observations (not the 
least significant of which is that parkinsonian 
tremors and rigidity are regularly abolished in 
limbs paralyzed by virtue of a supervening 
cerebral apoplexy) appear to justify the con- 
viction that there exist, in fact, discrete neural 
pathways that subtend the clinical manifes- 
tations of paralysis agitans. That these 
pathways constitute highly complax circuits 
running through essentially all levels of the 
nervous system can scarcely be doubted . 310 
In view of these premises, the problem of sur- 
gical therapy in parkinsonism becomes, in es- 
sence, one of interrupting the postulated 
neural circuit at some convenient point. 
Ideally, this interruption should entail no 
damage to those structures upon the in- 
tegrity of which motor, sensory, coordinative, 
and intellectual functions depend. 

To devise a more specific surgical procedure 
on a rational basis is difficult for a number of 
reasons. A review of the physiologic, patho- 
logic, and pathogenic considerations relevant 
to paralysis agitans makes it clearly evident 
how inadequate our comprehension of these 
important issues is. Here, as elsewhere in 
medicine, the coexistence of numerous rival 

^yPOtJl6S6S J * ll,13,14,16a,l6b,17,ia,20,J2 ~" 24,23 — 30,32,23, 
38.46, 47,30,52,54,55*. 65b,60a,60b,6l • * • . , 

is, in itself, an index 

of the grave deficiency of factual knowledge 
which at present ob tains. A further difficulty 
in the resolution of the surgical problem is 
referable to our inability to reproduce in 
laboratory a nimals the clinically encountered 
syndrome of paralysis agitans. 
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The earliest surgical procedures employed 
against postencephalitic parkinsonism con- 
sisted of general measures directed against 
focal infection and orthopaedic measures for 
the correction of muscular contractions and 
bony displacements. 25a ' 25b Occasional ef- 
forts have been made to alleviate the symp- 
toms by altering the endocrine balance. 34 
Peripheral neurectomy, sympathetic r ami , 
sectomy, and/or ganglionectomy, and dorsal 
rhizotomy are representative of the earlier 
surgical attacks on the nervous system itself. 
If one may judge from the recent literature, 
these “peripheral” procedures have been 
largely abandoned. 

During the past ten years the attention 
of surgeons has been directed at the central 
nervous system. Puusepp 43 “- 43b and Rizzatti 
and Moreno 43 reported their inability to 
influence favorably the tremors of parkin- 
sonism by section of the dorsal columns. 
Putnam 42a-d employed anterolateral chordot- 
omy in 5 successive cases of unilateral park- 
insonian tremor and reported failure in each 
instance. The experiences of Foerster and 
Gagel 10 and of Oldberg 37 with this pro- 
cedure were similar to that of Putnam. 
Mashanskiy, 250 however, reported 8 successes 
among 17 cases in which he employed Put- 
nam’s operation. The reason for the dis- 
crepancy in these results is not apparent from 
an examination of the original articles. 

Putnam 42b obtained substantial relief in 
7 cases of unilateral paralysis agitans by in- 
terruption of the homologous lateral pyram- 
idal tract at the second cervical segment. 
It is worthy of note that the motor disability 
resulting from this operation is far less than 
would be expected to supervene if the func- 
tions traditionally imputed to the pyramidal 
tracts are validly posited. 

The single recorded attempt to deal with 
the symptoms of parkinsonism by opera- 
tion at the level of the cerebellomesen cephalic 
complex is that of Delmas-Marsalet and van 
Bogaert. 5 In their operation the dentate 
nucleus was surgically damaged. The rigid- 
ity factor was favorably influenced, but the 
tremors were severely intensified and, in 
addition, were complicated by the appearance 
of ceaseless torsion spasms. 

Several authors have reported upon the 
results of cortical extirpation of portions of 
Brodmann’s areas 4 and 6. Bucy and Case 34 
obtained an enduring abolition of rhythmic 
movements in a patient suffering from a post- 
traumatic unilateral tremor. In a second 
case of unila teral parkinsonian-like tremors 


of uncertain origin (possibly syphilitic), 
Bucy 3b recorded a similar success. The 
permanent residua of these operations have 
been reported as apraxia, a moderate degree 
of paresis, bradykinesis, and ataxia of the af- 
fected extremities. Putnam obtained con- 
siderable improvement in an instance of post- 
traumatic unilateral tremor by resection of a 
portion of the precentral gyrus. 420 The re- 
sulting motor disabilities (dyspraxia and pare- 
sis) were considered by this investigator to be 
greater than those resulting from his opera- 
tion of interruption of the lateral pyramidal 
tract in the cervical cord. In 2 additional 
cases of unilateral paralysis agitans (more 
readily comparable with the postencephalitic 
type than his first case) Putnam was unable to 
alter appreciably the symptoms by resection 
of a portion of area 6. White 420 employed 
the same procedure in a single case and ob- 
tained only partial relief. Klemrne appears to 
have had the widest experience with this 
operation. A number of highly favorable 
results has been indicated in brief prelimi- 
nary reports by this worker, 21 but the protocols 
of his cases of paralysis agitans have not been 
published in detail as yet so that a precise 
evaluation of the neurologic and psychologic 
sequelae of the operation in Klemme’s hands 
cannot be made at this time. 

In other reports the writer 314-0 described 
the effects on the several symptoms of parkin- 
sonism produced by surgical procedures on 
the basal ganglions. In the first 4 cases the 
head of the caudate nucleus was extirpated, 
and certain of the extrapyramidal and cortico- 
petal fibers coursing in or toward the ante- 
rior limb of the internal capsule were inter- 
rupted. Alternating tremors were favorably 
influenced in all of these cases,* but the symp- 
toms consequent upon the factor of rigidity 
were benefited to a less appreciable degree. 
In the next 2 cases extirpation of the oral parts 
of the putamen and globus pallidus was car- 
ried out in addition to the procedures of abla- 
tion of the head of the caudate nucleus and 
section of the fibers in the oral three-fourths 
of the anterior limb of the internal capsule. 
The tremors were effectually abolished m 
both these patients, and the rigidity factor 

* One of these 4 cases, after an initial improvement 
lasting three and one-half months, later had to be class e 
as a failure by virtue of a slow recurrence of his tremors. 
The patient was a chronic alcoholic who had, in addition 
to his parkinsonian-like symptoms, clinical evidences o 
cortical and cerebellar disease. There was no history 
suggestive of encephalitis. The experience provided Dy 
this case indicated the necessity of avoiding the selec- 
tion of this type of patient in the future. Improvement 
in the other 3 cases has been sustained. 
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was markedly improved although not en- 
tirely eliminated. The first of the 2 latter 
cases was freed of a severe festination; the 
second, of a dragging limp of the right leg. 
This operation, however, was considered to 
carry undue risks from the standpoint of re- 
covery of motor function, particularly since a 
number of small arteries of supply to the 
genu and posterior limb of the internal cap- 
sule traverse the bed of the putamen. It was 
therefore abandoned in the next 3 cases of the 
series in favor of an interruption of the pallido- 
fugal fibers. This procedure, in the light of 
subsequent observations, appears to be the 
most effective of the several operations 
employed at the level of the basal ganglions. 
The alternating tremors were abolished or 
were rendered barely perceptible, and rigidity 
was effectually reduced with a consequent 
prompt improvement in the symptoms of 
akinesis, bradykinesis, flexor posture, dysar- 
thria, and deficiency of automatic associated 
acts. Inasmuch as these effects have been 
described elsewhere in my protocols, 310 no 
attempt will be made in the present com- 
munication to review them. It is to be indi- 
cated, however, that the operation of inter- 
ruption of the pallidofugal fibers may be car- 
ried out without producing any clinically 
determinable impairment of sensory, motor, 
reflex, coordinative, eupraxic, and intellectual 
functions. This is perhaps its chief virtue. 
Furthermore, it is a relatively simple tech- 
nical procedure and is capable of fairly pre- 
cise standardization by virtue of the clear- 
cut delineation of the anatomic land- 
marks involved. In this respect it enjoys 
a small advantage over the operation of 
cortical extirpation, since the latter entails 
the arduous task of identifying the excitable 
motor cortex by electrical stimulation, of 
estimating by gross inspection the extent of 
area 6, and of taking the irregularities of 
cortical circulation into consideration in 
planning the surgical resection. Finally, 
interruption of the pallidofugal fibers is al- 
most as bloodless in the crucial maneuver as 
chordotomy and appears to be applicable to 
bilateral, as well as unilateral, cases of paraly- 
sis agitans. 

My previous communications were ad- 
dressed primarily to neurologists and neuro- 
pathologists, and for this reason a precise 
description of the surgical issues at hand was 
not included in the protocols of the cases. 
In view of this it is intended in the present 
paper to set forth in some detail the technical 
considerations relative to the procedure of 


pallidofugal section. In addition to describ- 
ing the operative technic, it appears desirable 
in this communication to consider the factors 
of significance in the selection of the patient 
for surgery and to indicate the more impor- 
tant procedures implicit in the clinical work-up 
of the surgical patient. 

I. TheSelection ofthe Patient for Surgery 

The broad principles that guide the applica- 
tion of elective operative procedures in gen- 
eral are applicable here. In brief, the pa- 
tient’s physical condition must be such as to 
promise that he will withstand major cere- 
bral surgery. The condition of the heart, 
lungs, liver, and kidneys and the general nu- 
tritive state of the patient require preopera- 
tive evaluation by the routine methods of ex- 
amination and, where indicated, by special 
tests. Although chronologic age is of less 
consequence than physiologic age, it would 
rarely appear justifiable to employ an opera- 
tion of so serious a nature in an individual 
beyond the age of 50 or 55 years. 

In every instance the candidate for surgery 
should be subjected to a period of observa- 
tiou lasting several months, during which 
time the effects exerted on his various signs 
and symptoms by the standard conservative 
medical regimens may be precisely deter- 
mined. Especially desirable are trial periods 
on the belladonna derivatives and vitamin B6. 
Physical therapeutic measures should also be 
employed during the trial period either sepa- 
rately or in combination with the pharmaco- 
logic agents. Accurate clinical records, sup- 
plemented whenever possible by motion pic- 
tures, are indispensable to the proper objec- 
tive evaluation of the subject’s preoperative 
status and the results of operation. 

The patient's disease process should have 
been present for a period of sufficient length 
so that its nature is capable of reasonably ac- 
curate determination from the clinical stand- 
point, The duration of the parkinsonian 
symptoms in the 9 patients of my series was 
as follows: Case 1, seven years; Case 2, 
one year; Case 3, eight years; Case i, six 
years; Case 5, eighteen years; Case 6, five 
years; Case 7, ten years; Case 8, twenty 
years; and Case 9, eighteen years. It is of 
significance that the single failure in the series 
was that of Case 2, a patient for whom opera- 
tion would probably have been considered 
inappropriate if his disease process had been 
evaluated as now recommended. In the last 
analysis it is the responsibility of the surgeon 
to identify and avoid operation for conditions 



320 


RUSSELL MEYERS 


[N.Y. State J. M. 


such as early progressive lenticular degenera- 
tion (Wilson’s disease), atypical Huntington’s 
chorea, Vogt’s disease, and Striimpell-West- 
phal’s disease, which for a part of their early 
course may simulate paralysis agitans. Pa- 
tients who disclose a fair degree of stabiliza- 
tion of symptoms or in whom the progress 
of the disorder is relatively slow appear to be 
the more favorable surgical candidates. In 
any case, if clinical evidence of a widespread 
implication of the nervous system is at hand, 
operation should be withheld. 

Certain considerations referable to the 
patient as a personality have seemed to me 
to be of more than passing significance. The 
facts relative to the operation having been 
made known, the procedure should be actively 
sought by the patient rather than urged upon 
him. Experience indicates that the more 
severely afflicted patients are usually atti- 
tudinally set to petition for any procedure 
that offers a reasonable promise of relieving 
them of their tremors and rigidity. The 
likelihood of a successful therapeutic outcome 
is not as yet bright enough to warrant strong 
recommendation for those who can carry on 
in spite of their affliction. The patient ought 
to be possessed of a cooperative temperament 
so that the surgical procedure may be carried 
out under local anesthesia, and his intellectual 
status should be effectually normal so that re- 
educative and rehabilitative measures that 
may be indicated after operation may be 
entered upon with a reasonable expectation of 
realization. Lastly, it should be established 
that the patient possesses a degree of social 
stability such as will make a proper follow-up 
feasible. 

II. The Clinical Work-Up 

It has been a matter of routine practice to 
record preoperatively a number of somatic and 
vegetative functions so as to cover the pos- 
sibilities of their derangement by the opera- 
tive procedure. The approach to the basal 
ganglions by way of the cortex of areas 6 and 8 
and the close proximity of certain hypotha- 
lamic nuclei (and their related pathways) and of 
the optic tracts to the site at which the pallido- 
fugal fibers are interrupted require that par- 
ticular attention be given to the pre- and post- 
operative states of the functions imputed to 
these structures. 

The clinical history is recorded in detail, 
and a careful physical and neurologic ex- 
amination is carried out. The grips are meas- 
ured by the dynamometer. The visual acu- 
ity of each eye is determined (with and with- 


out lenses), and the visual fields are plotted 
by perimetry. The eupraxic functions in 
particular are precisely described and, when- 
ever feasible, are recorded einematographi- 
eally. The standard test that I use for this 
purpose is that of clasping and unclasping a 
safety pin, each hand being used separately 
and unaided by its fellow. The level of the 
subject’s intelligence quotient is determined by 
administering the 1937 Stanford Revision of 
the Binet-Simon test and the Bellevue Adult 
Scale. In special eases the Pinter-Patterson 
Performance Scale is utilized. The vegetative 
processes of the patient are examined by the 
following means: skin temperature readings 
of corresponding points of the body from 
right to left; records of the fluid intake and 
output for three days under conditions of a 
standard diet; determination of the basal 
metabolic rate (often difficult of accomplish- 
ment because of the tremors); routine urinaly- 
sis; estimation of the blood nonprotein nitro- 
gen, creatinine, cholesterol, and urea and of 
the serum calcium, phosphorus, and phos- 
phatase. The foregoing studies are repeated 
from time to time during the postoperative 
period. The red and white corpuscles are ex- 
amined and the level of the hemoglobin is 
determined. The blood group is likewise 
determined preoperativelyin anticipationofthe 
need of transfusion at operation. A Wasser- 
mann test of the blood serum is made. Elee- 
troencephalographic and electromyographic 
tracings are recorded preoperatively and 
postoperatively. Pneumoencephalography is 
carried out mainly for the purpose of esti- 
mating the size and position of the ventricles 
but also to disclose the presence, if any, of a 
midline tumor. It is rare that the syndrome 
of paralysis agitans is associated with a cere- 
bral tumor, yet my attention was recently 
called to the case of a middle-aged machinist 
who had been treated at reputable neurologic 
clinics over a period of ten years as an in- 
stance of progressive hemiparkinsonism. 
Death occurred suddenly, and a hitherto un- 
suspected oligodendroglioma of the septum 
pellucidum impinging upon both caudate 
nuclei was disclosed at necropsy. . 

The pressure of the cerebrospinal fluid is 
recorded as a preliminary to the procedure of 
pneumoencephalography, and a sufficient 
sample of the fluid is saved so as to provide 
for a cell count, a total protein determination, 
a Wassermann test, and a colloidal gold curve 
determination. 

At operation it is desirable whenever fea- 
sible to record the cerebral electrical potentials 
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directly from the cortical surface. A method 
of carrying out this procedure has been re- 
ported in a previous communication. 31 ' 1 After 
exposure of the caudate nucleus, the electrical 
potentials of this structure may be picked up 
by means of an ordinary coaxial electrode of 
the Adrian-Bronk type. It is to be conceded, 
of course, that the data obtained by electro- 
physiologic methods are at present of small 
practical value in these cases. Nevertheless, 
the acquisition of such information is desirable 
because of its possible future significance. 
Tracings thus far obtained and reported else- 
where 31 ' suggest that (1) the cerebral cortex 
of the premotor area is an integral part of the 
tremor-mediating mechanism, or at the least 
that the neural activity of the tremor-mediat- 
ing mechanism is projected onto the cortex, 
and (2) that the caudate nucleus itself neither 
initiates nor mediates alternating tremors, al- 
though it may, when intact, facilitate their 
appearance. 



III. Technical Considerations of the 
Operation of Interruption of the Palli- 
dofugal Fibers 

The patient is secured to the operating 
table in the usual manner and, the head end 
remaining the highest, the table is tilted at an 
angle of approximately 23 degrees. By this 
means the drainage of venous blood from the 
head is facilitated by gravity. An intra- 
venous infusion of physiologic saline solution 
is introduced through a cannula tied into the 
great saphenous vein at the ankle. A compe- 
tent observer posts himself under the opera- 
tive drapes in order to report upon any altera- 
tions in the patient’s clinical picture that re- 
sult from the operative procedures. 

The scalp is prepared in any suitable man- 
ner. Under local novocain anesthesia a small 
skin flap, the base of which measures approxi- 
mately 6 cm., is outlined. The medial arm 
of the incision corresponds to the sagittal 
line and begins a short distance below the hair- 
line. It courses directly backward for ap- 
proximately 5 cm., then sweeps laterally and 
arches forward so as to correspond roughly 
to a projected line separating area 6aa from 
area 6afi. From here the incision runs along 
the upper temporofrontal region and ter- 
minates at the hairline. The lateral arm is 
approximately 1 cm. below' the superior mar- 
gin of the fan of the temporal muscle (Fig. 1). 
The scalp incision is carried down to the cra- 
nium. A bone flap measuring approximately 
4.5 cm. on each side is reflected forward, retain- 
ing its attachment to the skin. Four burr holes 



Fig. 1. Disposition of the operative incision 
employed in the approach to the basal ganglions 
(Case 8 during the fourth postoperative week). 
Before being photographed, the incisional scar 
was touched up with ink. 



Fig. 2. Reflection of the dural flap toward the 
nndline. The cranial defect is of s mall size, rep- 
resenting a 4.5-5 cm. square. 
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Fig. 3. Site of cortical incision. This photo- 
graph was made after the lateral ventricle was 
entered. The effect of retraction and of drawing 
off cerebrospinal fluid was to make the incision 
gape and thus to appear wider than is the actual 
case. 

are required for this flap. It is recommended 
that the two medial burr openings be made 
just lateral to the superior longitudinal 
sinus.* 

The dura mater is incised just within the 
bony margin, and the dural flap is reflected 
toward the midline, avoiding damage to the 
pacchionian granulations and the large corti- 
cal veins emptying into the superior longi- 
tudinal sinus (Fig. 2). The cortical incision 
through which the lateral ventricle is to be 
approached is planned so as to lie parallel to, 
and approximately 2 cm. from, the midline. 
In length it need not be greater than 3.5 cm. 
Its midpoint is crossed by an imaginary 
line estimated to represent the border sepa- 
rating area 6a/3 from area 8 (Fig. 3). Varia- 
tions in the distribution of cortical vessels are 
encountered from case to case, and for this 
reason it may become necessary on occasion 
to modify the described incision so as to 
avoid the ligation of large arteries or veins. 

* This precaution is intended to avoid the bleeding 
sometimes encountered when the thin shell of bone at the 
base of the burr hole is lifted away from the roof of the 
sinus. If the latter difficulty does arise or if bleeding 
from a pacchionian body presents, electrocoagulation 
should be avoided, since it more often than not aggra- 
vates the hemorrhage. Hemostasia under these condi- 
tions is more readily accomplished by the use of a stamp 
of muscle, by traction sutures anchored over the bone, 
or by a combination of both measures. 
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The cortical incision is now carried into the 
brain,* always running parallel to the plane 
of the falx and just lateral to the deep folds 
of the cortex of the mesial aspect of the brain. 
By this means, troublesome bleeding from 
vessels lying deep in the sulci may be avoided. 
Shortly before the ventricle is reached, the 
direction of the white fibers may be seen to 
change. This change signifies that the upper 
surface of the anterior portion of the body of 
the corpus callosum has been reached. Gentle 
traction by means of narrow “S” retractors 



Fig. 4 The head of the caudate nucleus (arrow) 
is exposed by “S” retractors. 


provides an adequate exposure of the deep 
lying hemispheral structures. 

The ventricle is entered and the available 
cerebrospinal fluid is drained by aspiration. 
The posterior half of the head of the caudate 
nucleus (Fig. 4) and the anteromost portion 
of the tail of this structure as it sweeps over the 
anterior and superior mesial aspects of the 
thalamus are all clearly visible on the lateral 
wall of the ventricle. These structures 
should be protected from the blade of the b 
retractor by means of cotton patties. The 
foramen of Monro transmitting the choroiu 
plexus is now readily identifiable, and a small 
cotton patty attached to a long silk thread 13 

* In my experience the tip of a bayonet forceps has 
proved the most useful instrument for carrying the j n ' 
cision through the substance of the brain A fine metal 
auction tip may also be employed. 
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laid over the opening in order to prevent the 
seepage of blood (if any) into the third ven- 
tricle. The fornix constitutes the anterior 
rim of the foramen of Monro. By means of a 
No. 10 (pointed) Bard-Parker scalpel a short 
incision measuring 3 to 4 mm. in length is 
made across the inferior posterolateral face of 
this structure. The incision is just large 
enough to admit the tip of an instrument de- 
vised for sectioning the fibers of the ansa len- 
ticularis (Fig. 5). This instrument is intro- 
duced through the incision and is carried 


r - 



Fig. 5. Instruments employed for interrup- 
tion of pallidofugal fibers. Above (a), the eyelet 
end of a soft probe is angulated so as to section 
the ansa lenticularis. The first angle is 45 de- 
grees with reference to the axis of base. The 
second angle is 55 degrees with reference to the 
axis of base. Below (b), the metal applicator is 
bent so as to section the fasciculus lenticularis 
and the “fine fibers” of Papez. 


downward and laterally, sliding along the 
superior-posterior edge of the anterior com- 
missure and just below Crus I of the globus 
pallidus (Fig. 6). It has been demonstrated 
by Ranson and Ranson 41 that the fibers of 
the ansa lenticularis are derived almost ex- 
clusively from Crus I. The instrument is 
passed into the substance of the lateral wall 
of the ventricle until its second angle is within 
the ependymal lining, and from this position it 
is swept forward for a distance of approxi- 
mately 6 mm . and backward for a distance of 
approximately 1 cm. The most medial and 
inferior fibers of the internal capsule will be 
avoided if the instrument is kept pressed home 
as described during the crucial maneuver. 
It is to be borne in mind throughout that the 
optic tract lies but a few millim eters behind 



Fig. 6. Semidiagrammatic cross section of the 
basal ganglions at the level of the anterior commis- 
sure just rostral to the foramen of Munro. The 
broad line represents the horizontal plane of 
incision intended to interrupt the ansa lenticu- 
laris. Insert: A longitudinal schema of the 
pallidofugal fibers. The broad line represents 
the vertical plane of incision intended to inter- 
rupt the fasciculus lenticularis and the “fine 
fibers” of Papez. Abbreviations are as follows: 
A.C. — Anterior Commissure; A.L. — Ansa Len- 
ticularis; E.C. — External Capsule; F.L. — 
Fasciculus Lenticularis; FN. — Fornix; I.C. — -In- 
ternal Capsule; M — Midbrain; PL.I — Globus 
Pallidus, Crus I; PL.II — Globus Pallidus, Crus 
II; PL.H. — Pallidohypothalamic Fibers; PUT. 
— Putamen; TH.— Thalamus; 3V.—' Third 
Ventricle. 


the posteromost limit of the section. The 
instrument is now withdrawn and a second 
instrument (Fig. 5) is introduced at the 
posteromost limit of the incision just de- 
scribed. This is swept vertically upward for a 
distance of 6 to 7 mm. It is intended by this 
maneuver to interrupt the “fine fibers” of 
Papez and the fasciculus lenticularis. In all 
probability the lower portion of Crus I of the 
globus pallidus is also damaged along the 
plane of this section. 

The procedure described is practically 
bloodless. A small patty may be laid against 
the incision for a few minutes, as is prac- 
ticed in chordotomy. When hemostasis has 
been accomplished, all patties are removed, 
the dura mater is resutured, and the bone flap 
is replaced and wired at two points. Closure 
of the fascia of the temporal muscle, galea, 
and skin is accomplished in separate layers 
with fine silk. 

The postoperative measures required here 
differ in no wise from those appropriate to the 
care of other neurosurgical cases. Thus far, 
no postoperative physiologic disturbances 
have supervened in patients subjected to pal- 
lidofugal section which have not been en- 
countered in the general run of cerebral sur- 
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gical procedures. Hyperthermia, blood pres- 
sure alterations, and hyperpnea have not 
presented serious problems in spite of the 
fact that the instrument employed for the 
section of the ansa lenticularis shears across 
the superior edge of the paraventricular 
nucleus. 

The designation of this procedure as "inter- 
ruption of the pallidofugal fibers” is obviously 
insufficient, since several other neural struc- 
tures are incidentally damaged — notably, the 
cortex of areas 6 and 8 along the line of the 
incision and certain subcortical, corpus cal- 
losal, fornical, thalamofrontal, pallidohypo- 
tbalamic, pallidothalamic, pallidohabenular, 
and (possibly) anterior commissural fibers. 
The term employed is therefore permissible 
only if it is implicitly understood (as in the 
use of terms such as section of the lateral 
spinothalamic tract, section of the lateral 
pyramidal tract, tractotomy of the descending 
spinal tract of the trigeminal nucleus, etc.) 
that other neural elements than those upon 
which attention is focused are also implicated. 

Summary 

Although a wide variety of pharmacologic, 
biologic, dietary, physical therapeutic, and psy- 
chologic agents has been employed, the treat- 
ment of parkinsonism still remains generally 
unsatisfactory. Within the past decade ef- 
forts have been made in several clinics to de- 
vise a surgical procedure on the central nerv- 
ous system which might benefit one or more 
of the major features of this syndrome. The 
“central” operations that have been tried 
include section of the anterolateral, dorsal, and 
lateral pyramidal tracts of the spinal cord; 
ablation of portions of the motor and pre- 
motor cortex; extirpation of the dentate 
nucleus of the cerebellomesencephalic com- 
plex; and several procedures on the basal 
ganglions. 

Because knowledge concerning the physio- 
logic, pathologic, and pathogenic considera- 
tions relating to paralysis agitans is as yet in a 
highly uncertain state, it has been difficult to 
formulate a self-sustaining rationale for the 
several surgical procedures attempted. Un- 
fortunately, the syndrome is not encountered 
in veterinary medicine, and thus far it has not 
been possible to reproduce the picture in 
laboratory animals . The present era is there- 
fore one of empiric experimental surgery, 
and the subjects of experimentation are of 
necessity patients suffering from the syn- 
drome. . 

The protocols of my present senes ot cases 


subjected to operations on the basal ganglions 
have been published in detail elsewhere. 511- * 
Among 9 cases, the most effective measure 
(employed in Cases 7, 8, and 9) appears 
to be interruption of the pallidofugal fibers. 
Following this operation, alternating tremors 
are promptly and effectually improved, and 
rigidity, together with its secondary sympto- 
matic effects such as akinesis, bradykinesis, 
deficiency of automatic associated move- 
ments, etc., is much diminis hed. The opera- 
tion involves no enduring disturbance of 
sensory, motor, reflex, coordinative, language, 
eupraxic, intellectual, vegetative, or hor- 
monal functions. It is seemingly capable of 
being applied to bilateral, as well as unilateral, 
cases of paralysis agitans, and it is conceivable 
that by breaking across the septum pelluci- 
dum (as in Case 7) a bilateral procedure car- 
ried out in a one-stage operation may come 
to be routinely employed. 

The principles that guide the selection of 
the patient for surgery have been outlined. 
In brief, they call for a subject in whom the 
nature of the disease process is, at least from 
the clinical standpoint, clearly identifiable as 
parkinsonism and who in spite of a well- 
supervised medical regimen has proved re- 
fractory to the standard conservative thera- 
peutic measures. The patient should be 
reasonably intelligent and cooperative and 
should represent a good operative risk. 

The clinical and laboratory work-up of the 
surgical patient should be concerned with es- 
tablishing the base lines of his general an 
special somatic, vegetative, hormonal, an 
psychologic processes so that the effects o 
operation may be accurately judged. 

The technic of surgical interruption of t e 
pallidofugal fibers is described. In substance, 
the operation calls for a short cortical incision 
through the premotor area, close to the mi 
line and parallel to the plane of the falx. Tins 
incision is carried into the lateral ventric e, 
and from here the pallidofugal fibers are sec 
tioned by means of two special instruinen 
introduced at the anterior rim of the foramen 
of Monro. 

From the technical standpoint the P r0 
cedure described is relatively simple and sus 
ceptible of standardization. 
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THOUGHTFUL 

A while ago the Academy of Medicine offered 
a lecture by an English psychiatrist on the 
subject of war neuroses. This attracted an 
overflow crowd, and so a loudspeaker was placed 
in a second lecture room, on a table. A lady 
who was a member of the loudspeaker audience 


reports that just before the talk began an at- 
tendant came in with a pitcher of water and a 
glass. He placed these beside the amplifier and 
retired, looking pleased with himself. 

— The New Yorker, 
January 10, 1942 


ALUMNI DAY— NEW YORK UNIVERSITY 
The date of the Annual Alumni Day at New 
York University College of Medicine has been 
chanced back to the usual Washington's Birth- 
day dates of February 20 and 21, 1942. 

The program will begin with a dinner for all 


COLLEGE OF MEDICINE 
the alumni and their wives at the Hotel Essex on 
Friday, February 20. On Saturday, February 
21, there will be a scientific session at the medical 
school during the morning and afternoon and a 
luncheon in the lounge at noon. 



THE VALUE OF HELIUM IN THE PREVENTION OF 
EXPLOSIONS OF ANESTHETIC MIXTURES 

Experimental Data 

George J. Thomas, M.D., and Georgb W. Jones, Pittsburgh 


HIS is one of a series of publications issued 
as a result of a cooperative investigation 
between the Bureau of Mines, U. S. Depart- 
ment of the Interior, the St. Francis Hospital, 
Pittsburgh, and the University of Pittsburgh, 
relative to the explosion hazards of combus- 
tible anesthetic mixtures. Methods of elimi- 
nating such hazards through the addition of 
sufficient inert gaseous material such as 
helium or nitrogen have been proposed. 
The experimental results given in this report 
concern the elimination of explosion hazards 
of cyclopropane-oxygen, ether-oxygen, and 
ethylene-oxygen mixtures through reduction 
and control of the oxygen content by replace- 
ment of part of the oxygen by helium. 

The method is based on the fact that every 
combustible gas, vapor, or dust will not burn 
or explode when the oxygen content of the 
mixture is reduced below certain definite pro- 
portions. These critical oxygen percentages 
are usually different for each combustible and 
vary with the inert gaseous material used to 
reduce the oxygen content of the mixtures' and 
with the percentage of combustible present in 
the mixtures. 

In the case of combustible anesthetics such 
as cyclopropane, ether, or ethylene, the con- 
centrations of these cannot be altered exten- 
sively because definite amounts are required 
to give the desired degree of anesthesia. 
Nonexplosibility must, therefore, be brought 
about by replacing part of the oxygen with 
some inert, nontoxic gaseous medium that 
possesses the desired flame-quenching char- 
acteristics and be least objectionable to the 
patient breathing the mixture. 

As shown in a previous Bureau publica- 
tion, 1 those imposed limitations confine the 
inert gaseous mediums that may be used 
largely to helium and nitrogen. The value 
of nitrogen in the prevention of explosions has 

Read by invitation at the Annual Meeting of the 
Medical Society of the State of New York, Buffalo, New 
York, April 29, 1941. Published by permission of the 
Director, Bureau of Mines, United States Department of 
the Interior. 

Instructor of anesthesia, University of Pittsburgh, 
School of Medicine, and director of anesthesia, St. Francis 
Hospital. Pittsburgh; and chemist. Explosives Division, 
Central Experiment Station, Bureau of Mmes, Pittsburgh, 
respectively. 


been reported recently by Haas, Hibshman, 
and Romberger. 2 

Helium has certain desirable characteris- 
tics not possessed by nitrogen, both from the 
standpoint of the patient and the ability of 
helium to aid in the prevention and dissipa- 
tion of static ignition. 

Helium is one of the family of so-called 
inert gases which possesses the remarkable 
properties of extreme chemical inactivity 
and complete resistance to ordinary chemi- 
cal changes. It is colorless, odorless, taste- 
less, and one of the lightest gases known, be- 
ing about one-seventh the density of air. As 
recent as 1915, helium was merely a labora- 
tory curiosity obtainable only in small quan- 
tities at the tremendous cost of about S2,500 
per cubic foot. Owing to its discovery in 
appreciable amounts in certain natural gases 
in the United States and the subsequent de- 
velopment of cheap and efficient methods of 
recovery, it is now being produced by the 
U. S. Bureau of Mines at a cost of less than 2 
cents per cubic foot. Because of its present 
low cost and availability in large quantities 
for medicinal use, it became decidedly attrac- 
tive as an agent for the prevention of explo- 
sions in the operating room for the following 
reasons: (1) Because of its low density, mix* 
tures containing high concentrations of helium 
are much easier to breathe by the patient. 
(2) Because of its almost perfect inertness ana 
low solubility in water and body fluids, it 
should exert no physiologic effect on the pa- 
tient breathing it, provided normal propor- 
tions of oxygen are maintained. (3) Because 
of its property of high conducting power for 
heat and electricity, it has a decided advan- 
tage in the prevention of static ignitions of 
explosive anesthetic mixtures. 

Barach, 3 Eversole, 4 Bonham, 5 Sykes, 5 and 
others have used helium for various reasons. 
As to whether any of these investigators have 
used sufficient proportions of helium to render 
the mixtures nonexplosive cannot be defi- 
nitely stated. 

The present paper deals with experimental 
work, giving the proportions of helium which 
must be present to maintain the mixtures out- 
side the explosive range and, therefore, ®- 
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capable of propagating flame irrespective of 
the source of ignition. It is not the purpose 
of this report to give in detail the exact proce- 
dure by which the inflammable and explosive 
ranges for the different combustible anesthet- 
ics — cyclopropane, ether, and ethylene — 
were obtained nor the various factors that af- 
fect the limits. Briefly, apparatus and pro- 
cedures were employed which gave the widest 
range of inflammability, so that any mixtures 
that would fail to propagate flame in the equip- 
ment employed likewise would fail to propa- 
gate in anesthetic equipment, irrespective of 
the source of ignition, direction of flame prop- 
agation, or shape of the equipment. 

Cyclopropane-Oxygen-Helium Mixtures 

The explosibilify of cyclopropane-oxygen- 
hehum mixtures has been discussed in a 
previous report. 1 However, in order to com- 
pare the explosive and nonexplosive areas of 
cyclopropane with those for ether and ethyl- 
ene, the curves are reproduced in this report. 
The limits of inflammability of all possible 
mixtures of cyclopropane-oxygen-helium mix- 
tures are given in Fig. 1. It will be seen that 
diluting cyclopropane-oxygen mixtures with 
helium has only a minor effect on the lower 
limit of inflammability. The results indicate 
a shght decrease from 2.48 per cent for the 
lower limit of cyclopropane in pure oxygen to 
2.15 per cent when the atmosphere contains 
about 75 per cent helium. The upper limit is 
seen to be affected markedly by the amount 
of helium present as shown. 

From the curves given in Fig. 1 it becomes 
apparent that anesthetic mixtures below the 
lower limit of inflammability cannot be used, 
since such mixtures to be noninflammable 
must contain less than about 2.15 per cent of 
cyclopropane and are, therefore, too dilute 
for general anesthesia. However, a whole 
series of mixtures may be used that are above 
the upper limit of inflammability and, there- 
fore, are noninflammable until air or oxygen 
is added to the mixture. All mixtures falling 
in the area to the right of curve CE and con- 
taining 3 to 60 per cent of cyclopropane may 
be used safely. 

If it is desired to control the atmosphere in 
the anesthetic machine so that the composi- 
tion at all times is outside the explosive area, 
the comparative explosive hazards can be 
obtained from the graph, provided the com- 
position of the mixture is known. If a mix- 
ture represented by the point J (25 per cent 
cyclopropane, 25 per cent oxygen, and 50 per 
cent helium) is decided upon, the following 



Fig. i. Inflammability of cyclopropane-oxygen- 
helium mixtures. 


method of administration may be followed. 
In a closed, recirculating, anesthetic ap- 
paratus the free space in the machine and the 
patient’s lungs when administration is begun 
will consist largely of normal air containing 
approximately 20.9 per cent oxygen and no 
cyclopropane. This condition is represented 
by point H. As the 25, 25, and 50 per cent 
cyclopropane-oxygen-helium mixture is ad- 
ministered, the composition of the mixture 
m the apparatus and patient’s lungs will shift 
along the broken line from H to J and pass 
through a narrow range of explosive mixtures 
as shown. However, this phase can be 
carried out without appreciable explosive 
hazards, since recent tests have shown that 
when the mixtures contain about 70 per cent 
of helium normal induction coil or static 
sparks are unable to ignite such mixtures 
containing less than about 19 per cent of oxy- 
gen, as shown in Fig. 2. They will, however, 
propagate flame rather rapidly if flame igni- 
tion is resorted to as shown in Fig. 1. 

The mixture represented by J can then be 
administered to the patient throughout the 
anesthesia without danger of explosions in- 
side the machine. (Additional oxygen must 
be administered to replace that demand by 
the basal requirement of the patient.) Should 
leakage occur about the mask or other parts 
of the machine, “flashes” nmy occur at the 
point of leakage if the gas becomes ignited, 
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Pig. 2. Inflammability of cyclopropane-oxygen 
helium mixtures. Effect of type ignition. 


because the addition of air to the mixture, rep- 
resented by J, will shift the composition of 
the mixture to the left along line JH and the 
mixture will become explosive in the area 
shown. 

At the end of the period of anesthesia, when 
the mask is removed and the patient is allowed 
to breathe normal air, the mixture in the pa- 
tient's lungs also will traverse this same line 
from right to left and an explosive mixture 
will be present for a short period. 

To use cyclopropane-oxygen-helium mix- 
tures in nonexplosive proportions, in which the 
mixtures are above the upper limit of inflam- 
mability, makes it mandatory that the pa- 
tient’s lungs contain explosive atmospheres 
for a short period both at the beginning and 
at the end of the administration of the anes- 
thetic but obviates the necessity of employing 
highly explosive mixtures throughout the 
anesthetic processes, as is the general practice. 
Even these short periods at the start and end 
of the administration can be, and are being, 
eliminated in our recent clinical experiments 
by increasing the amount of helium present 
at the start of the administration and purging 
the patient’s lungs at the end of the adminis- 
tration with helium-oxygen atmospheres con- 
taining reduced percentages of oxygen. 

It can be reported that the method of pre- 
vention of explosive atmospheres of cyclopro- 
pane in anesthetic apparatus, through the 
control of the oxygen content by the use of 
helium, is now being carried out in three dif- 
ferent hospitals in the Pittsburgh district and 
comprises hundreds of clinical experiments 
made during the last twelve months. 


Ether-Oxygen-Helium Mixtures 

Some interest has been shown in the use of 
ether-oxygen mixtures, since ether is used 
alone with oxygen or air and, in some in- 
stances, in conjunction with cyclopropane. 

Laboratory investigations using the same 
type of explosion apparatus and similar ex- 
perimental conditions were made to deter- 
mine the explosive area of all possible mix- 
tures of these gases. The results are given 



Fig. 3. Inflammability of ethyl ether-oxygen- 
helium mixtures. 


in Fig. 3. Ether presents the peculiar prop^ 
erties of exhibiting so-called “cool flame 
characteristics when the concentrations of 
ether in the oxygen exceeds certain percent- 
ages. To outline roughly this area of “ c o°l 
flame,” a separation has been made, and the 
area has been designated “aldehydic combus- 
tion” because of the fact that copious quan- 
tities of aldehydes were formed during toe 
propagation of the pale blue to almost in- 
visible flames through these mixtures. Other- 
wise, the method of presenting the results are 
the same as that given for cyclopropane m 
Fig. 1. 

It will be seen that the oxygen require- 
ments to prevent inflammable conditions are 
much lower in the case of ether than of cyclo- 
propane. In fact, the mixtures must n ot 
have oxygen present in amounts greater than 
about 15 per cent if inflammability of the 
mixtures is to be prevented. 

Whether helium can be added to ether- 
oxygen mixtures in sufficient proportions to 
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obtain noninflammability and still have suf- 
ficient oxygen present to meet the patient’s 
requirements is not at all certain. The addi- 
tion of helium to the point where the mix- 
tures are brought into the area of aldehydic 
combustion would greatly reduce the explo- 
sive violence of the mixtures, but whether it 
would prevent flame propagation w hen 
ignited by induction coil or static sparks re- 
quires further experimental work. 



Fig. 4. Inflammability of ethylene-oxygen- 
helium mixtures. 


Ethylene-Oxygen-Helium Mixtures 
Tests similar to those described under 
cyclopropane and ether -were conducted with 
ethylene-oxygen-helium mixtures, and the 
results are given in Fig. 4. 

The results show that noninflammability 
of ethylene-oxygen mixtures can be obtained 
by the addition of helium without reducing 
the oxygen content to the extent of that found 
for ether. For mixtures containing from 20 
to 80 per cent of ethylene the oxygen require- 
ments to prevent inflammable mixtures are 
rather constant and range between 15 and 20 
per cent. 

Comparative results showing the oxygen 
requirements to prevent inflammability of 
cyclopropane, ether, and ethylene-oxygen 
mixtures when helium is used to replace part 
of the oxygen are shown to better advantage 
in Fig. 5. 

As far as the low er limits of inflamm ability 
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Fig. 5. Inflammability of cyclopropane-oxy- 
gen-helium, ethylene-oxygen-hehum, and ether- 
oxygen-hehum mixtures. 


are concerned, they all lie so close together 
that there is little to choose between the dif- 
ferent anesthetics. 

In the case of upper limit mixtures (the 
ranges in which the anesthetics must be used), 
it is seen that there is marked advantage as 
far as oxygen requirements are concerned 
in the addition of helium to cyclopropane- 
oxygen mixtures for the prevention of explo- 
sions. For example, taking 20 per cent mix- 
tures of each anesthetic, we find that the oxy- 
gen content in the case of ether should not 
exceed 14 per cent; ethylene, 17 per cent; 
cyclopropane, 26 per cent. 

Taking equal percentages of each combus- 
tible anesthetic is not a fair comparison be- 
cause the potency of the different anesthetics 
is not the same. Still, even when this factor 
is taken into consideration, it can be seen 
that the use of cyclopropane-oxygen-helium 
mixtures alone, without the addition of either 
ether or ethylene, offers the greatest promise 
in obtaining noninflammable mixtures be- 
cause it is not necessary to reduce the oxygen 
content to the point where such diminution 
might become intolerable to the patient. 

Technic for Administration of Nonin- 
flammable Cyclopropane-Oxygen- 
Helium Mixtures 

The following technic has been devised for 
the administration of noninflammable cyclo- 
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TABLE 1 


Time 

Gas, Soda 

Cc. per Minute Lime Case No. 73, 

O 2 CjHb He Absorber Remarks 

9.-30 

500 

500 

1.000 

On P-100, R-28 

9:31 

500 

500 

1,000 

On Sample 1 

9:33 

SOU 

500 

150 

On Sample 2. P-80, K-24 

9:36 

400 

200 

150 

On Sample 3 

9:49 

400 

200 

150 

On Sample 4 

9:55 

400 

200 

150 

On Sample 5 

10:05 

350 

150 

150 

On Sample 6 

10:20 

350 

150 

150 

On Sample 7 

10:25 

350 

150 

150 

On Sample 8 

10:30 

350 

150 

150 

(around mask) 

On Sample 9 

10:38 

350 

150 

150 

On Sample 10. P-96, R-24 

Analysis of Samples 

Percentage by Volume 

Sample ’ He + Case No. 73, 

No. CO* Oj CaHs N 2 Remarks 

1 

0.1 

15.6 

10.6 

73.7 Not flammable 

2 

0.1 

15.4 

13.9 

70.6 Do 

3 

0 

16.9 

15.0 

6S.1 Do 

4 

0.1 

19.5 

16.9 

63.5 Do 

5 

0 

20.3 

18.4 

61.3 Do 

6 

0 

20.9 

18.0 

61.1 Do 

7 

0.1 

18.4 

19.3 

62.2 Do 

8 

0.18 

20.63 

0.12 

79.07 Taken outside mask 

9 

0.1 

23.1 

17.9 

58.9 Not flammable 

10 

0.1 

24.3 

17.6 

58.0 Not flammable 


Note . — Induction smooth. Relaxation satisfactory. 
Color good. Anesthesia satisfactory. 


propane-oxygen-helium mixtures. The tech- 
nic recommended is for the average adult pa- 
tient. The dosage must be governed by the 
patient’s metabolic requirements and by the 
type and degree of premedication. Further- 
more, we have found it necessary to vary our 
technic when using different types of ap- 
paratus because the calibration of gas ma- 
chines vary. However, this last procedure 
may soon be corrected by the manufacturers. 
Therefore, in using cyclopropane-oxygen- 
helium mixtures, a close observation must be 
kept of the patient and a proper adjustment 
of the various gases must be made in order 
to maintain the desired plane of anesthesia. 

The gas machine must be equipped with a 
carbon-dioxide absorber and a helium at- 
tachment having calibrated flowmeters cover- 
ing a range from 100 to 5,000 cc. per minute. 
There also must be a 5- to 7-L. gas bag. 

Adequate and proper premedication is es- 
sential for satisfactory anesthesia. 

1. Purge the gas machine for two minutes 
with 500 cc. of oxygen and 3 L. of helium in 
order to eliminate any residual gas from a 


previous anesthetic. 

2. Empty the bag. 

3. Set the needle valves so the gases will 
flow in the following proportions: oxygen, 
500 cc. per minute; cyclopropane, 500 cc. per 
minute; and helium, 1,000 cc. per minute. 

4. Place the mask securely on the pa- 
tient’s face. Administer the above propor- 
tion for three minutes then change to the 
following: oxygen, 500 cc. per minute; cyclo- 


propane, 500 cc. per minute; and helium, 
150 cc. per minute. 

5. Continue the above mixture until the 
patient enters the desired plane of anesthesia. 
Then administer the oxygen according to the 
patient's metabolic requirements. This usu- 
ally requires from 250 to 450 cc. per minute. 
Use only sufficient oxygen to satisfy basal re- 
quirement. 

The cyclopropane is administered continu- 
ously at rates varying from 50 to 200 cc. de- 
pending upon the plane of anesthesia desired. 

If the bag becomes too greatly distended 
reduce the helium to 100 cc. It may, how- 
ever, be necessary to release the pressure at 
frequent intervals at the exhaling valve. 

Note . — The carbon-dioxide filter should be 
turned on at the beginning of the administra- 
tion of the anesthetic or shortly thereafter be- 
cause of the accumulation of carbon dioxide 
that usually occurs during anesthesia. If 
there are any signs of cyanosis or changes in 
the rhythm of the pulse, oxygen should be in- 
creased to correct these conditions. 

At the completion of the anesthetic all the 
gases should be turned off, the face mask re- 
moved, and the machine pushed away from 
the patient. 

We do not believe in flushing the patien 
with oxygen after the termination of the anes- 
thetic. This is extremely dangerous because 
it will immediately throw the mixture in o 
the explosive range. However, if one should 
feel it absolutely necessary to flush the pa- 
tient, we recommended the use of one par o 
oxygen with five parts of helium. 

In the event of leakage about the face m 
or any other part of the anesthetic apparatus, 
the bag may be refilled by using the technic 

described in the induction period. . 

A typical example of the above technic 
illustrated by Case 73 given in Table 1. 

Conclusions 

The method presented in this le P ort ..°J 
the prevention of explosions of combusti 
anesthetic mixtures is that of controlling 
oxygen concentration of the mixtures wi 
such limits that the mixtures are outside 

explosive range. . . , . „, prV 

The method is based on the fact that eve y 
combustible gas, vapor, or dust will not burn 
or explode when the oxygen content °t 1 
mixture is reduced below certain dehffl 
values. These critical oxygen values ar 
usually different for each combustible anu 
vary with the inert gaseous material use 
reduce the oxygen content of the mixtur 
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and with the percentage of combustible pres- 
ent in the mixture. 

In the case of combustible anesthetics such 
as cyclopropane, ether, and ethylene, the con- 
centration of these cannot be altered to any 
great extent because definite amounts are re- 
quired to give the desired degree of anesthe- 
sia. Nonexplosibility must therefore be 
brought about by replacing part of the oxy- 
gen with some inert, nontoxic gaseous medium 
that possesses the desired flame-quenching 
characteristics and is least objectionable to 
the patient breathing the mixture. 

This report gives additional information 
relative to the explosibility of cyclopropane- 
oxygen-helium, ether-oxygen-helium, and ethy- 
lene-oxygen-helium mixtures. 

The results show that ether requires the 
lowest range of oxygen concentrations to 
maintain the mixtures outside the explosive 
range, that ethylene occupies an intermediate 
position between ether and cyclopropane, and 


that cyclopropane (in concentrations in the 
upper limit range) permits a higher concentra- 
tion of oxygen to be present while maintain- 
ing nonexplosive conditions. 

On the basis of the laboratory results it is 
indicated that helium can be used to the best 
advantage in cyclopropane-oxygen mixtures 
for the prevention of explosions and to a slight 
advantage in the case of ethylene or ether- 
oxygen mixtures. 

A technic and illustration were also sub- 
mitted showing the administration of nonex- 
plosive cyclopropane-oxygen-helium mixtures. 
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Workmen’s Compensation 


The Medical and Claims Departments of the 
various insurance carriers were notified by the 
Compensation Insurance Rating Board on 
July 14, 1938, of a plan of procedure relating to 
the discontinuance of medical treatment then 
proposed by the Labor Department. This 
procedure was subsequently modified upon 
recommendation of the Labor Department. 
These modified rules and regulations were 
adopted by the Industrial Council and promul- 
gated by the Industrial Commissioner on Jimu- 
ary 8, 1940. They were sent out to the various 
insurance carriers by their organization on July 
17, 1940. We are reprinting these rules below 
and are requesting physicians to advise us at 
once if insurance carriers or self-insurers are not 
complying with them. 

It is obligatory for an employer or insurance 
carrier before requesting a physician to stop 
treatment to have an examination of the com- 
pensation claimant made by a qualified medical 
examiner. A copy of the medical report must 
be sent to the attending physician. Recently, 
the insurance carriers organization has again 
instructed their Claims Department to carry 
out this procedure. Physicians who have re- 
ceived requests to stop treatment without 
the necessary report of the medical examiner 
should communicate the fact to this office at 
once, giving full details . — David J. Kali ski, 
M.D., Director, January 19, 1942 


Procedure for Adjusting Differences of 
Opinion Between Attending Physicians 

and the Examining Physicians Employed 
by Carriers and Employers as to the 
Need for Further Treatment 

Rule I .—The employers or insurance carriers 
must exercise their right to have a medical ex- 
amination made of a compensation claimant by 
their medical examiner, on which a direction to 
the attending physician to stop treatment must 
be based. 

Rule 2 . — A request forwarded to the attending 
physician to stop treatment must be accompanied 
by a report of the medical examiner employed 
by the employer or insurance carrier setting forth 
the physical findings. 

Rule 3 . — If the attending physician does not 
agree with the findings of the medical examiner, 
he must arrange to confer with the medical ex- 
aminer for the purpose of reaching an under- 
standing. 

Rule 4 - — If the attending physician and the 
medical examiner are unable to 3 gree, a joint 
examination of the claimant should be ar- 
ranged for the purpose of comparing the findings 
of both the attending physician and the medical 
examiner. 

“Rule 4 is not mandatory although the Repre- 
sentatives of the carriers and employers agreed 
that this procedure should be used whenever 
possible. 



THE RESULTS OF TREATMENT WITH BACILLUS COLI 
METABOLIN IN ALLERGIC RHINITIS 

Harry H. Shilkret, M.D., New York City 


TN THE June 15, 1941, issue of the New 
-L York State Journal op Medicine, 
Elsbach 1 reports 75 cases of allergic rhinitis 
treated with a preparation called “Coli 
Metabolin.” He speaks of it as a “new 
biologic treatment .... which appears to act 
to a high degree as a stimulant to the natural 
functions of the sympathetic system and 
renders it foolproof so that it no longer 
reacts to any irritant .... and seems to have a 
desensitizing effect on it.” This product is 
obtained by culturing the Bacillus coli found 
in the human intestines on “specific” culture 
mediums, incubating the pure cultures at 
body temperature, transplanting them, at- 
tenuating them, and then diluting them 
with physiologic salt solution. After septic 
filtration the metabolins in the clear liquid 
are used therapeutically. 

His treatments consisted of eight to twelve 
intramuscular injections of 2 cc. each of the 
B. coli Metabolin; the first five injections 
were administered within five days and the 
remainder were given at intervals of one to 
two days. Treatments were begun at the on- 
set of acute symptoms. No protocols or bib- 
liographic materials were included in this re- 
port, nor was it stated at what period of time 
the experiments were carried on. 

In his series a study was made of 75 cases 
of allergic r hini tis. These were divided into 
two groups: those presenting seasonal symp- 
toms and those with perennial symptoms. 
No skin tests were made. Of the 75 cases 
under treatment with B. coli Metabolin, he 
claims a cure in 53 cases (70.7 per cent) ; im- 
provement in 21 cases (20 per cent), and a poor 
result in 1 case (1.3 per cent). The author 
does not interpret the term “cured." 

In a personal communication with the 
author, he informed me that this work was 
done in 1940. He mentioned that some of 
this work had been done in Germany with 
some success. 

Soon after Elsbach’s results appeared in the 
New York State Journal of Medicine, 
statements of a “cure” for hay fever and other 
allergic conditions also appeared in several 

Presented at a meeting of the Association of Allergy 
Clinics of Greater New York. November 6, 1941. 

From the Allergy Clinics, French and City hospitals. 
New York City. 


newspapers quoting his article. Physicians 
throughout the United States asked for sup- 
plies of B. coli Metabolin, and many have 
already used this preparation in the treatment 
of all types of allergic cases. The reports and 
the results of a considerable number of these 
cases are now in the possession of the Tosse 
Laboratories. 

Many patients attending our clinics with 
allergic conditions have made requests for 
this “cure” treatment. Because of this and 
because of the excellent results reported by 
Elsbach, we were prompted to investigate the 
value of B. coli Metabolin. 

In our series 20 cases were studied. Ten of 
these suffered with ragweed sensitivity; the 
remaining 10 had perennial allergic coryza. 

Of the hay-fever patients, 5 were uncom- 
plicated types, 3 had slight asthmatic symp- 
toms, and 2 had histories of symptoms after 
the hay-fever seasons. 

Of the patients with perennial allergic cor- 
yza, 8 were uncomplicated cases, 1 had oc- 
casional attacks of mild asthma, and another 
had polyps of the nose. 

Following the treatment outlined by Els- 
bach, at least ten injections, at intervals as 
nearly as possible as those suggested by him, 
were given each of the patients we studied. 
Treatments were given only to those who 
presented acute rhinitic symptoms. 

The groups of patients with hay fever 
were studied at the City Hospital Allergy 
Clinic; those with perennial allergic coryza, 
at the French Hospital. The treatments 
were begun in our hay-fever group on August 
26, 1941, when the supply of B. coli Metabolin 
was first available to us. The patients with 
perennial symptoms started their therapy oa 
October 15, 1941, after the ragweed season. 
Each group was purposely treated during the 
same period of time. 

In all cases careful histories were taken, 
progress notes were recorded, and daily symp- 
tom charts were kept. In the hay-fever group, 
notes were kept from August 12, 1941, to 
October 1, 1941. In our second group (with 
perennial allergic coryza), records were kept 
from August 1, 1941, to November 1, 194L 
Intradermal tests consisting of the most im- 
portant inhalants and ingestnnts were per- 
formed on all the patients. Nose and throat 


332 



February 15, 1942] 


ALLERGIC RHINITIS 


333 


TABLE 1. — Cases of Hay Fever Treated with B. Coli Metabolin (Observed Fifty Dats) 


Treatments with B. Coli Metabolin 








Symptom- 








free 







No. 

days 



Class 


Dura- 


of 

after 


Case 

(Rag- 


tion, 

Previous 

injec- 

injec- 


No. 

weed) 

Complications 

Years 

Therapy Results 

tions 

tion 

Results 

1 

C 


10 

Preseasonal — good 

12 

5 

Poor 

2 

B 


6 

Seasonal — fair 

15 

3 

Poor 

3 

BC 


o 

Seasonal — good 

12 

0 

Poor 

4 

C 


13 

Preseasonal — good 

13 

6 

Poor 

5 

C 


7 


12 

6 

Poor 

6 

C 


8 


10 

5 

Poor 

7 

C 

Vasomotor rhinitis 

2 


14 

4 

Poor 

8 

C 

Asthma 

3 

Preseasonal — good 

10 

3 

Poor 

9 

C 

Asthma 

10 

Seasonal — fair 

16 

0 

Poor 

10 

C 

Asthma 

10 

Seasonal — good 

10 

0 

Poor 


consultations were made on the cases of al- 
lergic rhinitis, and the reports are included in 
our charts. To serve as a comparison, note3 
were made of the previous treatments re- 
ceived by our patients, and their opinions as 
to the results they obtained were recorded. 
Particular attention was noted of their treat- 
ments during 1940. 

To correlate our results with patients who 
were treated with the accepted forms of pollen 
therapy, w re referred to our daily records of 
symptoms and progress notes which were 
kept of many other patients with hay fever 
under perennial and preseasonal therapy. In 
order to make our results comparable, we chose 
10 cases each of hay-fever patients treated 
perennially and preseasonally, respectively, 
during 1940 and 1941 and computed the re- 
sults obtained from these forms of therapy. 
The charts of these patients were chosen in 
alphabetical order, and only those charts were 
accepted which had the necessary progress 
notes and in which the patients’ records 
showed completed treatments. 

In calculating our final results, we used the 
same standards in all cases — that is, we re- 
corded the number of days in which the pa- 
tients had moderate to severe hay-fever symp- 
toms, from August 12 to October 1, 1941. 
Subtracting these days from the fifty "ragweed 
fever days’’ gave us the number of symptom- 
free days. Then the percentage of relief was 
obtained by dividing the number of symptom- 
free days by fifty. We finally expressed our 
results by using the following standards: 
90 to 100 per cent, considered excellent re- 
sults; SO to 90 per cent, considered good re- 
sults; 70 to SO per cent, considered fair 
results; and 65 per cent or less, considered 
poor results. 

In the cases with perennial coryzas, we de- 
pended upon the patients’ impressions as to 
the results they had with their former treat- 
ments as compared with B. coli Metabolin. 


After our results on B. coli Metabolin were 
computed and the progress notes were studied, 
Durham’s survey of the pollen counts of the 
ragweed seasons of 1940 and 1941 were referred 
to. 

Results 

1 (Table 1). Of the 10 cases with hay fever 
treated with B. coli Metabolin, 8 were relieved 
of their symptoms for only three to ten days 
out of the fifty days they were under our ob- 
servation. In other words, most of them 
suffered at least forty to forty-seven days dur- 
ing the ragweed season; the remaining 2 suf- 
fered during the entire fifty days. In this 
group the most common of the symptom-free 
days occurred on certain days and did not 
seem to be related to the number of injections 
given to a patient. They occurred on August 
12 to 14 and 18 to 20, before the injections were 
given, and on August 27 to 29, September 2 to 
4, 12 to 13, and 29 to 30, after the injections 
were begun. After the treatments on these 
10 patients were completed, all of them felt 
that they had little or no relief from this 
form of therapy. One patient with asthma re- 
quired hospitalization. After receiving their 
injections, 2 complained of stomach cramps, 
1 complained of diarrhea, and another com- 
plained of headaches. A few patients did not 
return for further treatments and are not in- 
cluded in this study. Those patients who had 
previously been treated with the accepted 
forms, of therapy felt that they did much bet- 
ter with their former treatments. 

2 (Table 2). Of the 10 cases with allergic 
coryza treated with B. coli Metabolin, 6 of 
them were relieved of their symptoms from 
one to four days, and the remaining 4 had no 
relief during the thirty days after their injec- 
tions were begun. In other words, most of 
them suffered twenty-six to thirty days of the 
thirty days they were observed. On ques- 
tioning them, they said they felt that their 
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TABLE 2 —Cases of Perennial Allergic Coryza 


[N. Y. State J. M 


Tbeated 


WITH B. COLI aiETABOLIN (OnSEHVED TaiETT DaT«) 


Case 

No. 

1 

2 

3 

4 

5 

6 

7 

8 
9 

10 


Positive 

Intradermal 

Tests 

Dust, cat, etc 
Dust, orris, etc 
Dust 

Dust, timothy, etc 
Dust, feathers 
Dust, fish, etc. 
Dust 

Dust, vaccine 
Dust, vaccine 
Dust 


Compli- 

cations 


Asthma 

Asthma 


Dura- 

tion, 

Years 

4 

2 

10 

13 

1 

9 

V. 

2 

2 

4 


Previous Therapy Results 
Dust and vaccine — fair 
Dust and vaccine — fair 
Dust and vaccine — fair 
Dust and timothy — good 

Dust and vaccine — good 


Dust and vaccine — poor 
Dust and vaccine — fair 


Treatments with B Colt 
Metabolin 


No of 

Symp- 


tom- 


injec- 

free 


tiona 

days 

Results 

12 

2 

Poor 

12 

2 


12 

0 

Poor 

12 

2 

Poor 

12 

1 

Poor 

12 

2 

Poor 

12 

0 

Poor 

10 

0 

Poor 

10 

12 

0 

4 

Poor 

Poor 




Case 

No 

1 

2 

3 

4 

5 
0 

7 

8 
9 

10 


Accepted Pollen B. Coll 


Th 

Per- 

erapy 

Pre- 

Metabolin 
Before After 

sea- 

injec- 

injec- 

ennial 

sonal 

tion 

tion 

41 

46 

4 

5 

44 

46 

3 

3 

48 

29 

3 

0 

35 

40 

3 

6 

35 

35 

4 

6 

49 

35 

3 

5 

41 

48 

2 

4 

47 

40 

O 

3 

49 

38 

0 

0 

48 

40 

o 

0 


new therapy gave them much less relief than 
the therapy they previously had, even though 
they had had only fair to good results from 
them. Three of this group felt that B. coh 
Metabolin made them feel worse, and 2 re- 
fused to continue further with these treat- 
ments. After her third injection, one of this 
group developed angioneurotic edema and 
asthma for the fiist time since the onset of 
her illness two years before. 

Comment 


Total symptom-free 


' 1 ~~ 

— — 

days 

437 

397 

24 56 32 

Average symptom-free 




days per person 

Number of days ob- 

44 

40 

6 

served 

50 

50 

50 

Average percentage re- 



lief 

Interpretation 

88% 

Good 

80% 

Fair 

12% 

Pnnr 

Results 1940: perennial, 
cellent; coseasonal, good 

excellent; preseasonal, ex- 



Assuming that by “cure” Elsbach means a 
cure of symptoms rather than a cure of the 
disease, the results he obtained in 1940 are 
only fair. This is significant since the general 
experience among allergists shows that the 
year 1940 was one of clinically mild hay 
fever. The results obtained in our cbnics is 
outlined in Table 3. During that year most 
of our patients had excellent results with 
both perennial and preseasonal therapy and 
even good results with coseasonal therapy. 
The general experience in 1941 has been of 
severe hay-fever symptoms with results of 
therapy, in any form, not so favorable as those 
of 1940. In 1941 we had our best results with 
perennial therapy and only good results with 
preseasonal therapy. If you will compare 
(Fig. 1) the survey of pollen counts as pub- 
lished by Durham 2 in 1940 and 1941, you null 
see the direct reason for the severe hay-fever 
season in 1941 as compared with the mild one 
in 1940. Perhaps this is the reason for Els- 
bach’s favorable report. 

It is also interesting to note that with B. 
coli Metabolin the most common symptom- 
free days in our group of 10 patients during 
the 1941 ragweed season, occurred on the 
following dates: August 10 to 14, 18 to 20, 

27 to 29; September 2 to 4, 12 to 13, 29 to 30. 
The symptom-free days, therefore, apparently 
coincided with the definite drops in the pollen 
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count, as is shown in Fig. 1. Since none of 
these patients had relief on the higher pollen 
count days, we can say that the alleviation 
of symptoms in our series of cases was due to 
favorable meteorologic conditions rather than 
to the efficacy of the medication. 

In our series of perennial allergic coryzas 
where there is no specific measure of antigenic 
content of the environment and where the 
antigenic index, for the most part, remains 
fairly stable, we had to depend entirely on 
the subjective reaction of the patient as to re- 
sults with the new therapy and the compari- 
son of these with the results from the orthodox 
therapy of specific hyposensitization. Here, 
in our experience, the orthodox therapy gives 
only fair to good results. In spite of this, the 
patients themselves preferred this accepted 
form of therapy to that with B. coli Meta- 


bolin. In this group, three patients refused 
to continue with B. coli Metabolin because 
they felt it made them worse. One of these 
patients who suffered from perennial allergic 
coryza for two years developed angioneurotic 
edema and asthma for the first time after re- 
ceiving the third injection. Whether or not 
this was a constitutional reaction to the 
medication, we are not prepared to say. We 
intend, shortly, to study this phase of the 
problem. 

Conclusion 

B. coli Metabolin is of no value in the treat- 
ments of hay fever or allergic coryzas. 
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IMPROVING ADVERTISING STANDARDS 

The Pennsylvania Newspaper Publishers As- 
sociation is playing an important role in that 
state toward improving standards of advertising. 
The committee has suggested twelve guides 
specifically connected with the advertising of 
proprietary medicines, several of which, if 
adopted, says the Pennsylvania Medical Journal, 
will undoubtedly prove effective in curing the 
duping of newspaper readers who are inclined 
to swallow any claim for any remedy for any 
condition that they, through the processes of self- 
' diagnosis, believe is their own particular ailment. 
They are: 

The display lines of medical advertisements should not 
duplicate, or too closely resemble, regular news dress. 

The following advertising should be carefully scru- 
tinized with the possibility of elimination, since copy 
of this nature in a large percentage of cases is fraudulent: 
Bright's disease, cancer cure-alls, deafness (except me- 
chanical devices), diabetes, diphtheria, dropsy, epilepsy, 
gallstones, goiter, heart disease, high blood pressure, 
infantile paralysis, leg sores, obesity, prostate gland, 
remedies given secretly, stomach ulcers, tuberculosis, 
venereal diseases. 

Advertisers cannot claim that a product will cure: 
this applies either by direct statement or by various 
forms of inference. The words "rid,” "check progress,” 
and "remove the cause" fall in this category. 

Any advertising regarding internal ailments which 
offers to "diagnose, prescribe, or give special instructions 
for treatments of particular cases by mail” should not be 
published. 

Implied or direct reference to the restoration of "lost 
manhood or womanhood, full vigor of manhood or 
womanhood," etc., should be barred 

All remedies taken internally, or applied externally, 
which claim to reduce weight should be eliminated. 

No reference should bo made to the fact that “your 
doctor would recommend” a specific product. “Doctors 
everywhere” falls under this same provision. Names 
of specific doctors may be used. 


WHAT’S YOUR E. Q.? 

[E. Q.= Emotional Quotient, in case you 
are wondering. ] 

An emotionally mature person, says Helen R. 
Sherman, instructor in the Adult Education 
Division, Wayne University, has some idea of 
what he wants to get out of life. He can take 
responsibility and make decisions. He can ac- 
cept blame, criticism, and praise casually. He 
can suffer without disintegration; i.e., he has 
courage. He is ready to put himself to the test. 
He realizes effort rather than luck is the founda- 
tion of success. 

An emotionally mature person has an objective, 
fairly accurate idea of himself. He knows his 
strong points and his weak ones and is aware of 
his biases, prejudices, and fears. He is fair, not 
conceited, not sorry for himself, has a sense of 
humor. He does not habitually ask that favors 
be done him. He can plan his time and is seldom 
late or rushed. 

An emotionally mature person habitually faces 
the situation as it is and not as he wishes it were. 
He adjusts to unchangeable facts with the least 
possible discomfort. He lives in the present, 
does not rehearse the failures or hurts of the past’ 
plans for but does not worry about the future. 

An emotionally mature person does not expect 
perfection from himself or others and doe 3 not 
fret over minor personality defects. He knows 
that there must always be error and conflict and 
that there is no easy, quick solution for difficult 
problems. He knows that improvement of be- 
havior in self or in others requires time, skill, 
wisdom, and self-sacrifice. He puts his attention 
on the successful aspects of his own and other 
people’s lives. He has confidence, tolerance, and 
zest.— Talk, published by The National Hospital 
Jot Speech Disorders 



CHRONIC HYPERTROPHIC OSTEOARTHRITIS IN THE CERVICAL 
SPINE WITH RADICULITIS 

A Report of 40 Cases with a Review of the Literature Together with 
Some Notes on Effective Methods of Treatment — Part III 

Le Moyne Copeland Kelly, M.D., F.A.C.P., New York City- 


Differential Diagnosis 

When a patient presents himself for the 
relief of pain in the neck, shoulder, or upper 
extremity, there are a great variety of condi- 
tions which must be considered: (1) local 
conditions in the shoulder, breast, or chest 
wall — for example, an arthritis of the shoulder 
joint, subdeltoid or subacromial bursitis, 
muscle sprain, tumor of the breast, or frac- 
tured rib; (2) lesions in the spinal column , the 
spinal cord or its roots — viz., cervical rib, 
tumors, intercostal neuralgia, and various 
neuritides (toxic, infectious, or that associated 
with avitaminosis); (3) shoulder pains re- 
ferred from visceral diseases as seen in gastro- 
intestinal disorders (notably of the stomach 
and gallbladder) and pulmonary lesions such 
as pleurisy and Pancoast’s superior sulcus 
tumor; and (4) metabolic disorders (particu- 
larly hypothyroidism). A good idea of the 
difficulties that may arise in making the diag- 
nosis in a patient complaining of painful 
shoulder may be obtained from Case 17. 

Case Report 

Case 17. — Mrs. E. H., aged 58, was seen in a 
dispensary in September, 1940, complaining of 
“arthritis" in the left shoulder for a period of 
twelve years and acute pain in that shoulder on 
the slightest motion for the previous two weeks, 
together with “pains all over" for three months 
and knifelike abdominal pain "off and on for six 
weeks.” On physical examination the patient 
complained bitterly of excruciating pain in the 
left shoulder when it was moved in any direc- 
tion, but more so on abduction, and there was 
marked tenderness on direct pressure over the 
insertion of the deltoid muscle. Her throat was 
injected and pus could be expressed from the 
tonsils. The clinical impression was that she 
had an acute subdeltoid bursitis with possibly 
some osteoarthritic change in the left shoulder 
joint. 

An x-ray of that shoulder showed peritendinous 
calcification and the sedimentation rate was con- 
siderably elevated, all of which tended to bear 
out our diagnosis. However, when five physical 
therapeutic treatments failed to produce any 
benefit, she was sent to the roentgenologist for 
deep x-ray therapy. His summary, which de- 
scribes so well the usual history in these cases, 
was as follows: “For the past seven years this 
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patient has been treated for various types of 
pain which seems to have involved most of her 
body at one time or another.” He advised deep 
x-ray therapy to the left shoulder and the patient 
received this (1,600 r units in air) within a period 
of eighteen days. At the end of this time, how- 
ever, she was not improved and the same marked 
limitation of motion was still present. 

About a month later she returned complaining 
of pain in the region of her left trapezius muscle 
with radiation down over the deltoid and lateral 
aspect of the left arm as far as the wrist. This 
was always worse just before bad weather and 
she described it as being so severe at times that 
she “could not even raise her hand to comb her 
hair.” There was also some occipital headache 
in the morning upon awakening. X-rays of the 
cervical and dorsal spine at this time showed a 
narrowing of the intervertebral space C 1-2 
(particularly on the left side), together with other 
changes characteristic of hypertrophic osteo- 
arthritis. There was considerable bony bridging 
in the lower dorsal area. Therefore, x-ray ther- 
apy was given, this time to the cervical spine, 
and after 1,200 r units in air her symptoms had 
largely disappeared. 

Special note: Two weeks after first being seen 
for the shoulder pain, this patient returned to 
the clinic complaining of sharp pains in the 
epigastrium not related to food or activity. 
These radiated up behind the sternum and were . 
followed by a bilateral soreness beneath the 
lower ribs (her gallbladder had been removed 
fifteen years previously). A gastroenterologist 
who saw her during one of these episodes of pam 
said: “The patient's symptoms may be cardiac, 
but I think we should rule out the gastrointes- 
tinal tract.” Gastric analysis was normal and a 
gastrointestinal series showed only a sm3 ll di- 
verticulum of the second portion of the duo- 
denum. Examination of her abdomen at the 
time of the shoulder pain had revealed consider- 
able tenderness in both lower quadrants, and 
there was still some slight tenderness in the 
epigastrium and both lower quadrants when 
examined for her epigastric pain two weeks later. 
However, when seen again, six weeks after the 
original gastric episode, all the abdominal pam 
and tenderness had entirely disappeared. 

Just as symptoms of a radicular nature 
from an arthritis of the cervical spine should 
call our attention to the possibility of associ- 
ated gastrointestinal symptoms being on a 
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radicular basis, so should symptoms in other 
segments of the body call our attention to the 
possibility of this condition in the cervical 
spine. 

Perhaps the greatest difficulty in diagnosis 
arises in differentiating the root pain of hy- 
pertrophic arthritis of the cervical spine from 
that of a new growth in. the spinal cord or 
vertebral column. However, Elliott 11 * re- 
minds us that tumors in this area usually 
give distinct pressure symptoms as well as 
root pains, while Parker and Adson 33 point 
out that in the latter condition marked re- 
lief is ordinarily obtained by walking the 
floor at night or sleeping upright in a chair, 
whereas in arthritis, this only tends to ag- 
gravate the patient’s symptoms. More- 
over, where a tumor is present in the vertebra, 
the sedimentation rate is apt to be increased, 
and there will, as a rule, be some change in 
the serum phosphatase. 

Pour cases of especial interest have ap- 
peared in the foreign literature. These show 
how bizarre may be the type of onset and 
demonstrate how such variations can tend, 
at times, to confuse the picture. In two of 
the reports 13 - 43 the patient’s chief complaint 
was simply difficulty in swallowing, which 
was rather promptly relieved by the applica- 
tion of heat to the cervical spine. Another 
case 7 was originally diagnosed as a meningitis 
due to a marked spasticity of the neck muscles. 
The fourth patient 16 at first was thought to 
be suffering from an atypical form of amyo- 
trophic lateral sclerosis because of the drag- 
ging of one leg and other difficulties of motor 
control. However, the fifth and seventh 
cranial nerves were never involved in the 
disease process, so that a diagnosis of chronic 
hypertrophic osteoarthritis of the cervical 
spine seemed most probable. 

Treatment 

It is nearly seventy years now since An- 
stie 1 stated in his paper before the Clinical 
Society of London that “it is worthwhile 
to remember that cervico-occipital neuralgias, 
by the consent of the best authorities, are 
decidedly hard to cure by any treatment.” 
Many recent authors have been content to 
describe the disease process without advising 
as to the best procedure for relieving the pa- 
tient. In general, three effective methods 
have been used: 

1. Physical Therapy — Heat in all forms is 
recommended. 

2. Traction and Manipulation. — Wagen- 


thals 47 and Neviaser 32 applied hyperexten- 
sion to the spine along with applications of 
heat and secured gratifying results. Han- 
flig 30 used the Sayre head traction apparatus 
and proceeded to maintain the hyperexten- 
sion in 5 of his cases by fitting a Thomas 
collar (all of the patients complained that 
their root pains began to return as soon as 
they were lowered to a sitting position). 
Some authors 42 applied traction only in those 
few cases where the symptoms tended to 
persist following x-ray treatment or where 
there was some particular mechanical indica- 
tion for it. 

3. Deep X-Ray Therapy . — This gives the 
most satisfactory results in those patients 
not relieved by physical therapeutic measures. 
It was first used in 1932 by Bisgard 5 who re- 
ported that he obtained his best results by 
repeated small doses. Two years later, 
Chaumet 8 stated that radiotherapy in moder- 
ate dosage two to three times a week ante- 
riorly and posteriorly to the cervical spine 
gives relief, as a rule, after a lapse of time 
varying from one to four weeks. “There is 
no question that x-ray is the best treatment 
by physical agents.” Gauducheau 16 reported 
recently on 27 cases treated with deep x-ray, 
of which 24 were cured or much improved by 
using the following method: 130 kilovolts, 
6 mm. alum, 8 by 10, 25 cm., 50-200 r units 
given twice a week (total course 1,000 r units 
in air). He quoted Zimman as having ob- 
tained equally good results in 35 out of 41 
cases by the same method. 

Pfender 35 states that it is difficult to axplain 
the curative action of the roentgen ray in 
these cases, “for it is certain that the osseus 
lesions are not affected by this treatment and 
that normal bone tissue cannot be restored. 
Furthermore, although the primary lesion 
lies in the osteophytes, they apparently play 
no part in the causation of pain; rather, it is 
the secondary lesion (i.e., the extension of the 
inflammatory process to the intervertebral 
foramina), which is the underlying cause of 
the pain. 30 We must assume, therefore, that 
these rays act on the connective tissue sur- 
rounding the nerve in its foramen and, by 
reducing the inflammation, relieve the pres- 
sure on the nerve itself. Decompression 
having taken place, the pain promptly disap- 
pears.” It is his opinion that the early cases 
are more amenable to x-ray therapy and that 
comparatively small doses give the best re- 
sults. 

Some authors have advised large doses of 
brewers yeast, while others — on the premise 


* For references see Part I, January 15 issue. 
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Fig. 3. Original x-ray of cervical spine taken 
on Case 2 in July, 1937, at which time symptoms 
were relatively mild. Some thinning of the disk 
is apparent between C 5 and 6. 

expressed by Williams" that “there is no 
criteria by which involvement of the intrame- 
ningeal portion of the root can be differentiated 
from the extrameningeal part, for the involve- 
ment of either of these parts will be mani- 
fested as a radicular disturbance” — have 
given injections of thiamin chloride in large 
doses. Our experience has been that some 
patients will recover while taking large quan- 
tities of yeast, but the time period required 
for this improvement is in general about twice 
as long as for those patients who receive deep 
x-ray therapy. 

Discussion 

Hartsock 21 maintains that there is little 
doubt that a great many cases of osteoar- 
thritis of the cervical spine with radicular 
symptoms escape detection because of the fact 
that the x-ray findings, on first examination, 
have been reported as negative. Other 
authors, 11 - 60 too, have called attention to the 
urgent need for considering the possibility of 
this condition even in the absence of any 


Fig. 4. X-ray taken fourteen months later, 
showing progressive thinning of same disk with 
an associated increase in patient’s com- 
plaints. 

definite x-ray changes. Turner and Oppen- 
heimer 42 cited several cases in their study of 50 
patients who had a fully developed clinical 
picture without x-ray confirmation. All of 
these cases, however, had a distinct narrowing 
of one or more interspaces, as was so beauti- 
fully shown in their published photographs. 
A reproduction of one of Morton’s 23 roentgeno- 
graphs also showed this characteristic thin- 
ning of the intervertebral disk, but the 
author did not mention this finding as being 
of importance in making this diagnosis. 

Parker and Adson, 33 moreover, were able 
to state conclusively, after careful pathologic 
studies on gross specimens, that “hypertro- 
phic changes in the spinal column may be 
extensive and present for a considerable 
period of time without any x-ray evidence 
whatsoever of their presence." Conse- 
quently, in the early stages, even though the 
clinical symptoms may be very acute, a 
change in the cervical vertebrae will not ah 
ways be demonstrable on the roentgenograph- 
It is only when the process has been present 
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for some time and permanent bony changes 
have resulted that the x-ray picture will show 
findings characteristic of chronic osteoarthri- 
tis. 

UVe have a patient whom we have had un- 
der observation at infrequent intervals over 
a period of approximately four years, during 
which time the x-rays of her cervical spine 
(originally considered negative) showed pro- 
gressive thinning of the disks with each in- 
crease in her clinical symptoms (Case 2) 
(see Figs. 3, 4, and 5).* 

Case Report 

Case 2 — Mrs. E. M., aged 52, was first seen in 
July, 1937, complaining of pain in the back of 
her neck for a period of two years. Physical 
examination showed only a guarded position of 
head and neck, and an x-ray of the cervical spine 
was reported negative. The sedimentation rate 
nas normal. She received physical therapy, 
massage, and exercises without appreciable 
benefit. Fourteen months later (September, 1 938) 
she returned complaining of low back pain. 
An x-ray of the spine at this time showed only 
mild osteoarthritis of cervical and dorsal bodies 
with some lipping. Physical therapy and sali- 
cylates afforded temporary relief. 

She disappeared then for over two years but 
returned in December, 1940, complaining of pain 
in both shoulders for a period of eight months 
She stated that it had become more severe of 
late and was associated with frequent, shooting 
pains in the left upper extremity. She said: 
“As a rule, I'm up all night with it. If I can 
find a comfortable place in bed, I can go off to 
sleep for an hour or so, but the first thing I know, 
it wakes me up again. I’ve had a crink in my 
neck of late and my head aches when I get up 
in the morning. It isn’t really like an ordinary 
headache; I hardly know how to describe it, 
for my head just hurts all over." Physical 
examination showed the same limitation of mo- 
tion in the neck and left shoulder, but by this 
time there was some crepitus in her neck as 
well. An x-ray of the cervical spine taken at 
this time showed a considerable increase in the 
findings of osteoarthritis, particularly in the 
lower vertebrae with narrowing of the inter- 
vertebral spaces, especially C 5-6. The left 
shoulder was negative. Thereupon, deep x-ray 
therapy to the cervical spine was instituted, and 
the patient’s symptoms had entirely disappeared 
after two weeks’ treatment. 

Another case is cited in the literature where 
the patient had a consistently negative x-ray 
for a period of eighteen months, during which 
time he was seen by several physicians. No 
definite diagnosis was made until he was ex- 
amined by Gillespie 15 who found a marked 

* Fi£a, X and 2 appear m Part II, February X issue 
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Fig- 5- Film taken twenty-seven months 
after Fig. 4, showing a marked decrease in the 
thickness of the same intervertebral disk with 
consequent encroachment upon the intervertebral 
foramina and a sharp increase in patient's symp- 
toms. 

deformity of the cervical spine with byperex- 
tension of the head. He did not wait for a 
positive x-ray picture to make the diagnosis 
of chronic hypertrophic osteoarthritis of the 
cervical spine but relied entirely on the his- 
tory and physical findings. In 4 of our cases 
we found these factors so characteristic that 
we did not hesitate to make this diagnosis, 
even though it could not be confirmed at the 
time by x-rays. 

Summary 

1. The incidence of cases of chronic hy- 
pertrophic osteoarthritis of the spine associ- 
ated with symptoms is apparently increasing 
both in private and clinic practice. 

2. Thinning of the intervertebral disk 
can cause a unilateral or bilateral narrowing 
of the corresponding intervertebral foramina 
with resulting compression of nerve roots. 

3. There is a predilection for the path- 
ology to center in the lower cervical verte- 
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Fra. 3. Original x-ray of cervical spine taken Fig. 4. X-ray taken fourteen months later, 
on Case - in July, 1937, at which time symptoms showing progressive thinning of same disk with 
were relatively mild. Some thinning of the disk an associated increase in patient’s ro av- 
is apparent between C 5 and 6. plaints. 


expressed by Williams 45 that “there is no 
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ningeal portion of the root can be differentiated 
from the extrameningeal part, for the involve- 
ment of either of these parts will be mani- 
fested as a radicular disturbance” — have 
given infections of thiamin chloride in large 
doses. Our experience has been that some 
patients will recover while taking large quan- 
tities of yeast, but the time period required 
for this improvement is in general about twee 
as long as for those patients who receive deep 
x-ray therapy. 
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thritis of the cervical spine with radicular 
symptoms escape detection because of the fact 
that the x-ray findings, on first examination, 
have been reported as negative. Other 
authors, lliM too, have called attention to the 
urgent need for considering the possibility of 
this condition even in the absence of any 
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heimer 42 cited several cases in their study of 50 
patients who had a fully developed clinical 
picture without x-ray confirmation. All of 
these cases, however, had a distinct narrowing 
of one or more interspaces, as was so beauti- 
fully shown in their published photographs, 
A reproduction of one of Morton’s 23 roentgeno- 
graphs also showed this characteristic thin- 
ning of the intervertebral disk, but the 
author did not mention this finding as being 
of importance in making tbis diagnosis. 

Parker and Adson, 33 moreover, were able 
to state conclusively, after careful pathologic 
studies on gross specimens, that “hypertro- 
phic changes in the spinal column may he 
extensive and present for a considerable 
period of time without any x-ray evidence 
whatsoever of their presence.” Conse- 
quently, in the early stages, even though the 
clinical symptoms may be veiy acute, a 
change in the cervical vertebrae will not al- 
ways be demonstrable on the roentgenograph. 
It is only when the process has been present 
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CLINICOPATHOLOGICAL CONFERENCES 
Fourth Medical Division of Bellevue Hospital 
Conducted by Dr. Henry C. Fleming 


History 

The patient was an 80-year-old white woman 
admitted on December 15, 1941. She had suf- 
fered “heartburn,” flatulence, and constipa- 
tion for twenty years. She had been obliged 
to limit her diet to the simplest foods and had 
received relief from sodium bicarbonate and 
carthartics. During the past four years the 
patient had suffered five attacks of severe 
right upper quadrant pain, which radiated 
around to the flank and occasionally to the 
right shoulder. The attacks lasted as long as 
forty-eight hours. She entered the hospital 
because of severe right upper quadrant pain, 
which, however, did not radiate to the 
shoulder. Jaundice of the skin was noted 
on admission, along with the development of 
pain. The urine was dark but the stools were 
not clay colored. There had been a 35-pound 
weight loss during the four years prior to ad- 
mission. The patient’s father had died of 
carcinoma of the rectum. Appendectomy was 
performed about ten years prior to admission. 

The patient was described as a remarkably 
well-preserved and well-developed 80-year-old 
white woman, moderately jaundiced. She 
was mentally clear on admission but was in 
acute pain. On admission the temperature 
was 101.2 F.; pulse, 96; respirations, 22; 
blood pressure, 102/56. The positive findings 
included icteric scleras, an edentulous mouth, 
and marked right upper quadrant tenderness 
with minimal muscle spasm. There was a 
right rectus incision below the umbilicus. 
Some observers described a mass in the right 
upper quadrant which was thought to be dis- 
tended gallbladder. The heart was not en- 
larged, there was regular sinus rhythm, and 
the sounds were of fair quality. There were 
no thrills or murmurs present. There was a 
large scar on the left side which was the result 
of an old burn. There was no clubbing, 
cyanosis, or edema of the extremities. The 
rectal examination was negative. The clini- 
cal impressions at the time of admission in- 
cluded acute empyema of the gallbladder, 
common duct stone, and metastatic carcinoma 
of the liver. 


Laboratory Findings . — The urinalysis on 
admission showed a specific gravity of 1.014 
and a 2 plus albumin. The urine was positive 
for bile. A day later, tests for urobilin and 
urobilinogen were negative. The red blood 
count was 5,100,000 with 100 per cent hemo- 
globin, the white blood count was 17,350 
with 84 per cent polymorphonuclears. On 
December 17 the blood nonprotein nitrogen 
was 60; the blood sugar, 95. The icteric 
index was 65; the van den Bergh, direct, 
showed an immediate reaction, and the blood 
cholesterol was 211. 

The pain gradually subsided, but the tem- 
perature rose to 103.8 F. on the fifth hospital 
day, at which time the jaundice had increased 
and the white blood count was 17,300. Pa- 
tient began at this time to sink gradually into a 
comatose state, but despite her condition it 
was thought that surgery would offer the only 
hope of relief. The patient was operated on 
through an upper right rectus incision but, 
owing to the poor condition of the patient, 
cholecystostomy was done. The common 
duct was not explored. The patient died on 
December 22, 1941, on the seventh hospital 
day. 

Discussion 

Dr. Henry C. Fleming: Gentlemen, 
you have all heard and probably read the 
protocol. I shall ask Dr. Washburn to 
comment. 

Dr. Arthur L. Washburn: I suspect a 
ball valve stone of the common bile duct 
with empyema of the gallbladder. The red 
blood count and hemoglobin are against car- 
cinoma. I feel that the increased white blood 
count and the temperature rise are perfectly 
consistent with common duct stone. The 
various digestive difficulties that the patient 
had had for twenty years were the symptoms 
of chronic cholecystitis. The severe attacks of 
pain were typical of ball valve stone. 

Dr. Henry C. Fleming: Did the patient 
have a small or large gallbladder? 

Dr. Arthur L. Washburn: The patient, 
according to description, probably had a 
distended gallbladder. She had had five 
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brae, since these are more subject to trauma, 
and the foramina in this area are smaller in 
proportion to the size of the emerging nerve 
roots. 

4. The outstanding characteristic of this 
syndrome is aggravation of all symptoms by 
any movement of the spine (particularly by 
hyperextension) and by coughing, sneezing, 
or straining. 

5. Most root pains (“peripheral neuritis”) 
associated with aching and soreness of the 
shoulder muscles and aggravated by motion 
of the neck are due to an osteoarthritis of the 
cervical vertebrae. 

6. Every case presenting complaints of 
pain or limitation of motion in one or both 
shoulders warrants a thorough study of the 
cervical spine, particularly if enough local 
pathology has been found in the shoulder to 
account for the symptoms but where no re- 
sponse has been obtained to specific treat- 
ment to that shoulder. 

7. No direct relationship has been found 
with regard to age, sex, race, body weight, 
type, or the general state of the patient’s 
health. 

8. Radiculitis can involve any group of 
nerve fibers contained in any nerve root — 
motqr, sensory, or sympathetic — and the 
symptoms, unilateral or bilateral, may re- 
flect evidence of irritation or loss of function, 
either partial or complete. 

9. Chronic osteoarthritis of the cervical 
spine may at times have a bizarre onset and 
so should be kept in mind constantly as a pos- 
sibility in the differential diagnosis of pains in 
the head, neck, chest, and upper extremities. 

10. Chronic arthritis of the cervical 
spine is a frequent cause of a characteristic, 
occipital, early-morning headache (40 per 
cent of our cases). This condition can be 
diagnosed even in the absence of definite 


x-ray findings and the proper therapy insti* 
tuted. 

11. Arthritis in the cervical spine can 
constitute an "irritation focus" for neuralgias 
of the cranial nerves and thereby explain 
such unusual symptoms as unilateral sore 
throat and earache not associated with local 
pathology. 

12. Osteoarthritis of the cervical spine 
can cause precordial pain which, at first, may 
be indistinguishable from that due to organic 
heart disease, ""but a careful history and phy- 
sical examination, together with electro- 
cardiographic and x-ray studies, will serve to 
differentiate a radicular pain from that of 
visceral origin. 

13. In the differential diagnosis of pain 
in the neck, shoulder, or upper extremity, 
great care must be exercised and a wide variety 
of conditions must be considered. 

14. Hypertrophic changes in the cervical 
spine may be extensive and present for a 
considerable period of time without any x-ray 
evidence whatsoever of their presence. This 
fact has been proved by careful examination 
of gross specimens, as well as by clinical 
studies with serial x-ray pictures. 

15. Many cases are - completely relieved 
by physical therapy, salicylates, and large 
quantities of yeast, but some more resistant 
ones will need small doses of deep x-ray. 

16. Roentgen therapy is an efficient aid 
in relieving pain. It reduces the inflammation 
that surrounds the nerve in its foramen and 
thereby relieves the pressure on the nerve 
root. Early cases are most amenable to 
treatment and comparatively small^ doses 
give the best results. In a few, the pain may 
persist even after this therapy, and traction 
with maintenance of hyperextension will he 
required before complete relief is effected. 

133 East 58th Street 


STATISTICS FROM ENGLAND 
The marriage rate for 1940 in England was 30 
per cent higher than prewar levels, according to 
the Metropolitan Life Insurance Company, but 
during the first six months of 1941 the birth rate 
in England's cities fell off 20 per cent. Infant 
mortality this year is high in England, because 
communicable diseases have been prevalent. 
Measles was abnormally prevalent in the first 
half of 1941 and whooping cough also. Diph- 
theria cases were increasing to a lesser extent. 
These conditions improved considerably during 
the summer, however, aside from the whoop- 
ing cough situation . — Medical World 


SLIP OF THE TONGUE 
“The answer to the question of why intelligent! 
well-educated people’ misplace words would in- 
volve a long philosophic discussion of what are 
considered in the Freudian literature as ‘slips oi 
the tongue,’ ” Hygeia, The _ Health Magazine 
states in answer to an inquiry as to whether 
such “slips” are a remote sign of insanity- 
“There are many different types of slips, tae 
article says, “some having rather obvious mean- 
ings, while others are obscure and little under- 
stood. Such ‘slips' or the misplacement of words 
are common and bear no established relation 
to mental disease." 
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and contracted gallbladder rather than the 
distended one of empyema. 

I believe the increasing jaundice indicated 
obstruction to the flow of bile — not common 
in empyema until well-developed cholangitis 
or hepatitis occurs. And if obstruction was 
the explanation of the jaundice, that frequent 
finding of common duct stone was the prob- 
able answer. 

You will recall that Corvoisier pointed out 
to us half a century ago that obstruction of 
the common duct by stone is far more fre- 
quently associated with a small rather than 
with a large gallbladder. This assertion was 
predicated upon the belief that the stone was 
bom in or occupied the gallbladder and there 
created the inflammatory process that resulted 
in fibrosis and contraction. The irregular 
mass in the right upper qaudrant could readily 
be omentum, which we so frequently find 
adherent to or overlying a chronic gallbladder. 

The weight loss, pointed out by Dr. Trubek, 
probably indicated diminis hed fat digestive 
ability. The coma was probably the result 
of cholemia, uremia, asthenia, and dehydra- 
tion. 

Time precludes further elaboration but, as 
my impression of this being a case of chronic 
cholecystitis with common duct stone has 
been challenged upon the assumption that 
such did not explain the pain, I should like to 
state that it is my impression that pain of 
variable radiation and intensity may occur in 
gallbladder disease regardless of the existence 
or nonexistence of stone. 

Db. Kenketh M. Lewis: I think that 
there are a few things about this case besides 
the obstructive signs. Why did the patient 
go into coma? Cholemia cases do not go 
into coma so rapidly. The blood nonprotein 
nitrogen was 60; the patient was in deep 
coma and was markedly dehydrated. The 
high red blood count, white blood count, 
and increased temperature could be ac- 
counted for by the marked dehydration. The 
blood nonprotein nitrogen before death had 
risen to 100. Whether this patient was in 
uremia, we do not know. That might have 
been another factor besides the gallbladder 
disease. Postoperatively, the patient re- 
ceived whole blood and plasma and continu- 
ous infusions of 5 per cent glucose in saline. 
Regardless of the above therapy the patient 
remained in coma. Because of the signs of 
obstruction (jaundice) the patient was a 
poor operative risk. The operation was 
performed under local anesthesia (field block). 
We thought that the patient had an 


empyema of the gallbladder, but plastered 
over the gallbladder was the omentum and 
stomach. There were dense old adhesions. 
By careful dissection, a small contracted gall- 
bladder was found with no evidence of acute 
inflammation. The mucosa was bile-stained. 
A tube was inserted into the gallbladder; 
cholecystostomy" was performed to sidetrack 
the bile flow. The common duct was not 
exposed. Postoperatively, it was noted that 
the bile drained freely. A transfusion of 
500 cc. of whole blood was given. Plasma 
and the infusions of 5 per cent glucose in 
saline were continued. The circulation was 
in a good state. The patient died thirty-six 
hours after operation. 

Pathology 

Dr. Max Whllhelai Johaxxsen: Nec- 
ropsy was performed twenty-four hours after 
death. The relevant findings were as fol- 
lows: Intense jaundice was noted over the 
entire skin. There were also present many 
ecchymotic areas. A recent right rectus 
operative incision held together by three re- 
tention sutures was found. The peritoneal 
cavity did not contain any fluid, but the 
greater omentum showed many recent adhe- 
sions in the proximity of the operative site 
and many old fibrous adhesions in the vicinity 
of the gallbladder bed. A rubber drain 
extended from the gallbladder bed into the 
operative wound of the anterior abdominal 
wall. 

The liver, pancreas, stomach, and .duo- 
denum were removed in total. The portal 
vein and its tributaries were free of any 
pathology; the biliary ducts were isolated; 
the common duct was slightly dilated in its 
distal one-half; and in the midportion of the 
common duct, a large, round, rough calculus 
was found firmly impacted. This stone 
measured iy 2 cm. in diameter. Above this 
point of obstruction the common duct was 
dilated and led into the patent cystic duct, 
which, in turn, led into the markedly nar- 
rowed and shrunken gallbladder. 

On sectioning, the liver itself showed, 
in addition to obvious bile staining, slight lobu- 
lation. The pancreas was natural. The 
lungs showed considerable gray-white granular 
patches, particularly marked in the lower 
lobes. The spleen was slightly larger than 
normal and mushy to the touch. Micro- 
scopically, there was revealed a slight biliary 
cirrhosis with mild acute cholangitis and many 
miliary abscesses. The kidneys failed to re- 
veal any pathology, either grossly or micro- 
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episodes of pain and the mass felt was ex- 
quisitely sensitive — if. might have been dis- 
tended gallbladder. 

Dr. Henry C. Fleming: What was the 
gradual loss of weight due to? 

Dr. Arthur L. Washburn: This ease 
was one of gallstone with empyema of the 
gallbladder. There might have been coexist- 
ing neoplasms. 

Dr. Beeckman J. Delay our: We are 
dealing with an obstructive type of jaundice. 
I believe there was a degenerative change of 
the liver, there was some evidence of hepa- 
titis. The patient gave a history of long- 
standing digestive disturbances. This under- 
lying infectious process is borne out by the 
elevated white blood count and the tempera- 
ture. The question of malignancy then arises, 
but there is tenderness in the region of the 
bladder only in the final stages of malig- 
nancy. Dr. Llewellys Barker of Johns Hop- 
kins has stated that physical diagnosis of the 
abdomen is the most difficult. In malignancy 
of the gallbladder there is a low white blood 
count but an increased number of polymor- 
phonuclear cells. That generally applies to 
carcinoma of the abdomen. There was a 
high total white blood count in this case. 
In cases of acute gallbladder disease it is im- 
portant to operate before the jaundice sets in. 

Dr. Arnold Koffler: Operative pro- 
cedure was indicated because of definite at- 
tacks of pain, evidence of obstruction, the 
mass in the upper part of the abdomen, and 
the high temperature. I do not feel that 
this patient had an empyema of the gall- 
bladder. I feel that the patient had a com- 
mon duct stone with obstruction. 

Dr. Max Trubek: The attacks resembled 
those of biliary colic. The patient had been 
on a low fat diet for twenty years and, that, 
with old age, probably accounts for the weight 
loss. Pancreatitis should be considered as a 
differential in this case — also carcinoma of the 
pancreas. The acute cholangitis accounts 
for the septic state. 

Dr. Henry C. Fleming: What was the 
violent attack of pain due to? 

Dr. Max Trubek: The pain was due to 
the stone either in the cystic duct or common 
duct. Carcinoma of the pancreas can give 
such colicky pain. 

Dr. MennascH Kalkstein: The exact 
anatomic diagnosis cannot be made. In the 
presence of unexplained persistent jaundice 
that is not receding, operation is the only 
procedure and the sooner it is done the bet- 
ter. 


Dr. Elliott Hochstein: Dr. Robert 
Zollinger, of Boston, in various experiments 
on the localization of pain in the gallbladder, 
has made the following observations: If the 
gallbladder is distended, there is a feeling of 
fullness in the epigastrium. Only when the 
common duct is involved do the patients get 
pain. If involvement is in the cystic duct, 
there is no pain. 

Dr. Emanuel Applebatjm: I was im- 
pressed by the lack of discussion in regard 
to the preterminal coma. Patient had marked 
impairment of liver function. Clinically, 
that was impressive. 

Dr. Zachary Sagal: The patient was 
well nourished; the weight loss was not sig- 
nificant. There was definite evidence of 
sepsis as evidenced by the high white blood 
count and the temperature elevation. The 
attacks of pain were those of gallbladder dis- 
ease. Deep palpation could not be done as 
there was extreme tenderness in the right up- 
per quadrant. The patient should have been 
operated on sooner. The fine points of diag- 
nosis were taken too much into consideration. 
Surgery was indicated when the tentative 
diagnosis was made. I believe she had an 
empyema of the gallbladder. 

Summation 

Dr. Henry C. Fleming: Significant fea- 
tures of this case were not only the tenderness 
in the right upper quadrant, believed by sev- 
eral to be due to empyema of the gallbladder, 
jaundice, elevated temperature, leukocytosis, 
bile in the urine, and positive van den Bergb, 
but also the long-standing digestive history, 
35-pound weight loss, and five severe attacks 
of right upper quadrant pain with variable 
radiation to loin and shoulder, flatulence, 
nausea, etc. I believe these signs to be due 
to disease of the biliary system with probable 
liver involvement, but the correct label 1 
believe is somewhat a matter of conjecture. 
I do not think, however, that the weight of 
evidence sustained a strong suspicion of 
empyema of the gallbladder, for I believe that 
the mass we felt in the right upper quadrant 
was of irregular surface and definitely corru- 
gated yet not hard enough to suggest stone- 
It certainly was not the smooth, rounded vis- 
cus of a gallbladder; in fact, I first sus- 
pected the possibility of malignancy. And 
in this case we have a history of twenty years 
of digestive disturbances with at least five 
acute attacks of severe pain, etc. This sug- 
gests cbronicity. And if this be correct we 
are probably dealing with a thickened, fibrosed, 
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A Case of Webet-Chrisrian Disease. 

Twenty-two eases of this condition, known 
also as relapsing febrile nodular nonsuppura- 
tive panniculitis, have been reported. Of the 
2 deaths due apparently to this disease, tors 
is the first in which an autopsy was per- 
formed. ,, ... 

A 34-year-old Jewish housewife was admit- 
ted several times to the Presbyterian Hospital 
for a twenty-nine-month-old illness, charac- 
terized by crops of enlarging and coalescing, 
variably tender, subcutaneous nodules in her 
thighs, buttocks, and later in her upper ex- 
tremities; by fever of 101 to 103 PV, and by 
malaise and weakness. The parmimus a<&- 
posus underwent atrophy at the sites of okl 
lesions. The skin over some was firm, red, 
scaly, and ulcerated terminally. The last 
weeks were marked by large numbers of new 
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skin lesions, by a temperature of 104 R, by 
delirium, and by chemical evidence of rapidly 
increasing liver damage. 

At autopsy the essential features of the skin 
lesions previously described were found— 
namely, a nonsuppurative exudate in the pan- 
niculus, collapse of many of the fat cells, 
necrosis of the exudate, lipophagocytosis, and 
entry into the adipose cells of wandering 
phagocytes and lymphocytes, both in the exu- 
date and within the adipose cells. Internal 
fat depots showed no striking changes. The 
liver wus fatty; the spleen was enlarged. 
There were widespread acute necroses of the 
liver, chiefly central, and of the spleen. Fat 
emboli were found in the lungs, and many of 
the cells in the adrenal cortex showed hydropic 
degeneration. 


Dr. Robert 


A Case of "Temporal Arteritis.” Dr. E. E 
A male American, aged 88, was under treat- 
ment for diabetes mellitus and for precordial 
pain, which was thought indicative of coronary 

stenosis. He suddenly developed severe thro 

bing pain in the temporal regions, with prom- 
inence and tenderness of both temporal, art- 
eries which subsequently lost tbeir pulsations. 

A white count of 17,000 with 52 per cent po y- 
morphonuclear neutrophils and a sedimenta- 
tion rate of 116 mm. per hour were the only 
abnormal laboratory' findings. His symptoms 
and physical signs referable to the head sub- 
sided during a period of eight weeks, but 
precordial pain recurred and he died as cardiac 
failure and lobular pneumonia supervened. 

The outstanding findings on gross inspec- 
tion of the organs were the infarcts of the myo- 
cardium associated with advanced, coronary 
stenosis and an extensive organizing poeu- 
mouia with superimposed purulent bronchitis. 
The aorta appeared diffusely dilated and v>as 
inelastic. There was moderate intimal sclero- 
sis, and a few areas showed fine longitudinal 


. Sproul (by invitation) 
wrinkling. The media -was frequently thin 
and appeared to be extensively vascu- 
larized. The adventitia was delicate. All of 
the main branches were narrowed and showed 
medial discoloration with hemorrhage. The 
adventitia of the carotid arteries was thick- 
ened. 

Histologic study rex'ealed a profound change 
affecting the aorta, as well as the carotid, in- 
nominate, subclaxdan, pulmonary, celiac, 
mesenteric, renal, and iliac arteries. The 
cerebral arteries could not be examined. 
There was extensive caseous necrosis of the 
media with much nuclear fragmentation 
and disruption of fibers. At times, the de- 
generation was diffuse; in other areas, dis- 
crete and affecting only a portion of the wall. 
Usually, a cellular reaction including lympho- 
cytes, plasma cells, and multinucleated giant 
cells was a prominent feature. The intima was 
frequently thickened by recently proliferated 
connective tissue. The adventitia showed 
minimal thickening and mononuclear cell in- 
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scopically, which might explain the elevated 
nonprotein nitrogen. 

To s umm arize, this case was one of common 
duct stone leading to complete obstruction of 
the biliary outflow and in which an ascending 
cholangitis lead to the formation of miliary 
abscesses within the liver parenchyma. I 
heartily agree with Dr. Kalkstein who stated 
that surgery was the only type of treatment in 
a case with obstructive jaundice, regardless 
of what the clinical impression might have 
been. A few days ago an autopsy was done on 
a patient who was operated on for complete 
obstruction of the biliary tract with preopera- 
tive diagnosis of carcinoma of the head of the 
pancreas. Here, two stones were found to 
obstruct the biliary tract, one in the common 
duct and one in the hepatic duct. A year and 
one-half ago an autopsy was done on another 
patient who, five years before death, was oper- 
ated on for what was thought to be car- 
cinoma of the head of the pancreas. In this 
patient a choleeystogastrostomy was per- 
formed and the patient got well. At the 
time of operation this patient had complete 
obstructive jaundice caused by an interstitial 
pancreatitis and obviously not by carcinoma, 
otherwise he would not have survived for five 


years. No evidence of carcinoma was found 
at necropsy. Interestingly enough, a chole- 
cystogastrostomy was closed and the common 
duct emptied freely into the duodenum. The 
last case, I recall, was a patient in whom a 
cystic duct stone pressed on the hepatic duct 
and this caused obstruction. Again, there 
was obstruction with subsequent inflamma- 
tion leading to severe jaundice. Again the 
diagnosis of carcinoma of the pancreas was 
made. Possibly, this man might have been 
saved if he had been operated on early. 

Diagnosis 

Choledocholithiasis with obstructive jaun- 
dice. 

Biliary cirrhosis with mild acute cholangitis 
and focal abscess formation. 

Organizing perihepatitis. 

Mild atherosclerosis of mitral and aortic 
valve and aorta. 

Lobular pneumonia. 

Congestion and edema, both lungs. 

Emphysema. 

Pleural effusion — right. 

Acute splenitis. 

Recent right rectus incision. 

Postoperative absence of appendix. 


HEALTH EDUCATION LECTURES 

A course of lecture conferences on the scien- 
tific foundation of health education has been 
arranged for the health educators of New York 
City by the Subcommittee on Scientific Sessions 
of the Health Education Section of the Welfare 
Council, New York. This subcommittee con- 
sists of Dr. Iago Galdston, New York Academy 
of Medicine, chairman, Miss Hazel Corbin, 
Maternity Center Association, Miss Lucy Gillett, 
Community Service Society. 

The series consists of addresses by the follow- 
ing speakers: 


Date 
January 30 


February 26 


Name 


Subject 


Dr.J.B.Youmans, Nutrition and 
assistant profes- Health 

sor of medicine, Education 

Vanderbilt 
Medical School, 

Nashville, Ten- 
nessee 


Dr. John Romano, Mental Hy- 
associate in giene 
medicine, Peter 
Bent Brigham 
Hospital, Boston 


Date 
March 25 


April 30 


May 28 


Name 

Dr. Bernhard J. 
Stern, Depart- 
ment of Sociol- 
ogy, Columbia 
University, 
New York City 
Mr. Philip Lennen, 
president, Len- 
nen & Mitchell, 
New York City 


Subject 

Sociology 


Instrumen- 
talities _ of 
Education 
and Propa- 
ganda 

Hygiene— 

Public 

Health 


Dr. Perrin Long, 

Johns Hopkins 
University, Bal- 
timore 

Health educators who are working in specia 
fields will be given an opportunity to check ana 
survey the broad field of medicine on whicu 
health education is founded. 

The lecture conferences are being held of y 1 . 
New York Academy of Medicine, 2 East 103rd 
Street, New York City, from 3:30 to 5:00 pa 
and admission to the series of meetings may be 
procured by writing Dr. Iago Galdston, 
Education Section, Welfare Council, 44 East 
23rd Street, New York City. 
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vated from the sputum. To date the disease 
has been diagnosed at autopsy in 31 cases, 
antemortem in 16 cases. In the antemortem 
cases the diagnosis was made by biopsy in 4 
cases, by culture in 10 cases, and by mi- 
croscopic examination of the blood in 2 
cases. 

VanPemis, of Chicago, produced an antigen 
from a culture of the organism which gave a 
combined immediate and delayed skin reac- 
tion in his patient. 

The geographic distribution of cases to date 
is as follows: United States, 35 (Maryland 1, 
Virginia 2, Florida 1, Alabama 1, Ohio 1, 
Michigan 8, Indiana 3, Illinois 2, Kentucky 2, 
Tennessee 6, Minnesota 1, Iowa 1, Missouri 3, 
Texas 1, California 2); Canal Zone, 3; Hon- 
duras, 1; Brazil, 3; Argentina, 2; Philip- 
pines, 2; Java, 1. Thus far, all cases have 
been in persons living in small towns or rural 
areas. The case in a dog was from Tennessee; 
that in a ferret was from Illinois. 

The differential diagnosis of histoplasmosis 
from leishmaniasis is based upon the presence 
of a capsule and the absence of a blepharo- 
plast in histoplasma and in the absence of a 
capsule and the presence of a blepharoplast 
in leishmania. 

Histoplasma capsulatum exists in the yeast- 
like form in the warm-blooded host. Upon 
cultivation aerobically at room temperature, 
it develops a white cottony colony with aerial 
hyphae on which develop tuberculate chlamy- 
dospores; when cultured at 37 C. on blood 
agar sealed with paraffin, the yeastlike form 
develops. Conant has placed the organism 
in the family Moniliaceae of the fungi imper- 
fect!. 

Discussion 

Dh. Jean Oliver: I want to ask if there 
has been any connection established between 
these organisms from the mycologic stand- 
point with the Oidiomycetes group, the Oid- 
ium coccidioides, and so forth. I am t hinkin g 
of this in particular because the latter shows 
mycelian form in the cultural growth but never 
in the tissues, which seems to be characteristic 
of this mold. 

Dr. Henry E. Meleney: I am not enough 
of a mycologist to know the classification of 
these organisms, but apparently it belongs to 
a different family from 0. coccidioides. The 
appearance of the organism is somewhat the 


same, but I believe there are definite differ- 
ences in size, if not in structure. 

Dr. Oliver: It is interesting that they 
both show these two types of growth in culture 
and in the tissues. 

Dr. Frederick Summehill: Since Dr. 
Meleney mentioned that the nearest to this 
part of the country any case has been reported 
is Maryland, I should like to cite that last 
s umm er a veterinary physician autopsied a 
cat and brought the organs in formaldehyde to 
my laboratory in Middletown, New York, 
where sections were made. I found this or- 
ganism in the mesenteric lymph nodes and in 
the lungs. There were ulcerations in the small 
intestines, markedly enlarged lymph nodes in 
the mesentery, and also peculiar inflamma- 
tory areas of a pseudocaseation distributed 
throughout both lungs. I later conferred with 
the Cornell University School for Veterinary 
Medicine, and they said that it was the first 
case of this kind affecting a cat as far as they 
were able to determine. 

Dr. Meleney: That is interesting be- 
cause it was in The Cornell Veterinarian that 
the case in a ferret was described. 

Dr. Irving Graef: I wonder if Dr. Mel- 
eney will say a word about the portal of en- 
try and the mode of transmission for human 
cases. 

Dr. Meleney: Anything I say, of course, 
is speculative. I think this fungus must exist 
saprophytically in nature, although it has 
never been found. I think one portal of entry 
may be through an abrasion of the skin . It 
also undoubtedly enters through the mouth 
and may go through the respiratory tract to 
the lungs primarily or may cause local ulcera- 
tion in the pharynx. There was 1 case at 
Vanderbilt University diagnosed as Hodg- 
kin’s disease which had an ulceration in the 
mouth. There have been several others, 1 
with an apparently primary lesion in the nose, 
and 2 in which there were polypoid growths on 
the larynx. When swallowed, it may produce 
ulcers in the small or large intestine and may 
enter the mesenteric lymph or blood vessels, 
producing the systemic disease. The possi- 
bility of insect transmission should not be 
ignored. Some biting fly might transfer it, 
but we do not know anything about a reservoir 
host, and I think it is much more likely to be 
acquired by one of the other routes described 
above. 
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filtration. None of the vessels was throm- 
bosed. 

It was believed that the change resembled 
that described in the temporal arteries by Hor- 
ton, el al. (Horton, B. T., Magath, T. B., and 
Brown, G. E. : Proc. Staff Meet., Mayo Clinic 
7 : 700, 1932) and designated as “temporal 
arteritis.” About 24 cases in all have reached 
the literature, but in the majority of instances 
there has been complete remission of symp- 
toms. Four cases in which necropsy was per- 
formed have recently been described (Gil- 
mour, J. R.: J. Path. & Bad. 53: 263, 
1941). The lesions were similar to those ob- 
served in this case. 

Additional staining by the methods of 
Gram, Levaditi, and Brown, as well as carbol- 
fuchsin stains, failed to disclose an etiologic 
agent. There were no fungi or molds. This 
has also been true of the biopsy specimens 
reported and the few necropsied cases. All 
cultures, agglutination tests, and animal inoc- 
ulations have been fruitless. The Wasser- 
mann and Kline tests were usually negative. 
The etiology of this extensive granulomatous 
change affecting the large arteries exclusively 
remains undisclosed.- 

Discussion 

Dr. Alfred Plaut: The rarity of this 


disease warrants the reviewing of another ease 
that lately came under observation. The 
clinical history was the usual one: the patient 
was a woman, aged 63, with a history of 
variegated pains for months and fever and 
lassitude for several weeks. No pulsation 
could be felt in the temporal arteries. This 
was easily explained by the sections which 
showed that the artery was entirely filled with 
a granulomatous structure leaving not the 
slightest remainder of a lumen. Giant cells 
were numerous, and only some of them could 
be explained as foreign body giant cells, 
formed under the stimulus of fragmentation 
of elastic lamellae. 

While phlebitis is frequent and rather uni- 
form in the histologic picture, arteritis is rare 
and reveals a multiplicity of pictures. In the 
last issue of the English Journal of Pathology 
and Bacteriology (Gilmour, J. R.: J. Path. & 
Bad. 53 : 263, 1941), 4 cases of chronic giant- 
cell arteritis have been published. Granulo- 
matous masses in these cases occupied parts 
of the aorta and its large branches, especially 
in the head. Mention should be made also 
of the case of arteritis published from the 
Pathology Department of Columbia Uni- 
versity (Sproul, E. E., and Hawthorne, John 
J.: Am. J. Path. 13: 311, 1937). 


Histoplasmosis. Dr. Henry E. Meleney 

Histoplasmosis was discovered by Darling 
in Panama in 1906 when he was in search of 
cases of visceral leishmaniasis. He con- 
sidered it to be a protozoan disease, but in 
1912 Rocha-Lima established it as a fungus 
disease. It is essentially a disease of the 
reticuloendothelial cells, but differs from leish- 
maniasis in its tendency to produce tubercle- 
like necrotic lesions. Forty-seven human cases 
have now come to my attention; of these, 11 
were discovered up to 1934, and the remainder 
were discovered or reported as follows: 6 in 
1939, 16 in 1940, and 14 in 1941. In addition, 
1 probable case was found in a ferret and 1 
proved case in a dog. A review of the subject 
was published in 1940 (Meleney, H. E.: 
Am. J. Troy. Med. 20 : 603-616). 

The clinical types of the disease are (1) a 
generalized infection with parasites in the 
reticuloendothelial cells in all parts of the 
body; (2) a lymph node syndrome simulating 
aleukemic leukemia, Hodgkin s disease, or 
lymphosarcoma; (3) a skin disease mani- 
fested by single or multiple lesions; (4) pri- 
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mary infection of the nasopharynx or larynx 
with extension into the intestines or lungs or 
throughout the body; (5) a lung infection 
with or without further extension. The dis- 
tribution of the parasites in the body depends 
upon the portal of entry and the extent o 
spread. Cases in infants often show no ne- 
crotic lesions. Some necrotic lesions simulating 
miliary tubercles, sometimes with giant cel 
but without epithelioid cell formation, are 
frequently found unassociated with parasites 
but probably represent true lesions of the dis 
ease. Tuberculosis, either of the lungs or 
with miliary spread, is frequently associate 
with the disease. A peculiar localization of e 
infection is in the adrenals, 3 cases having 
been found in which these organs were in- 
volved exclusively, with large caseous areas 
surrounded by many parasitized cells. U^ers 
of the small and large intestines surrounded 
by parasitized cells have been described in 
several cases, with perforation of the ileum in 
1 case. The prostate gland was involved in 1 
case, and in 1 case the organism was culti- 
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Dr. Wilens whether he studied or used any 
other foreign substance, such as dye or India 
ink, injected into the animals that had 
these cuffs on the artery in order to see whether 
there was any localization other than of choles- 
terol. 

Dk. Wilens: I am sorry I did not attempt 
to do that, although I think it might be an 
important thing to try. 

Dr. Milton Helpern: I should like to 
ask whether the artery can dilate after the cuff 
is placed on it, or does the cuff prevent dila- 
tion? The inability of the artery to dilate be- 
cause of the cuff would amount to a relative 
constriction of the vessel with an increase in 
the velocity of blood flow through it in sys- 
tole. 

Dr. Wilens: I cannot state absolutely 
whether or not complete dilatation was pos- 
sible. However, as I say, an attempt was 


made to choose a cuff that was approximately 
equal to the size of the vessel in systole. I 
am sure a certain amount of pulsation oc- 
curred within the cuff, because we could ac- 
tually see it after we put it on. In no instance 
was there thrombus formation; nor was the 
vessel occluded, which would have happened 
if there had been any great degree of constric- 
tion. 

After the cuffs became enclosed in fibrous 
tissue the movements of the artery wall within 
the cuffs were probably restricted, but after 
all this was the main object of the experi- 
ment. I wish to emphasize again that no at- 
tempt was made to avoid injury to the artery 
wall at the site of application of the cuffs. I 
did, however, wish to produce an injury that 
was constant in all cases, so that any marked 
deviation in the amount of lipid deposited 
could be explained on some other basis. 


HANDBOOK ON MEDICAL SERVICE 
PLANS 

The Ohio State Medical Association has just 
issued a Medical Service Plans Handbook con- 
taining recommendations to its component so- 
cieties “as to proper procedure for starting 
voluntary nonprofit medical care plans under the 
provision of the Ohio Enabling Act.” 

Procedures for the establishment of medical 
service plans are set forth. These are specific 
and complete. Included also is the resolution 
adopted by the House of Delegates relating to 
the Ohio Enabling Act and a copy of the Act 
itself. 

A valuable feature of the handbook is the 
“must” and “optional” reading list. The list 
includes books and articles on medical economics 
from every point of view. 

The handbook, which is being provided the 
president and secretary of each county society, 
shows the care and thought that have gone into 
its preparation. The Ohio State Medical As- 
sociation is to be commended for a task well done. 

— Medical Annals of the District of Columbia 


THE NEW YORK TUBERCULOSIS AND 
HEALTH ASSOCIATION 
.... will hold its fortieth annual meeting on 
Monday, March 2, at the Hotel Pennsylvania, 
New York City, following its annual conference 
on tuberculosis, which will be held jointly with 
the Tuberculosis Sanatorium Conference of 
Metropolitan New York, beginning at 9:30 a.m. 

Dr. Bruce H. Douglas, president of the 
National Tuberculosis Association, Dr. Charles 
J. Hatfield, president of the Philadelphia Tuber- 
culosis and Health Council, and Dr. Edward S. 
McSweeny, chairman of the tuberculosis com- 
mittee of the New York Tuberculosis and Health 
Association, will be the speakers at the luncheon 
meeting at which Dr. J. Bums Amberson, Jr., 
president of the New York Association will 
preside. 

Tuberculosis and national defense will be dis- 
cussed by Dr. Douglas, who is also Health 
Commissioner of Detroit, while Dr. Hatfield 
will speak on “Tuberculosis — Retrospect and 
Prospect.” Dr. McSweeny will report on 
“Another Year of Tuberculosis Work.” 


NEW YORK SOCIETY FOR CLINICAL OPHTHALMOLOGY 


The meeting on March 2 of the New York 
Society for Clinical Ophthalmology will consist 
of a panel discussion on “Disturbances of Ocular 
Motility” by Dr. George P. Guihor, Dr. Lc 
Grand H. Hardy, Dr. Luther C. Peter, and Dr. 
James W. White. The coordinator will be Dr. 
Isadore Givner. The panel discussion will be 


preceded by a paper on “Neuro-ophthalmologic 
Aspects of Eye Muscle Disorders” by Dr. Israel 
S. Wechsler. 

The meeting will be held at the Squibb Hall, 
745 Fifth .Avenue, New York City, and all 
ophthalmologists are cordially invited to at- 
tend. 
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Lesions in the Arteries of Rabbits on 
Dr. Sigmund L. Widens (by invitation ) 


The Distribution of Intimal Atheromatous 
High Cholesterol Diets. 

A new theory is advanced to account for 
the localized nature of lipid deposits in athero- 
matous lesions of arteries and for the tendency 
of such lesions to appear at fairly constant 
places, such as at points of bifurcation in the 
early stages of their development. 

This theory expresses the belief that the 
accumulation of lipids at a focal point is not 
due to the excessive penetration of these ma- 
terials into the intima directly from the blood 
stream at the site of the plaque but rather 
that they represent pooled deposits that are 
built up by the movement of lipids within the 
arterial intima as a whole to places at which 
their permanent arrest is favored. The im- 
petus to this movement is believed to be im- 
parted to the lipid droplets by the pulsation 
of the arterial wall. The direction of move- 
ment is believed to be from points of rela- 
tively great mobility to points of relative fixa- 
tion or to points where impassable barriers 
are present such as the orifices of arterial 
branches. 

By applying this theory it is possible to ac- 
count for most of the observations that have 
been made as to the distribution of intimal 
plaques under different circumstances and at 
various age periods. 

The following data are presented in support 
of this theory: 

Intimal plaques are actually found at points 
of greatest fixation in the human aorta. These 
points represent areas that exhibited impaired 
elasticity early in adult life (Wilens, S. L.: 

Am. J. Path. 3 : 811, 1927). The impairment 
of elasticity occurs regardless of whether or 
not intimal plaques are formed. The altera- 
tion in elasticity in itself is therefore not the 
cause of plaque formation. 

Portions of the carotid and femoral arteries 
of rabbits were immobilized by having cy- 
lindrical silver cuffs applied to them. When 
the rabbits were subsequently fed cholesterol, 
lipids tended to accumulate selectively at the 
zones of immobilization. It was shown that 
this tendency was not the result of the local 
injury produced by the cuff alone, but rather 
that it was a measure of the total amount of 
lipid deposited in the artery as a whole. The 
occurrence of lipid-free zones at either side on 
the cuffed regions and the piling up of lipids 
against zones of intimal fibrous proliferation 
in the intima at the margins of the cuff were 
also features that were interpreted as favoring 
the theory advanced. 


A fairly constant orientation of noncrystal- 
line anisotropic lipid at the margins of natural 
human atheromatous lesions was observed. 
Reasons are advanced for believing that this 
type of lipid is composed largely of cholesterol 
esters and that it represents lipid that has 
been recently acquired by the plaques. The 
predominance of this lipid fraction at the pe- 
riphery of the plaques is represented as the 
result of its convergence from the neighbor- 
ing intimal tissues. 

It is pointed out that substantiation of the 
theory advanced would suggest that the 
artery wall plays only a passive role in deter- 
mining the ultimate disposition of intimal 
plaques. Furthermore, it would render it 
unnecessary to hypothecate that antecedent 
injury to the artery wall is necessary for 
localized deposits of lipid to form. 

Discussion 

Dr. Jean Oliver: I have some recollec- 
tion of experiments done by Klotz a great 
many years ago in which he put clamps on the 
aortas of rabbits. I think that it was perhaps 
before the time of cholesterol arteriosclerosis. 
As I remember, he got some sort of a lesion 
related to the clamp. I believe that his ex- 
planation was that the area where the clamp 
had been was one of stress and strain— -which 
is, as you say, not specific in its analysis. Do 
you remember these experiments, and did he 
find collections of lipid? 

Dr. Sigmund L. Wilens: There are in- 
numerable experiments of that type, most oi 
them antedating the cholesterol feeding, era- 
Few claims have been made that by direc 
injury to the artery alone one can get muc i 
of an atheromatous lesion. Such lesions as 
are produced are generally devoid of lipids. 

I do not recall the specific paper you had in 
mind. . , 

Dr. Joseph Victor: I should like to nsK 
whether there was any compression of the 
artery at the site of the clamping. . 

Dr. Wilens: The clamps were made in 
various sizes from 1 to 5 mm. in diameter, an 
when the artery was exposed I did the best 
could to pick one that was approximately the 
same as the external diameter of the clamp- 
I am confident that there were no marked de- 
grees of compression and that the vessel, when 
opened at the time of sacrifice, did not show 
narrowing or constriction of the cuffed zone. 
Dr. Caspar G. Burn: I should like to ask 
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industrial gas masks. The canister must con- 
tain (1) sorbents that will take out acid gases, 
such as -phosgene and chlorine, and vapors, 
such as mustard gases and blister gases, and 
(2) an efficient filter for removing the irritat- 
ing smokes. Previous to the use of masks, 
only gauze pads soaked with neutralizing 
chemicals and tied over the nose and mouth 
were used and, in the absence of masks, may 
have to be resorted to in case of attack. 

In addition to needing masks for respira- 
tory protection from gases, special clothing is 
needed by special service personnel such as 
firemen and others who may be required to 
remain in areas infested with blister gas or 
s imila r gases for duties such as decontamina- 
tion work, fire fighting, and making utility 
repairs. These persons must be completely 
protected — no skin part can be exposed. 
Fabrics that are either impervious to the gas 
or are impregnated with substances that will 
take out the gas are available for clothing of 
this nature. These no doubt will be made 
available. Oilskin coveralls, oilskin gloves, 
and rubber boots are examples. 

Special Treatment Center for the 
Chemical Warfare Casualties 
A gas-cleansing center should be provided 
particularly for victims of blister or vesicant 
gases. Those suffering from lung irritants 
and other gases may be given emergency 
treatment at first-aid stations. A continuous- 
flow method of handling contaminated per- 
sonnel has many advantages and permits the 
passage of personnel through a series of rooms 
or sections where they are cleansed and then 
evacuated from the opposite end in such a 
manner that no individual is subject to fur- 
ther contamination. 

Liquid mustard gas contacting the skin 
quickly penetrates and persists unchanged in 
the tissues for many hours. This fact has a 
definite bearing on any attempts at the early 
treatment of mustard gas burns. The skin 
effects following exposure to the vapors of 
mustard gas are usually insidious and may be 
delayed for two or three hours and often 
longer. Then the eyes become reddened and 
the skin bums and itches, especially in the 
moist sweating areas. The skin lesions may 
vary from simple erythema to extreme blister- 
ing, deep necrosis, and sloughing. The skin 
lesions heal slowly and are frequently com- 
plicated by severe secondary infections. 

Comeal ulceration may follow the initial 
conjunctivitis, and severe inflammation of the 
nasal and pharyngeal mucosa, larynx, trachea. 


and bronchial tubes may result if the person 
has breathed in the gas. The bronchitis is 
accompanied by bronchopneumonia in a high 
percentage of cases. Nausea and vomiting, 
associated with epigastric pain, occur and may 
be persistent. Extreme nausea, vomiting, 
diarrhea, and collapse result from ingestion 
of contaminated food or liquids. 

Since a delay of a minute or two in the case 
of liquid contamination with mustard gas or 
a delay of from ten to fifteen minutes follow- 
ing exposure to the vapors of mustard gas is 
serious, the speedy and complete removal of 
all contaminated clothing is essential. De- 
contamination of clothing may be accom- 
plished by long exposure to windy air, by 
boiling, by chlorination, or by the action of 
bleaching powder. 

After removing outer clothing, each indi- 
vidual should attempt to remove any liquid 
mustard gas from the skin by one of the 
following methods: 

1. Thoroughly rubbing in, for one minute, 
either bleach ointment (ointment, antigas 
No. 1) or aqueous bleach paste over the 
affected area. This procedure chemically 
neutralizes the mustard gas. 

2. Using ointment, antigas No. 2 (com- 
posed of chloramine-T in a vanishing cream 
base). It is used like ointment, antigas No. 1, 
but need not be wiped off. 

3. Repeated swabbing of the contaminated 
area with kerosene, gasoline, or other solvent 
of liquid mustard gas. These do not destroy 
the gas but merely dissolve it; swabbing 
must be confined strictly to the contaminated 
area and must be repeated. Oilskin or rubber 
gloves must be used, or the swab should be 
only partly moistened with the solvent and 
should be held between the finger and the 
thumb by the dry portion, care being taken 
that none of the solvent runs over the skin. 
The process should be repeated for several 
minutes with fresh swabs or as long as the 
characteristic odor of the gas persists on the 
skin. Thorough washing with soap and water 
will complete the treatment. 

4. Scrubbing with soap and water, using 
hard soap and frequent changes of water. 
This again merely removes the liquid in the 
lather; the scrubbing should, therefore, be 
confined to the contaminated area and the 
hands should be safeguarded, if possible, by 
suitable gloves. 

If the liquid contamination is localized and 
of known saturation, this procedure is effective 
if carried out promptly. Vesication of the 
skin is usually prevented if the treatment is 
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MEMORANDUM ON PROTECTIVE MEASURES AGAINST 
COMMON IMPLEMENTS OE WARFARE 

W, J. McConnell, M.D., New York City 


C IVILIAN defense "measures against air- 
raid attacks must aim at prevention of 
panic and of large scale injuries and damage. 
Complete protection is not possible, but major 
catastrophe is to some extent preventable by 
the training of the population in orderly and 
disciplined behavior. 

As far as can be determined, the efficient 
chemical warfare materials of England, 
France, Germany, Italy, and the United 
States are practically the same. The term 
gas in connection with warfare is loosely used 
but includes any chemical substance, solid, 
liquid, or gas, employed for its poisonous or 
irritant effect on the human body. War 
gases are classified generally according to their 
predominating effects, as: (1) lung irritants — 
phosgene, chlorine, chloropicrin; (2) vesicants 
or blister gases — mustard gas, lewisite; (3) 
sensory irritants (sneeze gases) — diphenyl- 
chlorarsine, diphenylcyanoarsine; (4) lachry- 
mators (tear gases) — chloracetophenone, 
bromobenzyl cyanide, xylol bromide, bromo- 
acetone; (5) direct poisons of the nervous 
system — hydrocyanic acid gas; (6) gases 
interfering with the respiratory function of 
the blood — carbon monoxide, arsine. 

Gases may also be classified by their physi- 
cal properties — especially by their vapor ten- 
sion and their ability to remain in toxic 
amounts in any location subjected to their 
action — as persistent and nonpersistent. Phos- 
gene and chlorine are examples of nonpersist- 
ent gases because they disperse in the air and 
are carried by the air currents. When the 
contaminated air becomes diluted or is carried 
away by the wind, the area is immediately 
habitable. Examples of persistent gases are 


mustard and lewisite. Mustard gas is a 
liquid material that evaporates slowly and 
will persist for days or weeks in an area and 
on objects with which persons come into direct 
contact, thereby makin g the area uninhabit- 
able unless decontamination procedures are 
effected. The other gases vary as to per- 
sistence. Generally, they are somewhat more 
persistent than the lung irritants but much 
less so than the vesicants. It should be kept 
in mind that gas attacks may consist of two 
or more types of gas and that while one may 
soon cease to be present in dangerous con- 
centrations the other may persist for varying 
periods of time. 

Our Chemical Warfare Service has expressed 
the opinion that “no agent is known which is 
more effective than mustard gas in sending 
victims to the hospital, and there is little 
evidence that a gas more effective than phos- 
gene is available for poisoning the air." 

So far, the implements to which civilians 
have been exposed the most in the present 
European war are high explosive and incen- 
diary bombs. Gas bombs, high explosive 
bombs, or incendiary bombs might be used 
alone or might be used together. For example, 
mustard gas bombs may be used with high 
explosive and incendiaries in order to make 
rescue and fires more difficult to deal with or 
decontamination more difficult to carry on. 
Important among the hazards resulting from 
bombing are disruption of essential com- 
modity and community services such as water, 
gas, electricity, and food supplies. Other 
influences are the loss of sleep, fatigue, noise, 
exposure to cold, sanitation, crowding, and 
contagious diseases. 

Masks for protection of civilians are not 
difficult to make, since these are similar to 
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pharynx may be used when mustard gas is 
inhaled. Steam inhalations are indicated for 
the resulting laryngitis and bronchitis. Bron- 
chopneumonia is treated in the usual manner. 
Warm draughts of weak bicarbonate or other 
alkaline solution are indicated for alimentary 
tract. 

It should be remembered that severe poison- 
ing may result from ingestion of food and 
water that have been contaminated. Con- 
taminated food must be destroyed. 

Lewisite . — Lewisite produces lesions similar 
to those of mustard gas. Lewisite is an ar- 
senical compound, and extensive burns caused 
by it may give rise to symptoms of arsenical 
poisoning. Its presence is appreciated at 
once, and the characteristic geranium smell is 
always found so a respirator may be used im- 
mediately It is readily destroyed by chloride 
of lime and alkalies. The early treatment out- 
lined for mustard gas is equally effective for 
lewisite burns. An effective aftertreatment 
is the application of a thick paste of ferric 
hydrate in glycerin. In cases where con- 
siderable quantities of lewisite are ingested, 
the additional use of ferric hydrate internally 
for its antidotal effect against arsenic has been 
recommended. 

Lung Irritants 

These gases exert their effects on the lung 
tissue, hence the necessity of immediate arrest 
of breathing, application of gas masks and, 
if possible, prompt retreat from the gassed 
area. 

Essentially the same type of pathologic 
effect is caused by all lung irritants, the rate 
of onset and the degree of edema of the lungs 
being dependent on the particular gas and on 
its concentration and duration of exposure. 
The insidious nature of these gases makes it 
necessary to consider any gassed patient as in 
a serious condition. Complete rest for at 
least twenty-four hours should be insisted 
upon even though the patient feels recovered. 
Artificial respiration must not be given, since 
a gassed patient must be kept at absolute rest. 
Pulmonary edema is the most serious symptom 
to combat. 

Phosgene. — Phosgene is representative of 
this group. Since it disperses rapidly, it is 
usually encountered in moderate or low con- 
centrations. The chief advantage of phos- 
gene and chlorine gas is military, since these 
gases corrode the metal3 of guns and equip- 
ment. However, they are extremely toxic to 
personnel if inhaled. After exposure to 
moderate concentrations, a person may feel 


able to continue work for an hour or two with 
only minor symptoms, but he may then sud- 
denly pas3 into extreme cyanosis (the blue 
type of asphyxia) and then into the gray stage 
of collapse (the so-called shock form or pallid 
type) and die within a few hours. The im- 
portant acute changes caused by phosgene 
are practically limited to the lungs. 

The essential difference is found in the 
amount of carbon dioxide in the blood. In 
blue cases the carbon dioxide is increased and 
the patient shows marked cyanosis with dis- 
tention of the superficial veins. The gray 
eases have an abnormally low carbon dioxide 
content and present ashen facies, shallow 
accelerated respiration, and the rapid weak 
pulse of collapse. 

Chlorine and Chloropicrin . — Chlorine is 
about one-tenth, and chloropicrin about one- 
half, as toxic as phosgene. They are, how- 
ever, more irritating to the eyes and upper 
part of the respiratory tract. In acute 
poisoning the immediate effect is the produc- 
tion of lachrymation, violent coughing, intense 
sensation of suffocation, and pain throughout 
the air passages. 

Treatment . — In acute cases rest, warmth, 
venesection, and oxygen are indicated. Every 
effort should be made to reduce the 'oxygen 
requirement by keeping the patient lying 
down. The possibility of sudden death and 
of aggravating pulmonary edema that has 
begun to subside should be remembered. 
Warmth will not only combat shock but will 
diminish any tendency to the muscular move- 
ments of shivering. 

The important first-aid medical treatment 
consists of liberal oxygen inhalation. Victims 
should be transported in stretchers and pro- 
vided with oxygen inhalation during trans- 
portation. 

An early subcutaneous injection of 4 mg. of 
emetine hydrochloride or a dose of from 0.05 
to 2 Gm. of ipecac in warm water, unless the 
victim’s heart is weak or there is hypotension, 
has been recommended. 

Venesection should be performed as early 
as possible in those cases developing pulmo- 
nary edema, for it helps to control the edema 
and at the same time relieves the distention 
of the right side of the heart. It should be 
remembered, however, that bleeding is not 
indicated in cases that have reached the gray 
stage of anoxemia. It may even aggravate 
the symptoms. Oxygen is always indicated 
in poisoning by lung kritants. If oxygen can 
be supplied, the patient’s chance of recovery 
is greatly enhanced. Oxygen should be con- 
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not delayed beyond five minutes, though an 
erythema will probably result. 

With gross contamination or after con- 
tamination with the vapor, the individual 
should pass through to the undressing room 
where all underclothing is removed and placed 
in suitable bins, after which the victim passes 
on into the cleansing room. To prevent 
spread of contamination between the undress- 
ing and cleansing rooms, an air lock or a room 
kept constantly decontaminated should be 
provided, and no person should pass to the 
cleansing room until completely undressed. 

In the cleansing room, cases should bathe 
in bleach paste or solution, rubbing it well into 
the skin and then washing off the paste under 
a shower, care being taken to prevent the 
bleach from entering the eyes. If it does get 
into the eyes, it is removed by a cold-water eye 
douche. 

After washing and drying themselves, all 
persons pass into the dressing room where 
they must reclothe themselves with clean 
clothing issued to them. 

The clothing can be handled by giving each 
contaminated person a package of identifica- 
tion tags having a serial number. He places 
one of these tags on each article of clothing 
and equipment that he removes and leaves. 
When he leaves he signs a memorandum re- 
ceipt for the clothes loaned to him and re- 
ceives a receipt bearing the serial number of 
his identification tags for personal clothing 
and equipment he leaves behind. This re- 
ceipt may inform him where and when to call 
for his personal property after it has been de- 
contaminated. At that time he returns 
clothing that has been issued to him. 

The building or section of building used as 
a gas-cleansing center should be splinterproof 
and gasproof and should be provided with 
suitable gastight air locks at its entrance and 
exit. The interior walls and floors of the 
cleansing area should be made of nonabsorbent 
material, such as finished concrete and glazed 
tile, which does not readily absorb vesicant 
gas and is easily decontaminated. The floor 
should have a drain for rapidly draining off 
contaminated water. Tables and chairs should 
be covered with oilcloth or other nonabsorbent 
material. Notices should be posted giving 
instructions at each stage of the process to 
prevent confusion. 

It should be remembered that the physician 
and attendants in these areas should be protec- 
ted against breathing the chemical agent and, 
in addition, protection should be given to the 
skin surfaces. The gas mask will protect 


only against breathing the poison gas. Special 
oilskin gloves and oilskin clothing are needed. 
If possible, extra personnel should be in the 
area to take care of decontamination so that 
the physician, attendant, and patient need 
not be disturbed. 

Materials Used 

Bleaching powder is ordinary chloride of 
lime. The English recommend a “super- 
tropical” bleach that is an ordinary bleaching 
powder stabilized by the addition of quick- 
lime and ful fillin g certain conditions of sta- 
bility and chlorine content. 

Bleach ointment (ointment, antigas No. 1) 
is made by mixing equal parts, by weighty of 
supertropica 1 bleaching powder (bleaching 
powder, 30 per cent) and white petroleum 
jelly. 

Aqueous bleach paste consists of super- 
tropical bleaching powder mixed to a creamy 
consistency with water — roughly, one part of 
the powder to one or two parts of water by 
volume. The ointment keeps well, while the 
aqueous paste retains its effectiveness for 
several weeks if it is stored in enameled con- 
tainers with well-fitting lids. 

Ordinary bleaching powder is more irri- 
tating to the skin than the supertropical, but 
in the absence of the latter it is quite suitable 
for preventive treatment, provided it is not 
kept too long. 

Ointment, antigas No. 2 is composed of 
chloramine-T in a vanishing cream base and 
is used like No. 1. 

A saturated solution of sodium bicarbonate, 
applied freely and repeatedly, was commonly 
used during the last war, as was also Dakins 
solution or aqueous solution of chloride of 
limp. These may be used in the absence of 
bleach powder. 

Kerosene is probably the best solvent for 
the removal of mustard gas from the skin. 
Its disadvantage is the time required— 
namely, about thirty minutes. In its absence 
gasoline or alcohol may be used. The parts 
must always be thoroughly washed with soap 
and water after using these solvents. 

A 2 per cent solution of sodium bicarbonate 
should be used to flush the eyes in case mus- 
tard vapor irritates them. Under no circum- 
stances should they be bandaged. The nasal 
and pharyngeal mucous membrane should be 
irrigated with s imil ar bicarbonate solution. 
Oil drops (codliver oil) following irrigation are 
recommended. 

Further treatment is similar to the treat- 
ment of burns. Bland irrigation of nares and 
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EMERGENCY CARE OF WOUNDS, HEMORRHAGE, AND SHOCK 

L. M. Thompson, M.D., Washington, D. C. 


A NY consideration of the first-aid care of 
- wounds, hemorrhage, and shock by a 
physician in preparation for his presentation 
of the subject to laymen and women who 
wish instruction in first aid must start with 
the assumption that “admitting room first 
aid” and “roadside first aid” are entirely 
different things. First aid as most of us have 
been thinking of it and as we have practiced 
it in our offices or our hospitals with plenty 
of glass jars full of sterile gauze and sterile 
solutions, and with nurses standing about 
with gloves ready for us to slip on our clean 
hands— these things do not exist when a 
house crumples in a cloud of dust or when a 
car turns over on the highway. The layman 
must be taught how to handle all sorts of 
wounds with limited material, to keep his 
hands off in some cases, and to prevent fatal 
hemorrhage with his hands in other cases. In 
fact, it may almost be said that a layman 
must render first aid with his head and his 
hands and with those things he may get his 
hands on in the particular situation of each 
emergency. How then shall we go about 
teaching him these things? 

You have already been told, I assume, that 
the control of hemorrhage, rendering artificial 
respiration, and the elimination of poisons 
take precedence over everything else in first 
aid. 

In severe bleeding we must think first of 
pressure. With our hands we can usually 
control all severe bleeding almost instantly if 
we know the proper pressure points. This 
not only prevents the further loss of valuable 
blood and reduces shock, but it has an as- 
tonishing effect on the helpless bystanders. 
It gives you time to think what to do next. 
If you can step in and instantly put your 
fingers on the correct spot and stop that spurt 
of blood, then “the marines have landed and 
the situation is under control.” 

Assistant National Director, First Aid Service, Ameri- 
can Kcd Cross. 


Where are these pressure points that work 
such miracles? There are six of them, lo- 
cated at spots where, by pressure with our 
fingers, we can compress the artery against a 
bone behind it and so shut off the blood to 
the head, neck, and extremities. . 

1. In front of the ear, for bleeding from the 
scalp and above the eyebrow. 

2. At the side of the jaw, for bleeding of the 
face below the eyebrow. 

3. At the side of the neck, for wounds of 
the neck and throat. 

4. On the first rib behind the inner end of 
the collarbone, for bleeding of the shoulder 
and armpit. 

5. Inside the upper arm, for bleeding of the 
arm below that point. 

6. In the middle of the groin, for bleeding 
of the leg. 

A tourniquet is rarely needed and in most 
cases should only be considered as an extra 
hand to apply pressure. Tourniquets must 
be released every 15 minutes to permit blood 
to circulate and prevent death of the part by 
gangrene. 

We have no time to teach the layman the 
bacteriology of wound contamination and in- 
fection. But he knows the danger. He has 
probably seen an infected wound, and he 
knows what pus looks like. He wants to pre- 
vent contamination turning into infection. 
His lifelong habit has been to put something 
on that wound, either an antiseptic or some- 
thing that grandfather said was good for cuts, 
and so the layman may have in mind a bread- 
and-miik poultice, turpentine, chewing to- 
bacco, or something worse, depending on what 
part of the world grandfather came from. 

So we have to teach him what to do for 
wounds, whether they are abrasions, incisions, 
lacerations, or punctures. In normal times, 
in a city of this size with plenty of hospitals 
and ambulances, we do not worry much about 
the larger injuries— those that are serious 
enough so that there is no doubt they will go 
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tinned v.ith oily xhort rest periods until thy 
iymptoms of pulmonary edema have c,ub- 
tided and should Le given intermittently for 
from twelve to t » enty-four houra there- 
after. 

further treatment should L>e earned on in 
hospit-Js -a here certain drug therapy may he 
indicated The administration of 23 per cent 
gum-gluoo/r solution and possibly urease 
solution, intravenously, Lao been found 
erfecti . e. 

The first-aid treatment of the irritating 
effect on the eyes, nooe, and throat consists of 
irrigating v.ith a 2 per cent solution of bi- 
carbonate of soda. 

Sensory Irritants 

The symptoms from exposure to thra group 
of ga.jOs are immediate in on»et and are quite 
character,- tic; r - mJ l quantities in tire air 
c-.u»s burning pain in tire ejts, nose, and 
throat, repeated sneezing, lachrymation, nau- 
sea, and sometimes vomiting. These symp- 
toms psss a'., ay in from thirty minutes to tv, o 
hours^ after pure Jr is reached. Since no 
organic lesions are produced, treatment, other 
than wearing the mask, consists in getting out 
of the atmosphere containing the gas. Thme 
gases are Used chiefly for their liam-.sing effect 
Jjd to interfere .vrtb the Use of the gas mask 
vi hen u.ed in combination v.ith 1 ung irritants. 
Generous lavage of the e>es, throat, and no=e 
v.ith a v.arrn solution of from 1 to 2 per cent 
boric add or sodium bicarbonate may be Used 
in the aftertreatment of Ot-./rs. 

LarJinjm/rt/jn {Tt'jr Gas). — These have an 
action similar to the sensory irritants but have 
a more severe effect upon the eyes. The 
mack, if properly applied, gives complete 
protection. Treatment con-kto of getting 
out of the gas atmosphere and irrigating the 
ejes v.ith a saturated solution of boric acid, 
normal saline, or 2 per cent bicarbonate 
solution. 

Hydrocyanic Add . — This add v.ao tried in 
tire last v.’ar but was soon discontinued because 
of the impossibility of obtaining lethal con- 


centrations. Because of its extreme fcsdufj, 
its further development and use should Ls con- 
sidered us a possibility. 

Carbon Monoxvle. — Carbon monoxide Li 
never been used, but is frequently encoun- 
tered, us an incident of warfare, since J1 ti- 
plodves produce enormous quantities of liia 

gsa. 

hirst aid in the ease of exposure to libs 
gases consists of exposure to the open dr. if 
respiration is stopped, artificial respiration b 
indicated. After respiration is started, tie 
inhalation of 0x3 gen or 0x3 gen in combination 
v.ith carbon dioxide is the heat remedy. 

Ardnz. — Although this gas ha3 not been 
Used, it is possible that it might he developed 
as a v.ar gas because of the Let that it 2 
heavier than air. It is somewhat unstable but 
is extremely toxic in fairly lo .v concentrations 
It is a hemolytic pomom Symptoms of poi- 
soning usually appear a few hours after ex- 
posure to the gas and are manifested by fatal* 
ness, giddiness, headache, weakness, pain a 
the abdomen, nausea, and vomiting TLs 
toxic effect on the red blood cells is soinetnn'a 
intense and severe anemia supervenes- Tie 
gas mask protects against arsine for abort 
periods, 

TruUmonl. — Treatment consists in remov- 
ing the victim from the poisonous atmosphere 
and administering ox3'gem Blood tranJu- 
sion» map- be necessary to counteract tie 
anemia. An ample supply of fluids should be 
given. . , 

Where concealing smokes are emplov eu, 
phosphorous bums may be encountered- 
Phosphorus adheres to the flesh or is buried 
in the subcutaneous tissue and continues to 
fume, occasionally bursting into flame a&nii 
after being extinguished. . 

Trtulmenl. — Protection from all air to 
means of water or oil is indicated. A 1 V" 
cent solution of copper sulfate to form in- 
soluble salts can also be Used. The copper- 
coated phorphorus may then be removed ) 
forceps or irrigation, and the burn may - 
treated like any other burn. 


THE AMERICAN ASSOCIATION OF INBUoTBlAL PUYSlCIAKti A NO SURGEONS 

and the American Industrial Hygiene Assi>- odd of dealing with those that are -veil xaa^o- 

dJtfoxl v. HI hold their joint AnnuJ Convention The industrial pbjriciaus have taken rcsp 
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in from April to 17- The central 

purpose of the meetrng will he to provide a 
h.ss-day institute for the interchange and dn>- 
semination of information on nevv problems, ~s 
-..ell as lor the consideration of np-to-smte metn- 


biJity for the program of the find, two and ■> - 
half days and the hygienists for the remainda 
of the hve days, but most of the subjects entny 
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ADVANCED FIRST AID 

Dr. Candid IF. Cutler, Jr., chief of the Emergency Medical Service, Manhattan, in co- 
operation with the Medical Society of the County of New York and The New York Academy 
of Medicine, arranged for this series of lectures recently given at the Academy — Editor 

EMERGENCY CARE OE WOUNDS, HEMORRHAGE, AND SHOCK 


L. M. Thompson, M.D., Washington, D. C, 

A NY consideration of the first-aid care of 
- wounds, hemorrhage, and shock by a 
physician in preparation for his presentation 
of the subject to laymen and women who 
wish instruction in first aid must start with 
the assumption that “admitting room first 
aid” and “roadside first aid” are entirely 
different things. First aid as most of us have 
been thinking of it and as we have practiced 
it in our offices or our hospitals with plenty 
of glass jars full of sterile gauze and sterile 
solutions, and with nurses standing about 
with gloves ready for us to slip on our clean 
hands — these things do not exist when a 
house crumples in a cloud of dust or when a 
car turns over on the highway. The layman 
must be taught how to handle all sorts of 
wounds with limited material, to keep his 
hands off in some cases, and to prevent fatal 
hemorrhage with his hands in other cases. In 
fact, it may almost be said that a layman 
must render first aid with his head and his 
hands and with those things he may get his 
hands on in the particular situation of each 
emergency. How then shall we go about 
teaching him these things? 

You have already been told, I assume, that 
the control of hemorrhage, rendering artificial 
respiration, and the e limin ation of poisons 
take precedence over everything else in first 
aid. 

In severe bleeding we must think first of 
pressure. With our hands we can usually 
control all severe bleeding almost instantly if 
we know the proper pressure points. This 
not only prevents the further loss of valuable 
blood and reduces shock, but it has an as- 
tonishing effect on the helpless bystanders. 
It gives you time to t hink what to do next. 
If you can step in and instantly put your 
fingers on the correct spot and stop that spurt 
of blood, then “the marines have landed and 
the situation is under control.” 

Assistant National Director, First Aid Service, Ameri- 
can Red Croas. 


Where are these pressure points that work 
such miracles? There are six of them, lo- 
cated at spots where, by pressure with our 
fingers, we can compress the artery against a 
bone behind it and so shut off the blood to 
the head, neck, and extremities. . 

1. In front of the ear, for bleeding from the 
scalp and above the eyebrow: 

2. At the side of the jaw, for bleeding of the 
face below the eyebrow'. 

3. At the side of the neck, for wounds of 
the neck and throat. 

4. On the first rib behind the inner end of 
the collarbone, for bleeding of the shoulder 
and armpit. 

5. Inside the upper arm, for bleeding of the 
arm below' that point. 

6. In the middle of the groin, for bleeding 
of the leg. 

A tourniquet is rarely needed and in most 
cases should only be considered as an extra 
hand to apply pressure. Tourniquets must 
be released every 15 minutes to permit blood 
to circulate and prevent death of the part by 
gangrene. 

We have no time to teach the layman the 
bacteriology of wound contamination and in- 
fection. But he knows the danger. He has 
probably seen an infected wound, and he 
know's w'hat pus looks like. He wants to pre- 
vent contamination turning into infection. 
His lifelong habit has been to put something 
on that wound, either an antiseptic or some- 
thing that grandfather said was good for cuts, 
and so the layman may have in mind a bread- 
and-milk poultice, turpentine, chewing to- 
bacco, or something worse, depending on what 
part of the world grandfather came from. 

So we have to teach him what to do for 
wounds, whether they' are abrasions, incisions, 
lacerations, or punctures. In normal times, 
in a city' of this size with plenty of hospitals 
and ambulances, we do not worry much about 
the larger injuries— those that are serious 
enough so that there is no doubt they will go 



356 


L. M. THOMPSON 


[N. Y. State J. M. 


to a doctor or hospital. All we need to do is 
to protect them from further contamination, 
further injury, and shock. Probably the best 
thing we can do for them is to cover the wound 
with sterile gauze or the cleanest household 
linen available, try to prevent shock, and let 
the doctor do the rest. 

But the wounds we worry about are the 
little wounds — the cuts, scratches, blisters, 
and splinters, so small that even though we 
tell the owner to go to see a doctor we know 
he will not do so. He doesn’t think it neces- 
sary or he just hasn’t the price. In an air 
raid he wants to find his family and salvage 
his valuables, or he may be unable to find a 
doctor for days even if he tries. These are 
the wounds that may give us the fatal infec- 
tions, and these wounds should have the pro- 
tection of mild tincture of iodine, especially 
on the surrounding skin. Allow the iodine to 
dry and apply a sterile dressing. 

Even these minor wounds should, of course, 
be seen by a physician — no layman will do a 
second dressing. That is outside the field of 
first aid and is the sole responsibility of you 
doctors. 

The use of the sulfonamide group of drugs is 
raising much attention at the present time. 
Since, however, their use is still under debate 
by the physicians, we do not feel that it is 
yet safe to put these strong drugs in the hands 
of laymen, and they should be used only under 
the supervision of a physician. 

All wounds causing severe pain or hemor- 
rhage will be accompanied by shock. In the 
field or along the roadside we cannot use the 
methods for shock prevention and treatment 
that you know in the hospital. Laymen do 
not understand hemoconcentration. They 
have never seen a shock bed. We can teach 
them, however, the fundamental principles of 
heat, position, and stimulants. 

Heat may be applied with plenty of blan- 
kets, robes, or coats beneath, as well as above, 
the injured person. Artificial heat may be 


given by the use of hot-water bottles, which 
must be improvised by the use of fruit jars 
or any empty bottles filled with hot water. 
Remember that automobile radiators are full 
of hot water and may be your only source of 
water for filling bottles on the roadside. 

Elevate the feet and keep the head low. 
This may be done by the natural slope of the 
ground or by placing the feet on boxes, auto- 
mobile seats and similar objects. If a stretcher 
or cot is available, raise the foot end IS inches 
if necessary. 

After the bleeding has been controlled, 
stimulants may be given such as sweetened 
hot tea or coffee. Remember that alcohol 
lowers the temperature by increased radiation 
and acts as an ultimate depressant and is not 
a good first-aid stimulant. 

During transportation we must continue 
the shock treatment. Therefore, do not put 
these people in a car in a sitting position but 
keep them lying down and drive carefully to 
avoid additional accidents. 

First aid, in order to be effective, must be 
given as promptly as possible after the acci- 
dent. There is not time for trained medical 
units to arrive from a distance. The people 
at the site of the accident must know bow to 
give first aid. Otherwise, they will probably 
do the wrong tiling in an effort to help. 

Therefore, the American Red Cross is 
training literally millions of people in the 
fundamental skills of first aid, including the 
control of bleeding, the immobilization o 
fractures with traction splints, artificial res- 
piration for those who have stopped breathing, 
the care of burns, and the proper transporta- 
tion of the injured. 

You, as physicians, will be called upon to 
help instruct these classes. The public ex 
pects you to know these fundamental skills 
and to be able to present them so that laymen 
may understand and remember what to o 
and what not to do. Only with your assis 
ance can we meet the present emergency. 
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W E ARE at war. There are three major 
reasons why every medical graduate 
should obtain instruction in first-aid care at 
this time. It is immaterial whether he is 
liable to be called into the armed forces or not. 

Until recently, first-aid procedures were 
not taught in medical schools or hospitals. 
Even at the outbreak of war only a small 
percentage of medical schools gave any in- 
struction in first aid. You and I know noth- 
ing about it except as we have been trained 
through the American Red Cross, the Boy 
Scouts, or the Girl Scouts. The Red Cross 
has issued over three million certificates to 
laymen after they completed their course and 
passed an examination in first aid. Many 
doctors have objected to laymen receiving 
this training. This is largely because they 
know nothing about what is taught and have 
not been sufficiently interested to investigate. 
Now we may need a great bulk of first aid 
applied by laymen, and it is important that 
we gain knowledge of and promote such 
training rather than decry it. 

Second, many doctors are being called upon 
to teach first-aid classes. They have neither 
the background of first-aid knowledge nor 
the tra inin g in the proper approach to in- 
structing a layman. Yet the Red Cross has 
a ruling that any doctor holding a license to 
practice in his state is to be given an instruc- 
tor's rating on application. Before starting a 
class, each doctor should purchase an Ameri- 
, can Red Cross First-Aid Textbook 4 from his 
local chapter and follow it in detail in his in- 
struction. The book has gone through fre- 
quent editions for more than thirty years, 
with changes made according to the advice 
of progressive members of the profession. 
Not one of us would agree with everything in 
it any more than we would with any medical 
book we have ever used. But basically it is 
sound. Only by having everyone trained in 
the same manner can there be teamwork when 
disaster comes. 

Third, any of us may be called upon to 
render first aid under civilian defense in our 
own home, apartment house, or in a casualty 
station. We must be ready to do justice to 
the victims. 

Further, this training is of equal value in 
peace-time casualties which will always be 
with us. Remember that during all the 


months of active bombing in England, there 
were more victims each month from motor-car 
accidents than there were from bombing raids. 

The general principles 2 in the emergency 
care of all fractures are: 

1. Combat any shock. 

2. If suspicious that a fracture is present, 
render care as a fracture. 

3. Avoid all unnecessary handling. 

4. Protect any existing wound by the best 
means available. 

5. Splint effectively, wherever found, before 
transporting. 

6. Transport carefully. 

The saving of life comes first; the saving 
of limb, second. If the patient is in shock, 
this demands treatment before anything is 
done for the injured limb. There is no use in 
splinting a limb carefully, while neglecting to 
treat shock from which the patient may be 
dying. On the other hand, traction on an 
extremity may be an effective means of com- 
bating shock. Morphine is the first and best 
treatment for shock. Sufficient morphine 
should be given to relieve pain and thereby 
relieve the patient’s restlessness. The body 
heat must be maintained by sufficient extra 
covering and the use of external heat. 

Bleeding should be stopped. It is rare 
that this cannot be done with a firm com- 
pression bandage. Tourniquets should not 
be used until compression of the wound has 
proved of no avail. Deaths from hemorrhage 
have been caused by an improperly applied 
tourniquet which allowed some arterial blood 
to enter the part and only shut off the venous 
return. It is common to see all bleeding 
stop as soon as a tourniquet is removed. If a 
tourniquet must be used, it should be loosened 
every half hour to allow blood to return to 
the part distal to the tourniquet. If a tour- 
niquet is applied too tightly or for too long a 
period, gangrene, paralysis from nerve pres- 
sure, or lowered resistance to infection may 
result. 

The patient should not be picked up hastily 
and dumped into the first automobile and 
rushed to a doctor’s office or hospital. It is 
far better to cover him adequately and let 
him lie on the ground where he was found 
until splints can be put on and then move him 
in an ambulance. If it is necessary to change 
his position at all before splinting — in the 
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instance of an extremity fracture — continuous 
pull should be exerted by the hand on the 
injured part while he is being moved. 

Fractures of the long bones of the extremi- 
ties and of the spine exceed all other severe 
injuries in frequency and in the possibility of 
better results by proper emergency care and 
correct transportation. In major fractures 
the initial care given at the place of accident 
and the method of transportation influence 
the ultimate good or poor result. Death, 
permanent disability, loss of earning power, 
and dependence on the community may be 
the price of lack of attention to the necessary 
details of what should be done at this critical 
time. At the instant a long bone is broken, 
nature tries to protect the part from more 
injury. If there is any displacement, the 
muscles shorten and the fragments ride by 
one another, resulting in the only possible 
natural splinting. Such splinting is fairly 
effective while the part is at rest, but it does 
not offer sufficient protection when the patient 
is moved. 

In any injury sufficient to break a bone, 
soft tissue damage is always present — mus- 
cles; blood vessels, small or large; even 
nerves or skin. This soft tissue damage is 
often more important than the fracture itself. 
Except in fractures by direct violence, such 
as an automobile wheel passing over a leg, the 
soft tissue damage results chiefly from the 
movement of displaced bone fragments. This 
movement is often slight at the moment of 
accident. But beware of the damage that 
occurs in trying to be helpful. Should the 
injured person be assisted to his feet or should 
an attempt be made to carry him even a few 
feet, the ends of the broken bone may be 
pulled by one another by muscular contrac- 
tion, which results in overriding. As a re- 
sult, the soft part damage is often made much 
more severe than in the original injury, since 
the bones churn about in muscle and other 
tissues. This increases shock and hemorrhage 
as well as the pain suffered by the injured, 
since these are based much more on soft part 
than on bony injury. 

There is only one way to prevent this: Pull 
on the extremity sufficient to overcome the 
muscle pull on the broken strut. This pull is 
called “traction” and may be exerted per- 
fectly well by hand. However, it is impossi- 
ble to maintain a steady hand pull for any 
great distance or length of time.. The amount 
of traction becomes irregular or jerky, causing 
more damage and shock each time it changes. 

To overcome this, splints were developed at 


least seventy years ago by which a stead; 
amount of traction could be exerted for a: 
long as necessary. These are known as 
“traction-fixation splints.” They were im- 
proved greatly during the War of 1914 to 
1918, resulting in the Keller-Blake hinged hall 
ring splint for the lower extremity and the 
Murray-Jones hinged arm splint for the upper 
extremity. These are ideal when they can be 
obtained and applied before the injured person 
is moved at all. Efforts should be made to 
see that they are available wherever injuries 
are liable to occur. When these are not ob- 
tainable, excellent improvised methods of 
traction-fixation have been devised using 
materials at hand, such as forked sticks, 
brooms, mops, and ski poles, with triangular 
bandages, rope, etc., for averting traction. A 
long side splint to the body and thigh never 
kept the fragments of the shaft of the femur 
from moving about and doing more damage 
to the soft parts, which increased shock and 
hemorrhage. Hand traction is much pre- 
ferred to the long side splint, and traction- 
fixation is more effective than- hand traction. 

There are three types 1 of compound frac- 
tures. If a wound is present and there is no 
way of knowing whether the bone has been 
soiled, traction will protect the bone from 
coming out through the wound or spreading 
contamination in the soft parts by movement 
of the fragments. If the compound fracture 
has been produced by a possibly soiled object 
penetrating the extremity, traction will P r ^ 
vent the contamination from being spread 
farther in the soft parts. These are the two 
common types of compound fractures. Aluc 
more rarely, the end of the bone project 
through the skin and gets dirty. The appli- 
cation of traction may draw this soiled bone 
back under the skin. These are extreme; 
serious cases with regard to both life an 
limb. They all need to be operated on i 
they can possibly reach an operating room 
within six hours. This can usually be done 
in the United States. Application of true 
tion-fixation is probably advisable. In sue i 
cases a message to the hospital should accom 
pany the injured person explaining that ' e 
bone has projected. If it is practically certain 
that the injured cannot reach a proper) 
equipped operating room in six hours, there is 
a question whether more contamination "■ 
occur from the bone disappearing under t c 
skin with traction or from the churnmS 
about of the other fragment remaining under 
the skin without traction. 

From the standpoint of the greatest good t° 
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the greatest number, more harm is done by 
the omission of traction in the first two 
groups than is done by its application, with 
theoretic objections, in the third group. Light 
traction is never to be advised. There must 
be sufficient traction to overcome the pull of 
the muscles in all instances to be of any value. 

“Splint ’em where they lie and splint ’em 
effectively.’’ 

In the lower extremity traction splints 
should be used for a possible fracture any- 
where from hip joint to ankle joint and for 
large wounds involving muscle. The half 
ring rests against the tuber ischii as the upper 
point of traction-fixation and the foot is tied 
to the lower end of the splint as the lower 
point. In the upper extremity the splints are 
of advantage anywhere between the shoulder 
joint and the lower third of the forearm. 

There are six requirements for the proper 
application of traction splints to the extremi- 
ties. 

1. There must be some adequate form of 
hitch, and it is necessary to protect the part 
beneath the hitch so that it will not be in- 
jured. 

2. A traction hitch should be applied above 
the ankle or wrist. 

3. There must be some means of increasing 
the traction so that the desired pull is obtained. 

4. The extremity being in traction, it must 
be supported from below. 

5. Lateral movement must be prevented. 

6. The whole splint must be suspended in 
such manner that the heel will never be pressed 
upon. 

It takes no more than one-half to one hour 
to learn to apply both the ready-made and the 
improvised splints. If the materials are at 
hand, the ready-made splints can be applied in 
three minutes. Any extra time required for 
the application of the improvised splints is 
only that needed to get the materials together. 
The simplicity of applying improvised splints 
under the most adverse circumstances makes 
lack of knowledge of this procedure inexcus- 
able. Facility in application can be acquired 
only by practice, and its efficacy can be best 
appreciated by having splints applied to one- 
self. 

In the event of air raids, we have no 
idea that these splints will be applied in a 
blazing building or when the walls are col- 
lapsing. But even air-raid wardens should 
know their value and the necessity of their 
application before any moving of a victim, 
unless he is in a position of the gravest im- 
mediate danger. Speed in reaching the first- 


aid post or hospital before being properly 
splinted is a complete misconception. 

Injuries to the spine form another group in 
which the knowledge of emergency care and 
transportation is of tremendous importance. 
While not as frequent as fractures of the long 
bones of the extremities, there are probably 
more instances of death and permanent dis- 
ability as a result of the manner in which the 
victim was handled between the moment of 
injury and his arrival at a hospital. Many 
injured persons with broken spines had no 
paralysis before someone attempted to move 
them. 

If the mechanism of injury is such that a 
fracture of the spine might have been pro- 
duced, transport as a fracture, even though 
no objective signs are made out on examina- 
tion. If a fracture of the spine might be 
present and the victim is unconscious, handle 
him as though his neck were broken. 

If a patient 3 complains of pain in his back, 
he may have a broken back. If he complains 
of pain in his neck, he may have broken his 
neck. Never lift an injured person or his 
head until he has told you whether he can 
move hi3 legs or fingers. If he cannot move 
his legs, his back may be broken. If he can- 
not move his fingers, his neck may be broken. 
In both cases the spinal cord is injured. If 
you lift his head to give him a drink of water 
or if you fold him up to carry him, you may 
grind the injured spinal cord between parts of 
the broken spine and destroy any useful rem- 
nant of the spinal cord which may have es- 
caped injury in the accident. Do not assist 
or allow the victim to sit up. 

This same advice is fully as important when 
no evidence of cord injury is found but when, 
from the mechanism of injury, a fracture 
might be present. In one instance we have 
evidence of cord injury present, possibly per- 
manent, and are trying to save anything which 
remains. In the other, we have no evidence 
of cord damage. How much more important 
it is to preserve that person from suffering 
any degree of permanent paralysis as a result 
of the method of moving, however well in- 
tentioned. 

In fractures of the dorsal or lumbar spine 
the usual injury is a crushing of the body of 
the vertebra in flexion. The principle of 
hyperextension should therefore be carried out 
in transportation. Any of the ordinary lifts 
usually flex the spine and are to be avoided. 
When lying on one's back the lumbar curve 
is decreased; i.e., the tendency is toward 
flexion of the spine. Therefore, such an in- 
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instance of an extremity fracture — continuous 
pull should be exerted by the hand on the 
injured part while he is being moved. 

Fractures of the long bones of the extremi- 
ties and of the spine exceed all other severe 
injuries in frequency and in the possibility of 
better results by proper emergency care and 
correct transportation. In major fractures 
the initial care given at the place of accident 
and the method of transportation influence 
the ultimate good or poor result. Death, 
permanent disability, loss of earning power, 
and dependence on the community may be 
the price of lack of attention to the necessary 
details of what should be done at this critical 
time. At the instant a long bone is broken, 
nature tries to protect the part from more 
injury. If there is any displacement, the 
muscles shorten and the fragments ride by 
one another, resulting in the only possible 
natural splinting. Such splinting is fairly 
effective while the part is at rest, but it does 
not offer sufficient protection when the patient 
is moved. 

In any injury sufficient to break a bone, 
soft tissue damage is always present — mus- 
cles; blood vessels, small or large; even 
nerves or skin. This soft tissue damage is 
often more important than the fracture itself. 
Except in fractures by direct violence, such 
as an automobile wheel passing over a leg, the 
soft tissue damage results chiefly from the 
movement of displaced bone fragments. This 
movement is often slight at the moment of 
accident. But beware of the damage that 
occurs in trying to be helpful. Should the 
injured person be assisted to his feet or should 
an attempt be made to carry him even a few 
feet, the ends of the broken bone may be 
pulled by one another by muscular contrac- 
tion, which results in overriding. As a re- 
sult, the soft part damage is often made much 
more severe than in the original injury, since 
the bones churn about in muscle and other 
tissues. This increases shock and hemorrhage 
as well as the pain suffered by the injured, 
since these are based much more on soft part 
than on bony injury. 

There is only one way to prevent this: Pull 
on the extremity sufficient to overcome the 
muscle pull on the broken strut. This pull is 
called “traction” and may be exerted per- 
fectly well by hand. However, it is impossi- 
ble to maintain a steady hand pull for any 
great distance or length of time. The amount 
of traction becomes irregular or jerky, causing 
more damage and shock each time it changes. 

To overcome this, splints were developed at 


least seventy years ago by which a steady 
amount of traction could be exerted for as 
long as necessary. These are known as 
“traction-fixation splints.” They were im- 
proved greatly during the War of 1914 io 
1918, resulting in the Keller-Blake hinged hall 
ring splint for the lower extremity and the 
Murray-Jones hinged arm splint for the upper 
extremity. These are ideal when they can be 
obtained and applied before the injured person 
is moved at all. Efforts should be made to 
see that they are available wherever injuries 
are liable to occur. When these are not ob- 
tainable, excellent improvised methods of 
traction-fixation have been devised using 
materials at hand, such as forked stick, 
brooms, mops, and ski poles, with triangular 
bandages, rope, etc., for exerting traction. A 
long side splint to the body and thigh never 
kept the fragments of the shaft of the femur 
from moving about and doing more damage 
to the soft parts, which increased shock and 
hemorrhage. Hand traction is much pre- 
ferred to the long side splint, and traction- 
fixation is more effective than hand traction. 

There are three types 1 of compound frac- 
tures. If a wound is present and there is no 
way of knowing whether the bone has been 
soiled, traction will protect the bone from 
coming out through the wound or spreading 
contamination in the soft parts by movement 
of the fragments. If the compound fracture 
has been produced by a possibly soiled objec 
penetrating the extremity, traction will pre- 
vent the contamination from being sprea 
farther in the soft parts. These are the two 
common types of compound fractures. Hue 
more rarely, the end of the bone projects 
through the skin and gets dirty. The 3PP 1 
cation of traction may draw this soiled bone 
back under the skin. These are extreme) 
serious cases with regard to both life an 
limb. They all need to be operated on • 
they can possibly reach an operating room 
within six hours. This can usually be d° ne 
in the United States. Application of trac 
tion-fixation is probably advisable. In sue 
cases a message to the hospital should accom 
pany the injured person explaining that ' 
bone has projected. If it is practically cer am 
that the injured cannot reach a proper) 
equipped operating room in six hours, there 
a question whether more contamination 
occur from the bone disappearing under ® 
skin with traction or from the . churnm 0 
about of the other fragment remaining under 
the skin without traction. , 

From the standpoint of the greatest good to 
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EMERGENCY CARE OE ABDOMINAL INJURIES, HEAD AND 
CHEST INJURIES, AND BURNS 

Frederic W. Bancroft, M.D., New York City 


T HE present war has developed types of 
injuries which are not seen in civilian life 
and were rarely seen during the past World 
War. 

I mention two of these conditions because, 
when seen shortly after injury, they may have 
no signs of external violence but they must be 
recognized and hospitalized. 

These injuries occur during bombing raids 
and may affect all ages and both sexes. The 
injuries are: (1) concussion or blast injuries 
due to high explosive bombs, which create, 
first, a strong positive pressure wave of air 
and, second, a negative pressure wave of air; 
(2) crush injuries. Different methods of war- 
fare either bring new problems or revive old 
problems in new disguise, and the crush injury 
may fall into either category. It is charac- 
terized by acute renal failure occurring in 
people who have been trapped under falling 
masonry. 

The typical clinical picture is as follows: 
The patient has been buried for several hours 
and subjected to pressure. On admission, the 
general condition appears to be good. There 
may be no local injury but, when there is, 
local swelling, edema, and whealing, followed 
by bullous eruption of the skin and local 
anesthetic areas, appear. A few hours later, 
in spite of vasoconstriction as shown by 
pallor, coldness, and sweating, the blood pres- 
sure falls and the hemoglobin concentration 
rises. Later, the urinary output progres- 
sively diminishes and contains albumin and 
many dark brown casts. The patient is alter- 
nately drowsy and anxiously alert to the 
severity of his condition, and his blood pres- 
sure often remains raised. Edema, vomiting, 
and thirst then set in, the blood urea and 
potassium become increasingly high, and 
death in the bad cases generally occurs sud- 
denly, usually about the seventh day. Autopsy 
shows a necrosis of muscle and degenerative 
changes in the renal tubules. This micro- 
pathology resembles that found in cases of 
incompatible blood transfusion, but occurs 
without transfusion. It is not clear how 
much lowered blood volume and diminished 
renal blood flow or catabolic products, pro- 
duced by dead or dying tissues, have to do 
with it. 

In discussing the subject of first aid in 


abdominal injuries, head and chest injuries, 
and bums, one must, I believe, divide these 
subjects into, first, patients where evacuation 
can be immediately performed and, second, 
cases where it is impossible because of the 
size of the calamity to transport cases without 
considerable delay. 

In this latter condition the physician on 
the scene becomes in reality a member of a 
first-aid casualty station. It is obvious that 
in the latter classification the physician may 
have time to do more than render the initial 
first aid. One may conceive a situation 
where a large number of injuries occur in a 
given area and where it is impossible to trans- 
port these cases immediately. In this in- 
stance the physician must do more than render 
first aid, and it is imperative that he place on 
the identification tag of the patient a brief 
summary of his findings, what preliminary 
diagnosis he has made, and what first-aid 
treatment he has given. This must be in 
addition to the marks on the forehead relative 
to any inoculation, etc. One may further 
conceive that when these patients come into 
an overcrowded hospital the notes made by 
the physician who rendered first aid will 
greatly assist an overworked and overrushed 
hospital crew. From his notes may be deter- 
mined whether the patient should be imme- 
diately rushed to the operating room or 
whether it is safe to delay until the more 
desperately wounded are cared for. 

In attempting to discuss first aid, therefore, 
I shall concentrate largely on this second 
group of cases, because you have been given 
full information on the initial treatment of 
shock and hemorrhage in the preceding article 
by Dr. Thompson. 

Abdominal Injuries 

Abdominal wounds may be, first, crushing 
injuries where there is no external break into 
the abdominal cavity — in this group come 
injuries to the solid organs and to the gastro- 
intestinal tract; second, penetrating wounds, 
which may have either large or small perfora- 
tions due to shell fragments; third, eventra- 
tions, where the muscles of the abdominal 
cavity may have been widely lacerated, with 
protrusions of the abdominal viscera (such 
eventrations may be with or without evident 
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jured person should not be moved face up- 
ward unless some object is placed beneath the 
lumbar spine to keep it in extension. It is 
difficult to accomplish this without undue 
movement of the victim’s trunk. Therefore, 
when the back is broken, place a door, shutter, 
or other wide board beside the victim and, 
holding him at the shoulders and hips, roll 
him slowly and gently so that he rests on his 
abdomen with his face turned to one side. 
The trunk must be moved as a unit in turning 
him. In the face down position any flexion 
of the spine is practically impossible. 

In case a door, etc., is not obtainable and the 
victim must be moved immediately from a 
point of danger (or to lift him to the regula- 
tion Army stretcher, which is several inches 
above the ground) the victim may be rolled 
in the same way onto a blanket, lying prone. 
This can be lifted or carried by grasping the 
blanket at the level of the shoulder above 
and knees or thighs below, producing a slight, 
but not marked, hyperextension. The victim 
should be lifted on a rigid support whenever 
possible. 

A blanket lift should not be used in the 
instance of a possible broken neck. A door, 
plank, or shutter must be obtained which will 
extend at least 4 inches beyond the victim’s 
head. It should not be less than 5 feet long 
and 15 inches wide. 

If the victim is on his back, one person 
should kneel above the victim’s head and, 
holding the head between two hands, steady 
it so that the head, neck, and shoulders move 
as a unit with the body without bending. 
One or more persons may then grasp the 
victim’s clothing at the shoulders and hips 
and carefully slide the victim sideways onto 
the board or door, so that he stays face up- 
ward with arms at sides and head, trunk, and 
extremities on the board. The head must not 
he raised or the neck bent forward or sideways. 
The arms may then be folded over the chest 


and held together by safety pins or bandage. 
Several straps or bandages should be placed 
around the victim and the board to hold the 
victim in place during transportation. No 
pillow should be placed under the head, but 
sweaters, clothing, or improvised small sand 
bags may be placed against the sides of the 
head to keep it from rolling to the side during 
transportation. The chin should be up. 
The board with the victim on it may then be 
lifted onto a blanket or a stretcher, and carried 
by two or more bearers. 

If the victim with a broken neck is found 
lying face downward, a door or board should 
be placed beside him as described above, and 
the arm on that side extended above the head. 
The person kneeling at the head must firmly 
grasp the victim’s head at the sides, the hands 
covering the ear and the angle of the jaw. 
Then, as the victim is rolled onto the board, 
his head must be steadied and kept in line 
with the body as he is turned to the face up 
position. Moderate traction may be exerted 
with the hands holding the head as the victim 
is rolled onto the board by one or more assist- 
ants kneeling at the side of the board. The 
head and trunk must be turned in unison. 
Under no circumstances must the head be lilted 
forward or backward. 

The details of all these procedures are weu 
described in the American Red Cross First-Aid 
Textbook. They cannot be appreciated with- 
out actual personal practice. Their value t° 
the injured person cannot be overestimated. 
“Splint ’em where they lie" if you wish o 
save life and limb. 
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work upon blast concussion injuries, states as 
follows: 

“In 40 per cent of the experimental animals 
examined there were hemorrhagic lesions in 
various abdominal organs; all these cases 
exhibited pulmonary hemorrhages; also the 
abdominal organs appear to be less sensitive 
to blast than the lungs. The organ most 
frequently damaged by blast in the abdomens 
of experimental animals is the large intestine; 
patches of hemorrhage may be found varying 
from punctate spots under the serous coat to 
large annular bands of hemorrhage and even 
rupture. The small bowel is less frequently 
affected, as is the stomach. The liver may be 
bruised or tom or the right lateral surface 
may be diversified by lines corresponding to 
the ribs. The spleen, kidney, and bladder are 
less often implicated. Blood clots have been 
found in the peritoneum, and retroperitoneal 
hematomas may be found as well. 

“The direct effects of blast are experienced 
only when close to the explosion, but there 
are many indirect effects which may produce 
death or serious injury.” 

Further experimental technical descriptions 
of blast injuries will be given under the heading 
“Injuries of the Chest.” 

In presumed abdominal injuries it is ad- 
visable to give nothing by mouth, since one 
does not know whether or not there may be 
perforation of a hollow viscus. This dictum 
should be carried out even with regard to al- 
cohol. 

The treatment of nonpenetrating abdominal 
wounds, if transportation can be readily pro- 
vided, is simple; morphine for the initial 
shock is all that is necessary for these cases. 
If, however, it is obvious that transportation 
will be delayed, the doctor’s initial examina- 
tion and diagnosis may aid tremendously in 
the later treatment of this patient when he 
arrives at the hospital. If space and time 
permits, the clothing should be freed enough 
to allow a careful physical examination, care 
being taken not to increase shock. If there 
is no external wound, what are we to consider 
in our diagnosis of abdominal injuries? Be- 
ginning at the upper abdomen I shall enumer- 
ate the most common injuries and some of the 
clinical signs that one should be able to de- 
termine in a so-called casualty clearing sta- 
tion. 

Rupture of the Diaphragm. — This is an often 
overlooked lesion that occurs from the result 
of an injury creating an increased abdominal 
pressure. Gatsch reported 6 cases within two 
years which he had operated on. In all of 


these cases the tear in the diaphragm extended 
outward and slightly backward from the 
esophageal hiatus. All of these patients were 
injured in automobile accidents, and he be- 
lieves the tear was caused by the sudden 
great increase in intra-abdominal pressure due 
to a forward flexion of the body when the 
diaphragm and muscles of the abdominal wall 
were too strongly contracted. Unfortunately, 
the physical signs in these injuries are not well 
classified, and one could only make a pre- 
sumptive diagnosis from cyanosis, diminished 
respiratory action, and splinting of the mus- 
cles in the upper part of the abdomen. 

Rupture of the Spleen. — Inspection may re- 
veal swelling or absence of respiratory motion 
in the left upper quadrant. On palpation, 
tenderness and a sense of fullness can fre- 
quently be detected and, on percussion, gastric 
tympany will be obliterated and a dull note 
heard in the lower left part of the chest pos- 
teriorly and in the axilla. As an aid to diag- 
nosis in splenic injuries, Max Saegesser, of 
Berne, notes that there is a point of extreme 
tenderness when finger pressure is made in 
the supraclavicular area between the sterno- 
mastoid and scalenus anticus muscles. In all 
the injuries seen by him, pressure started up 
violent pain, as contrasted with the absence of 
pain on the right side. He believes the cause 
of this is that sensory branches from the 
splenic capsule run upward in the left phrenic 
nerve. 

Rupture of the Liver. — Local tenderness be- 
low the right costal margin, increased liver 
dullness, and evidence of hemorrhage are the 
most common signs. 

Rupture of the Stomach. — This is rare and, 
therefore, cannot often be diagnosed at first 
aid. 

Rupture of the Duodenum. — This is a quite 
common injury. It occurs in 10 per cent of 
all the ruptures of the hollow viscus. A rup- 
ture of the retroperitoneal portion of the duo- 
denum occurs in 30 to 35 per cent of the above 
group. In the retroperitoneal ruptures Butler 
and Carlson have pointed out that pain in the 
testicle is a symptom due to the irritation of 
the sympathetic nerves. Some time later, if 
the rupture is retroperitoneal, crepitation 
may be felt in the right lumbar muscles. 

Perforations of the Intestines, either large 
or small, are created by two types of physi ca l 
injury first, crushing of the viscu 3 against the 
spine, causing a direct rupture and, second, 
sudden increase in intraluminary pressure 
created by the trauma, which causes a blow- 
out perforation as one sees in an automobile 
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intestinal perforations) ; and fourth, compres- 
sion injuries to the bladder and kidney. 

One may lay down certain general principles 
in treating abdominal injuries, such as care in 
moving a patient. Each transportation of a 
patient with an injured abdominal viscus in- 
creases the danger of shock and hemorrhage. 
Moving a patient from one room to an- 
other, or from one side of a street to an- 
other, and then removing him is dangerous. 
It is up to the physician, therefore, to attempt 
to use his judgment as to where the patient 
should be moved from the site of injury until 
transportation can be provided. Where there 
are lacerated wounds one must consider that 
each wound goes through two stages. The 
first stage is during the first six hours after 
injury, where there is contamination without 
much bacterial multiplication, and, second, 
after six hours, when bacterial multiplication 
and dissemination takes place. If it is ob- 
vious that immediate transportation cannot 
be done, the use of sulfathiazole, which is 
provided in the emergency kits from the hos- 
pitals, should be instituted as a first-aid dress- 
ing. However, as sulfathiazole is limited in 
all first-aid boxes, one must use keen judg- 
ment to apply it only in the necessary cases. 

Mr. Broster, of London, England, states 
that the abdominal injuries in the present war 
are much less than in the previous war. He 
states that in this war only 2 per cent were 
wounded, with a high mortality rate, and he 
quotes from Rear Admiral Gordon Taylor as 
follows: 

“So far in this present conflict, the ab- 
dominal surgery of warfare has seemed con- 
spicuous by its absence rather than its fre- 
quency. The paucity of the lesions of the 
belly produced by enemy action, which are 
not beyond all surgical aid, must have im- 
pressed those observers whose sphere of sur- 
gical action in the Franco-British Casualty 
Clearing Zone twenty-odd years ago furnished 
them with an abundant experience of opera- 
tive aid for those soldiers who were suffering 
from wounds in the abdominal area. In the 
past twenty months during which the writer 
has had the fortune to make official contacts 
with hospitals along a considerable length of 
our coastline and some of the corresponding 
hinterland, the numerical disparity between 
the operations performed for abdominal in- 
juries by one surgeon on the British front in 
France a quarter of a century ago and the 
total aggregate attained in this campaign by 
many operators, mostly working in England, 
has been impressive. 


"The severity and frequency of crush in- 
juries of the trunk, including the abdomen, 
has been a feature of casualties on the Home 
Front. Nonpenetrating injuries of the ab- 
domen and its contents played a relatively 
small part in the abdominal surgery of the 
last war; this time civilians, women and 
children of tender years and even the unborn 
babe, are suffering crush contusions from 
falling masonry and from burial under col- 
lapsed houses and dwellings. Fragments or 
masses of wood, stone, or metal may be con- 
fusedly hurled with devastating force against 
the abdomen; severe visceral damage or 
retroperitoneal hemorrhage may be produced 
by ‘blast’ without any external evidence of 
injury. The abdominal parieties may suffer 
along with the subjacent organs, and effusions 
of blood may be encountered in any of the 
layers superficial to the peritoneum. Actual 
rupture of the abdominal musculature along 
■with visceral injury was infrequent in the last 
war; the blow that ruptured the powerful 
abdominal muscles became too spent to 
damage the intestinal tract. The increase of 
destructive force nowadays destroys and 
damages without fine anatomical distinc- 
tion. 

“Multiplicity characterizes the wounds and 
damage sustained from air bombardment; not 
only is the mortality raised by lesions o 
many viscera but many, even most, of the 
regions of the body may be simultaneous!) 
damaged. The bespattered trunk and lank 
in those who have been wounded by big 1 
explosives were familiar to the surgeons in t e 
last war, but the phenomenon is far more 
frequent in this conflict, and the severity o 
the concomitant injuries renders the prog- 
nosis of many an abdominal case hopeless. 

“Some of those injured in the abdomen 
may also suffer burns of the body or hm =• 
This complication of abdominal injuries mi) 
be encountered in ships or on shore; the prog 
nosis will obviously become far more grave in 
such cases. 

“The degree of shock encountered among 
the casualties of tills war far transcends t ia 
with which surgeons became familiar between 
1914 and 1918. Despite the elaborate an 
highly organized resources of our transfusion 
services, despite the transfusion of many pm 
of blood or plasma, despite the admimstra J° 
of oxygen and all the resources of resuscitatio 
therapy many of those wounded in the tru 
remain in a condition of shock which precludes 
aU thought of surgical interference.” , 

Broster, in reporting upon the experimental 
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“(2) Provision of Adequate Respiratory Air- 
way. — Loss of bone and muscle attachment 
frequently results in loss of control of the 
tongue with danger to respiration. This is 
best controlled by use of a long suture through 
the tip of the tongue. It should be long 
enough to draw the tongue forward and may 
be attached to the dressing or clothing. If a 
needle and suture are not available, the tip of 
the tongue may be transfixed with a large 
safety pin. A piece of gauze or bandage may 
be attached to the tongue suture or safety pin 
for traction to improve and clear the air 
passage. These considerations are particu- 
larly important if the patient is unconscious. 
In other cases, due to swelling of the soft 
tissues, sufficient airway can be provided by 
insertion of a rubber tube through the nose 
or the mouth to the nasopharynx. If these 
means are not adequate, tracheal puncture 
through the skin with a special trocar will 
usually save the situation. It is expected 
that these tracheal trocars will be added to 
the emergency kit. Tracheotomy should 
be considered only as a last resort, since it is 
followed by a high mortality in cases of this 
type. 

“(3) Temporary Approximate Reduction and 
Fixation of Bone Fragments of the Maxilla . — 
Intelligent application of emergency treatment 
reduces the period of hospitalization and 
assures far greater success in subsequent 
treatment with a minimum of deformity. 
Early treatment should be such as to assure 
every chance for the restoration of the original 
occlusion of the teeth or the restoration of the 
function of mastication, even in those cases 
with considerable loss of bone. It is par- 
ticularly important that the collapse of bone 
segments be avoided. In order to minimize 
infections, early cleaning of the wound is 
essential, and tooth fragments, foreign matter, 
completely detached particles of bone, etc., 
should be removed. Bone fragments which 
have attachment of the soft tissues should be 
allowed to remain, as they frequently keep 
their vitality and aid in restoring the con- 
tinuity of bone. Reduction of fragments by 
manipulation and temporary fixation by 
simple measures, such as bandages and elastic 
traction, should be done, if possible, at this 
time. 

“Fractures of the superior maxilla fre- 
quently displace the loose structures down- 
ward and backward and definitely interfere 
with respiration. In case of a bilateral com- 
minuted fracture of the posterior part of the 
mandible, the anterior part of the jaw may 


drop backward and likewise cause serious 
interference with respiration. In a case of 
this kind, the front of the jaw may be held 
forward by a simple emergency splint de- 
veloped at the Walter Reed Hospital and 
found practical in several cases. The only 
articles required are three or four wooden 
tongue depressors, adhesive plaster, a 2-inch 
bandage, and the ligature wire supplied with 
the emergency maxillofacial kit. Two tongue 
depressors are placed end-to-end and fastened 
by a third overlapping them in the middle 
with adhesive plaster. This piece is secured 
in a vertical position with a bandage passed 
around the head in the frontal region, with 
the lower end extending in front of the chin. 
A wire is passed around the lower teeth or 
around the chin segment of the mandible and 
the ends of the wire are fastened to the lower 
end of the tongue depressor piece. The 
spring of this will effectually draw and keep 
the anterior segment of the mandible forward. 
In the ease of backward displacement of the 
upper jaw, forward traction can likewise be 
made by attachment of the upper front teeth 
to this apparatus. 

“(4) Provision of Safe Transportation from 
the Combat Zone to Hospitals in the Rear . — 
Transportation or evacuation from the com- 
bat zone places a certain responsibility on the 
medical department units, for casualties must 
be prepared for safe, unattended travel by 
ambulance. Aside from problems of sedation 
and prevention of shock, special considera- 
tions apply to face and jaw injuries. Lessons 
in past wars are convincing proof that ambu- 
lant or semiambulant cases with oral or 
pharyngeal wounds should sit up during 
evacuation. If he must be recumbent, the 
patient should be placed face down if there is 
any danger of obstruction in the air passages. 
These precautions lessen the mortality rate 
of jaw injuries during evacuation.” 

Dr. James Barrett Brown said in discussion 
of the foregoing article: “To get the jaw 
forward quickly, I use a fishhook with the 
barb cut off and stick it under the chin. It is 
pulled forward quite easily that way.” 

Chest Injuries 

I am indebted to Frank Berry, of New 
York, for what I shall say on first-aid treat- 
ment of wounds of the chest. I should 
recommend that all of you read his entire 
article, parts of which I have copied verbatim. 
This article on “The Treatment of Injuries of 
the Chest” was published in the American 
Journal of Surgery, October 1, 1941. 
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tire. Definite localized pain, diminished liver 
dullness, and signs of peritonitis as evidenced 
by rigidity and shock are the most prominent 
diagnostic points. If there are bladder in- 
juries, as far as first aid is concerned, the 
examination of the urine after the patient had 
voided is an indication that there may be 
bladder rupture. The observation of gross 
blood in the urine should be noted on the card 
attached to the patient and should be heavily 
underscored, since such injuries need imme- 
diate operation. 

Penetrating Wounds. — Storck, in an article 
on “Penetrating Wounds of the Abdomen,” 
published in the Annals of Surgery of May, 
1940, says: “Eisberg stresses the importance 
of the study of the entrance and exit points, 
and he cites that bullet wounds of entrance 
are usually smaller than the caliber of the 
bullet, while the point of exit is more or less 
keyhole in shape and larger than the wound 
of entrance. He also draws attention to the 
fact that ‘if an area of abrasion and contusion 
of the skin is concentric, it signifies that the 
bullet has taken a straight course and that 
the underlying viscera in this region are, in all 
probability, injured; if the area is to the right 
of the edge of the wound, it signifies that the 
missile has passed from right to left. Since 
the opposite side of this area is always under- 
mined and this process, in turn, increases 
with the obliquity, the more superficial the 
bullet tract, the larger the area of abrasion 
and contusion and the greater the under- 
mining. This observation is very important 
in differentiating superficial nonpenetrating 
wounds of the abdomen which cross the 
abdomen, causing pain and at times nausea, 
vomiting, tenderness, and rigidity.’ ” 

If there are only wounds of entrance of 
small caliber, little first aid can be given 
except the noting, perhaps, of the assumed 
direction of the wound of entrance and 
the abdominal signs on examination. It is 
presumable that large eventations might 
occur. In this case it is advisable not to use 
iodine as a first-aid measure, since it is more 
apt to traumatize the peritoneum of the vis- 
cera. If one is positive that there is no per- 
foration and if the intestines are on the 
abdomen, the doctor could apply sulfathia- 
zole, replace the abdominal viscera, and 
tightly strap the abdomen, making note on 
the identification tag of the procedure. One 
must be sure, however, that there is no per- 
foration of intestines that are protruding. If 
they are protruding and there is evidence of 
perforation, sulfathiazole should be applied 


and the wound covered with a first-aid dress- 
ing. 

If there is extensive bleeding from the 
abdomen one should observe whether or not 
this comes from the abdominal wall. If it 
does not, tight strapping of the abdomen in 
order to allow tamponade without interfer- 
ence with respiration is advisable. 

Head Injuries 

There is little one can do as far as scalp 
injuries are concerned unless there is massive 
scalp laceration. In such a case, control of 
bleeding, by ligature or clamp if necessary, is 
advisable. If the flaps can be easily raised it 
is advisable to observe whether or not there 
is fracture of the skull and whether or not the 
fracture is depressed. Sulfathiazole inserted 
beneath the scalp and the wound drawn gently 
over the defect, with a pressure bandage to 
prevent further hemorrhage, are justified. 

Ivy and Stout have presented an excellent 
article on “The Emergency Treatment of the 
Face and Jaw,” and I quote from them ver- 
batim: _ _ , 

“The points demanding special attention m 
the combat area may be formulated as follows: 
(1) arrest of hemorrhage, (2) provision of ade- 
quate respiratory airway, (3) temporary ap- 
proximate reduction and fixation of bone 
fragments, and (4) provision of safe transpor- 
tation from the combat zone to hospital in the 
rear. , 

“(1) Arrest of Hemorrhage.— It may be 
possible to check hemorrhage temporarily by 
digital pressure over the artery proximal to 
the bleeding area. The principal points o^ 
compression about the head and neck are. 
external carotid artery — beneath antenor 
border of sternomastoid muscle just above 
level of thyroid cartilage; facial or extern 
maxillary artery — lower border of mandible 
3 / 4 inch in front of angle; superficial tempo- 
rary artery — just in front of the tragus of ear. 
Moderate hemorrhage from a wound abou 
the jaw can usually be checked by pressure 
from a gauze pack inserted in the wound an 
held in place by a four-tailed bandage. Care 
must be exercised in the application of tie 
pack and the bandage so as not to increase 
any respiratory difficulty occasioned by the 
nature of the wound itself. Hemorrhage tna 
cannot be checked in this way demands a 
search for the bleeding vessel and an applica- 
tion of a clamp to it, followed by ligation u 
ligature material is available; otherwise, the 
clamp should be left on during transportation 
to the advanced hospital. 
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70 per cent of all chest wounds are compli- 
cated by hemothorax. 

“Frequently, it occurs following crushing 
injuries of the chest with simple rib fractures 
and almost always it accompanies penetrating 
gunshot wounds and then may be called a 
‘compound’ hemothorax. 

“A compound hemothorax with small clean 
wounds of entrance and exit, as from rifle or 
machine gun bullets, and small penetrating 
shrapnel fragments or stab wounds should be 
treated like a simple closed pneumothorax. 
The important principle of therapy is aspira- 
tion with air replacement.” 

Nonpenetrating Wounds 
“Nonpenetrating wounds of the chest may 
vary in extent from slight contusion of the 
chest wall to extensive crushing with multiple 
rib fractures and tear of the underlying lungs. 
Such injuries are common among persons 
buried in debris, in aviation accidents, and in 
sudden crushing injuries as when the victim is 
caught between a truck and a wall. 

“Flying objects with violent impact on the 
chest wall may cause serious hemorrhage and 
laceration in the lung directly beneath the 
blow. Following a severe crushing of the 
chest there may be multiple rib fractures, 
which Barrett calls the ‘stove-in’ type. These 
injuries may be complicated by a traumatic 
asphyxia or an acute dilatation of the stomach 
with inability to get rid of the vomitus, which 
in turn favors the development of pneumonia 
and pulmonary suppuration. In this com- 
pression asphyxia the lesions may be sym- 
metrical in both lungs with generalized con- 
gestion, some edema, and small subpleural 
hemorrhage and sometimes emphysema along 
the line of the ribs; or there may be laceration 
or fracture of the trachea, bronchi, or lungs.” 

Blast Injuries 

“In the English literature considerable 
attention has been given to the blast injury 
or concussion and cases have been reported 
in detail by Dean and Thomas, Falla, Fallon, 
and Hadfield and Christie. The first experi- 
mental work was reported in 1924 by Hooker, 
who said that bruising and rupture of the 
lung3 ‘were the single gross lesions found 
postmortem after exposure to air concussion 
due to gun blast or high explosive.’ Blast 
produces a sudden marked fall of arterial and 
venous pressures and a later washing out of 
venous carbon dioxide. Since the onset of 
the present war further studies have been 
made under the direction of the Home Office 


by Bancroft with goats, and by Zuckerman 
with mice, pigeons, guinea pigs, rabbits, and 
monkey's. 

“Zuckerman’s work is of sufficient interest 
to report in detail. He used a 70-pound 
charge of high explosive and first explains the 
physics of a blast. Blast consists of two 
waves: a compression wave that lasts 0.006 
seconds and a suction wave of 0.03 seconds. 
All pressures are, of course, in excess of the 
normal atmospheric pressure of 15 pounds per 
square inch. The blast wave consists of a 
shell of compressed gas increasing very rapidly 
in radius — 1,500 feet a second at 30 feet for a 
60-pound charge. There is an additional wind 
pressure exerted by this shell of gas only in 
the direction of its motion; hence, any surface 
not directly in its path is subject just to the 
compression wave. This wave of pressure is 
highest in the region of the explosion and 
falls rapidly. At 15 feet from a 125-pound 
charge the compression wave carries a pressure 
of 200 pounds. Close to the explosion the 
wind pressure may be as great as the pressure 
of the charge itself, but it falls more quickly 
with distance. Thus, everything in the im- 
mediate neighborhood of a big bomb is sud- 
denly exposed to a wave of many times the 
atmospheric pressure, whereas at 50 feet this 
will be only two or three atmospheres and at 
100 feet only' a fraction of an atmosphere. 
The velocity and duration of the pressure 
wave is such tint a human body' will be com- 
pletely immersed in it. The suction wave is 
much weaker and can never exceed 15 pounds 
per square inch, which is a perfect vacuum. 
The magnitude of the pressure and suction 
vary directly with the amount of explosive. 
If an object is not blown apart by the wind 
and compression waves, it may then be at- 
tracted to the center of the explosion by the 
weaker and longer suction wave. 

“If the victim of a bomb explosion is not 
blown apart he may be injured in three ways: 
(1) by being hit by masonry, fragments, or 
flying objects; (2) by being violently thrown; 
or (3) by the effect of the blast wave without 
being thrown. This last is the true blast 
injury or concussion in which there is no sign 
of any external injury', and even in this group 
Roberts warns of confusion with carbon 
monoxide poisoning. 

“In his work with animals with the 70- 
pound blast Zuckerman found that no animal 
died that was more than IS feet from the 
explosion and none more than 50 feet distant 
was injured. Furthermore, there was no sign 
of external injury in any' of the animals 
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“At the December, 1941, meeting of the 
Royal Society of Medicine, Mr. Thomas in his 
discussion quoted Hoche’s review of 11,000,000 
English, French, American, and German 
wounded.” 

Distribution of Wounds 


Percentage 

Limbs 68 

Head, face, neck 15 

Spine and cord 4 

Pelvis 4 

Thorax 6 

Abdomen 4 

Mortality in Above Series 

Percentage 

Total mortality 8 

Wounds of abdomen 68 

Wounds of thqrax 56 

Wound Distribution Among 12,350 Killed 

Percentage 

Head 47 

Thorax 20 

Abdomen and pelvis 11.8 

Limbs 9.9 


“The high immediate and late mortality of 
wounds in the thorax is evident from the 
above tables. Patients with injuries of the 
chest suffer from the same shock, hemorrhage, 
and sepsis as those with wounds elsewhere, 
plus special factors which interfere with their 
respiratory and cardiorespiratory function and 
reserve. These are: (1) air and blood in one 
or both pleural cavities, frequently under in- 
creasing tension; (2) open pneumothorax with 
lung collapse, mediastinal flutter, paradoxical 
respiration with swing of the intrapulmonary 
air from one lung to the other and loss of the 
aspiratory effect on the great veins with de- 
creased cardiac output; (3) cardiac tampon- 
ade; and (4) surgical emphysema, sometimes 
progressive. All of these features become 
accentuated in older people and in those with 
existing lung or heart pathology.” 

General Treatment of Injuries 

“Before taking up specific types of wounds 
certain basic factors of treatment should be 
understood. First, almost all patients with 
wounds of the thorax suffer from shock and 
some also from hemorrhage. If there is a 
sucking wound present, this should be 
promptly sealed with a sterUe pad strapped 
snugly in place or, if this is not available, 
with anything at hand. Hemorrhage from 
intercostal vessels or the parietes may be 
temporarily controlled by a mushroom type 


of pack which is inserted into the wound and 
pulled outward, thus exerting pressure from 
the inside. The Shaeffer method of artificial 
respiration should be used with care, as the 
manipulation may cause further injury to the 
chest wall or lungs. The legs should be ele- 
vated to combat shock and the patient trans- 
ported in the Trendelenberg position unless it 
is evident that this causes respiratory em- 
barrassment, in which case the stretcher should 
be slightly elevated. 

“Morphine should be used as needed to 
allay pain and fear. It should not be given 
in such dosage as will depress respiration or 
productive cough, however, for the mainte- 
nance of good pulmonary ventilation and the 
ability to cough up secretions is essential. In 
the case of rib fractures, particularly when 
they are multiple, injections of 2 to 5 per cent 
novocaine into the intercostal nerves para- 
vertebrally or at the site of fracture are most 
effective and may be repeated as necessary." 
(Strapping is advisable if only one side of the 
thorax is involved.) 

“Not infrequently the abdomen is held 
rigidly in wounds of the lower chest and, here, 
the decision must be made as to whether or 
not there is accompanying intra-abdominal, 
renal, or spinal injury, sometimes an extremely 
difficult differentiation. 

“There are certain indications for imme- 
diate operative intervention, the most urgent 
of which is a wound of the heart with acute 
cardiac compression. This is first suggested 
by wounds close to the sternum and the diag- 
nosis is made by (1) a falling or absent blood 
pressure, (2) distended veins of the neck with 
increased venous pressure, and (3) a silent 
heart by auscultation.” (If a wound of the 
heart is suspected this patient should be 
given preference in transportation.) 

“Progressing hemorrhage in wounds of the 
chest requires operation. Generally, this is 
due to injured intercostal or internal mam- 
mary vessels, less often to trauma of the lung 
itself. 

“Wounds of the entrance and exit should be 
carefully explored so that the intercostal 
vessels may be carefully inspected, as these 
are the usual sources of persisting hemor- 
rhage. 

“If available, sterile sulfanilamide or sulia- 
thiazole powder may be left in the pleura 
cavity and soft parts in 6-, S-, or 10-Gni. 
amounts as prophylaxis against infection. 

Hemothorax 

“According to Edwards and Davies about 
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WORK 

A Song of Triumph 

Angela Morgan 

Work! 

Thank God for the might of it, 

The ardor, the urge, the delight of it — 

Work that springs from the heart’s desire, 
Setting the brain and the soul on fire — 

Oh, what is so good as the beat of it. 

And what is so good as the heat of it. 

And what is so kind as the stem command, 
Challenging brain and heart and hand? 

Work! 

Thank God for the pride of it, 

For the beautiful, conquering tide of it, 
Sweeping the life in its furious flood, 
Thrilling the arteries, cleansing the blood, 
Mastering stupor and dull despair, 

Moving the dreamer to do and dare. 

Oh, what is so good as the urge of it, 

And what is so glad as the surge of it, 

And what is so strong as the summons deep, 
Rousing the torpid soul from sleep? 

Work! 

Thank God for the pace of it, 

For the terrible, keen, swift race of it; 

Fiery steeds in full control, 


Nostrils aquiver to greet the goal. 

Work, the power that drives behind. 

Guiding the purposes, taming the mind, 

Holding the runaway wishes back, 

Reining the will to one steady track, 

Speeding the energies faster, faster, 

Triumphing over disaster. 

Oh, what is so good as the pain of it, 

And what is so great as the gain of it? 

And what is so kind as the cruel goad, 

Forcing us on through the rugged road? 

Work! 

Thank God for the swing of it, 

For the clamoring, hammering ring of it, 

Passion of labor daily hurled 
On the mighty anvils of the world. 

Oh, what is so fierce as the flame of it? 

And what is so huge as the aim of it? 
Thundering on through the dearth and doubt, 
Calling the plan of the Maker out. 

Work, the Titan; Work, the friend, 

Shaping the earth to a glorious end. 

Draining the swamps and blasting the hills. 
Doing whatever the Spirit wills — 

Rending a continent apart, 

To answer the dream of the Master heart. 
Thank God for a world where none may shirk — 
Thank God for the splendor of work! 


NEW YORK PHYSICIANS TO HOLD SUPPER-DANCE AT SHERRY'S TO AID 
AMERICAN HOSPITAL IN BRITAIN 


The Physicians’ Committee of Greater New 
York is holding a Supper-Dance at Sherry’s on 
Washington’s Birthday Eve, February 21, to 
raise funds to help maintain the American Hos- 
pital in Britain, which is entirely staffed by Ameri- 
can doctors, nurses, and technicians, and all of 
whose equipment is American-made. This bene- 
fit to aid the “American Hospital in Britain” is 
a new venture for the Physicians’ Committee, 
which heretofore has raised a considerable sum 
to aid many of the voluntary hospitals. 

Dr. Adolph G. DeSanctis is chairman of the 
Physicians’ Committee of Greater New York, 
with Dr. B. Wallace Hamilton as secretary, Dr. 
Kirby Dwight as treasurer, and Drs. Chas. 
Gordon Heyd, Nathan B. Van Etten, John E. 
Jennings, H. P. Mencken, and Herbert A. Coch- 
rane as vice-chairmen of the five boroughs of 


Greater New York. Mrs. W. Coda Martin, the 
director of the Medical Department of the Brit- 
ish War Relief Society, Inc., is campaign direc- 
tor. 

There will be dancing, cards, a buffet supper, 
as well as a Game Room. A U. S. Defense Bond, 
the main prize, will add a patriotic touch. One 
of the most unique and interesting events of the 
evening will be a Cabaret in which the doctors 
themselves will participate. 

This Supper-Dance is being sponsored entirely 
by doctors and their families and friends. Al- 
ready one-fifth of the tickets have been sold, 
and much enthusiasm is being shown by the 
medical profession in this affair. 

Tickets may be purchased and tables reserved 
at the Medical Aid Department, British War 
Relief Society, 730 Fifth Avenue. 


Foreigners listening to our radio must be as- 
tonished to hear such heart-stirring eloquence 
wasted on laxatives. 

— Exchange 


Customer: “Do you have anything for gray 
hair?” 

Dru grist: “Nothing, sir, but the greatest 
respect.” —Medical Record 
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examined. . The outstanding pathological con- 
dition consisted of hemorrhages in both lungs 
and in all lethal cases blood was present in the 
bronchial tree and air passages. The blood 
comes from torn alveolar capillaries as a rule. 
There was bruising and tearing of the lungs 
in the lines of the ribs, this bruising extending 
for a short distance into the parenchyma. 
Zuckerman concluded that these pulmonary 
lesions were caused by the pressure component 
of the blast by its impact with the body wall. 
This concussion was based on the type of 
lesions found and further on the fact that 
animals encased in thick sponge rubber suf- 
fered little damage from the blast compared 
with their controls; also animals with one-half 
of their bodies protected by rubber sustained 
these lesions only on their unprotected sides 
when they were exposed 'with this side facing 
the blast and not on the protected side when 
this was the side exposed to the blast. 

“In the clinical cases similar findings have 
been recorded. After blast concussions symp- 
toms may be delayed in appearance up to two 
to five days and consist of tachycardia, rest- 
lessness, dyspnea, and cough with blood- 
tinged sputum. The signs are a fullness of the 
lower chest with diminished movement of the 
diaphragm, some spasticity of the upper 
abdomen, dullness and rales at the base of the 
lungs, and a loss of translucency by x-ray 
with evidence of diminished rib expansion. 
The treatment is absolute rest, sedation, and 


After the patient has reached the hospital 
there is a general agreement that the shock, 
and later hypoproteinemia, is best treated by 
plasma transfusion, often of considerable 
magnitude, accompanied by adrenal coder 
medication for shock. And, later, almost 
everyone agrees that the granulating surfaces 
should be skin-grafted as soon as possible in 
order to combat dehydration and, second, 
anemia. What, however, should be the im- 
mediate first-aid treatment? 

It is obvious, I believe, that first aid, except 
for treatment of shock by morphine and 
warmth, should not be given in a first-aid 
station unless transportation is to be con- 
siderably delayed. 

The primary treatment of the shock should 
be associated with the primary debridement 
and local treatment of the burned surfaces 
It is often better to remove the burned cloth- 
ing in the hospital, if possible, than to strip it 
off in a poorly ventilated and drafty first-aid 
shelter. Often the clothing is stuck to the 
skin and new shock is produced by the pri- 
mary first-aid treatment. 

The problem of the local treatment after the 
patient reaches the hospital depends upon 
whether one prefers the formation of an eschar 
in order to splint the burn and diminish the 
pain of dressing or whether one prefers the 
so-called open method, which means that no 
effort is made to create an eschar. 

In the first-aid kits both tannic acid powder 


oxygen therapy.” 

Mr. Broster states: “At autopsy, hemor- 
rhage of varying degree is found in the lungs. 
Hemorrhages may also occur in other organs, 
such as the liver and spleen, intestine, 
adrenals, kidney, bladder and, seldom, the 
brain. There is some evidence to suggest 
that the lung effect is due to sudden compres- 
sion of the chest wall, and bleeding into the 
lung capillaries may go on for some days. 
The force of the blast may hurl people against 
objects and give rise to injuries from such a 
blow, and fat embolism has alsp been found 
in the lung. From the surgical aspect this 
syndrome is associated with rigidity in the 
abdomen, and this point needs emphasis to 
prevent unnecessary celiotomy and caution 
so as not to overlook coincident injury to the 
intestine.” 

Burns 

War has made so many revolutionary 
changes in the treatment of burns that I 
approach this subject with considerable hesi- 
tation. 


and picric acid are supplied. If it is necessary 
to do first-aid treatment, one must avoid the 
use of ointments, and probably the best first 
aid would be sprinkling the burned surface 
with sulfathiazole and then applying a wet 
dressing of freshly made 5 per cent tannic acid. 
Notable exceptions to this treatment should be 
burns of the hands and face, where amertan 
can be utilized instead of the wet dressing. 
Amertan is in a water base and does not 
create the firm eschar that the aqueous solu- 
tion of tannic acid does. It would be in- 
advisable to go further into the local treat- 
ment of burns in the hospital at this tune, 
since it has nothing to do with first aid. 

Finally, in conclusion, I should like to 
quote a poem, written, strangely enough, in 
1917 when we were entering a world crisis 
similar to the one today. This was written 
by Angela Morgan, and to my mind, it epito- 
mizes the job of each member of the medical 
profession, whether he is in the uniform of the 
armed forces, whether he is working on a 
draft board, or whether he is serving the civil 
population. 



Medical Preparedness 


Occupational Deferments of Medical Doctors, Dentists, and 
Doctors of Veterinary Medicine 


The memorandum published below -is for the 
information and guidance of all physicians of the 
Slate of New York. 

Col. Samuel J. Kopetzky, 
New York Stale Chairman, 
Procurement and Assignment Sendee 


NATIONAL HEADQUARTERS 
SELECTIVE SERVICE SYSTEM, 
WASHINGTON, D. C. 

21st and C Streets, N. W. 

January 28, 1942 

Memorandum to All State Directors (1-363) 
Local Board Release (89) 

Subject: Occupational Deferments of Medical 
Doctors, Dentists, and Doctors of 
Veterinary Medicine (III) 

Information previously distributed by this 
Headquarters clearly indicates an overall short- 
age of medical doctors, dentists, and doctors of 
veterinary medicine in the Nation. Since war 
was declared, the shortage of these professional 
men has become acute. It is now manifest that 
every qualified doctor, dentist, and veterinarian 
must serve where he can render the greatest pro- 
fessional service to the Nation. 

In order to accomplish this purpose, the Presi- 
dent, by Executive Order, has formed the Pro- 
curement and Assignment Service, under the 
Office of Defense Health and Welfare Services. 
This Service was formed primarily for the pur- 
pose of gathering and making available infor- 
mation with respect to the supply of qualified 
practitioners in the fields of medicine, dentistry, 
and veterinary medicine, with a view of securing 
the most effective allocation of medical man 
power as indicated by the requirements of the 
armed forces, civilian needs, and industrial 
medicine. 

To work with the headquarters of this Service 
in Washington, there is being organized a com- 
mittee for each Corps Area in the Continental 
United States. Each committee will consist of 
five doctors, two dentists, and one veterinarian. 


The committees have been accepted as advisors 
to_ the nine Corps Area Surgeons, to the Naval 
District Surgeons, and to the Regional Medical 
Officers of the Office of Civilian Defense and will 
operate not only through the subdivisions of the 
medical, dental, and veterinary associations but 
also with the profession at large in securing infor- 
mation and giving advice. 

When considering the classification of any 
registrant who is a qualified medical doctor, 
dentist, or doctor of veterinary medicine, the 
Director of Selective Service desires that Local 
Boards, through the State Director, shall consult 
the Procurement and Assignment Committee of 
the Corps Area for information as to the avail- 
ability of qualified medical doctors, dentists, and 
doctors of veterinary medicine in the com- 
munity. This information shall be considered 
by the local board in determining the registrant’s 
classification. The Executive Order referred to 
in no way affects the authority of the Selective 
Service System to classify registrants. The 
procedure has been established for the purpose 
of making such information available to local 
boards. 

For the convenience of the State Director and 
the local boards, the names and addresses of the 
Chairmen of the nine Corps Area Committees of 
the Procurement and Assignment Service are 
listed below: 

First Corps Area 

•Second Corps Area-— Dr. A. W. Booth, Elmira, 
New York. 

Third Corps Area 

Fourth Corps Area 

Fifth Corps Area 

Sixth Corps Area 

Seventh Corps Area 

Eighth Corps Area 

Ninth Corps Area 

Sincerely yours, 

Lewis B. Hershey, Director 

* Dr. A. W. Booth, Elmira, New York, has 
established temporary offices at the Head- 
quarters of the Medical Society of the State of 
New York at 292 Madison Avenue, New York 
City, where he may be addressed. 


PREMEDICAL AND MEDICAL STUDENTS 

Opportunity for Appointments as Ensigns in Class H-V(P) United States Naval 

Reserve 


THE Secretary of the Navy recently ap- 
proved a change in Navy regulations 
whereby it is now possible for those premedical 
students who have been accepted for entrance to, 
and all medical students in, Clas3 “A” medical 
colleges, to be appointed in the United States 
Naval Reserve in Clas3 H-V(P), provided they 
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meet the physical and other requirements for 
such appointment. 

Students who axe acceptable will be given pro- 
visional commissions as Knsigns, and it is the 
policy of the Bureau of Medicine and Surgery 
not t° nominate such officers for active duty 
until after they have completed their prescribed 



Maternal Welfare 


From time to tune under this heading articles will appear on obstetric subjects which are 
deemed of importance as aids to improvement of materal welfare in New York State. The 
metnbers of the Committee are Charles A, Gordon, M.D., chairman; Alexander T. Martin. 
M.D.; James K. Quigley, M.D.; and Ferdinand J. Schoeneck, M.D. 

Standards for the Care of Pregnancy Complicated by Heart Disease 


' | 'ELE following article on heart disease in 
- L pregnancy was first published by the Com- 
mittee on Maternal Welfare of the Medical 
Society of the County of Kings in 1938. The 
standards were revised in 1941. The first por- 
tion of the article is herewith reproduced; the 
remainder will appear in the March 1 issue. 

Usual Types of Heart Disease Complicating 
Pregnancy 

About 7 per cent of women have heart mur- 
murs when they are examined during pregnancy. 
The majority of these murmurs do not indicate 
heart disease. They are known as functional 
murmurs and are purely incidental findings 
without pathologic significance. 

The majority of these functional murmurs are 
systolic in time. They may be heard at all 
valve areas. When the patient is studied more 
carefully by x-ray examination of the heart, 
no abnormal change in the size or shape may be 
detected. Women with these murmurs bear 
pregnancy well because there is no cardiac path- 
ology. A good proportion of these murmurs dis- 
appear after the pregnancy. 

Organic disease of the heart occurs in about 1 
per cent of pregnant women in this locality. 
About 90 per cent of the lesions encountered 
are due to rheumatic heart disease. The remain- 
ing cardiac lesions will include congenital ab- 
normalities, syphilis, cardiovascular disease, 
arteriosclerosis, and hypertensive heart disease. 

All the rheumatic cases may not give a his- 
tory of rheumatic fever. The most frequent 
rheumatic lesion encountered is mitral stenosis, 
with or without mitral insufficiency. 

When organic disease of the heart exists, 
there is usually a diastolic or presystolic murmur 
present, with or without a systolic murmur. 
This finding is most important in recognizing a 
diseased heart. 

There will also be noticed some change in 
size and shape of the heart on an x-ray examina- 
tion. When a systolic murmur occurs alone, 
it must be associated with some change in the 
size or contour of the heart before a diagnosis of 
organic disease is made, even if there is a histoiy 
of rheumatic fever. 

Classification of Heart Disease* 

Functional Capacity 

Classification of Patients— Class I: Patients 
with cardiac disease and no limitation of physical 

* According to the New York Heart Association as 
approved by the American Heart Association. 
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activity. Ordinary physical activity does not 
cause discomfort. Patients in this class do not 
have symptoms of cardiac insufficiency, nor do 
they experience anginal pain. 

Class II (formerly II-A): Patients with 
cardiac disease and slight limitation of physical 
activity. They are comfortable at rest. 11 
ordinary physical activity is undertaken, dis- 
comfort results in the form of undue fatigue, 
palpitation, dyspnea, or anginal pain. 

Class III (formerly II-B). Patients with 
cardiac disease and marked limitation of physical 
activity. They are comfortable at rest. Dis- 
comfort in the form of undue fatigue, palpitation, 
dyspnea, or anginal pain is caused by less than 
ordinary activity. 

Class IV (formerly III): Patients with car- 
diac disease who cannot carry on any physical 
activity without discomfort. Symptoms of car- 
diac insufficiency or of the anginal syndrome 
are present even at rest. If any physical ac- 
tivity is undertaken, discomfort is increased. 

Therapeutic Classification. — Class A: Potiente 
with cardiac disease whose physical activity need 
not be restricted. 

Class B: Patients with cardiac disease whose 
ordinary physical activity need not be restricted 
but who should be advised against unusually 
severe or competitive efforts. 

Class C: Patients with cardiac disease 
whose ordinary physical activity should be mod- 
erately restricted and whose more strenuous 
habitual efforts should be discontinued. 

Class D: Patients with cardiac disease whose 
ordinary physical activity should be markedly 
restricted 

Class E: Patients with cardiac disease who 
should be at complete rest, bed or chair. 

Potential Heart Disease.— Patients in whom no 
cardiac disease is discovered, but whose course 
should be followed by periodic examinations 
because of the presence or history of an etiologic 
factor that might cause heart disease. * e 
diagnosis in these cases is potential heart disease* 
The etiologic diagnosis should also be recorde 
Possible Heart Disease. — Patients with symP" 
toms or signs referable to the heart but in whom 
a diagnosis of cardiac disease is uncertain sho 
be classified tentatively as possible heart disease* 
When there is a reasonable probability that sigas 
or symptoms are not of cardiac origin, a diagoo* 
sis of possible heart disease should not be made. 
Re-examination after a suitable interval wm 
usually establish a definite diagnosis. 



Postgraduate Medical Education 


Programs arranged by the Council Committee on Public Health and Education of the 
Medical Society of the Stale of Hew York will henceforth be -published in this section of the 
Journal. Members of the committee are Oliver IF. H. Mitchell, M.D., chairman; George 
Baehr, M.D.; and Charles D. Post, M.D. 


General Medicine 

A course in General Medicine has been ar- 
ranged by Dr. Walter W. Palmer, College of 
Physicians and Surgeons, Columbia University, 
New York City, for the Columbia County Medical 
Society. The lectures will be given on Thurs- 
day evenings, 8:30 p.m., at the Hudson City 
Hospital in Hudson, New York. 

March 12. — The Modem Treatment of Diabetes 

H. Rawle Geyelin, M.D., associate clinical 
professor of medicine, College of Phy- 
sicians and Surgeons, Columbia University. 
March 26. — Syphilis. 

James Lowery Miller, M.D., instructor in 
dermatology, College of Physicians and 
Surgeons, Columbia University. 

April 9. — The Diagnosis and Treatment of 
Anemia. 

Paul Rezoikoff, M.D., associate professor of 
clinical medicine, Cornell University 
Medical College, New York City. 

April 23. — Hypertension and Hypertensive Heart 
Disease. 

William Goldring, M.D., associate profes- 
sor of medicine, New York University 
College of Medicine, New York City. 
May 7. — Asthma. 

Albert Vander Veer, M.D., consultant in 
allergy, Roosevelt Hospital, and assistant 
director, Allergy Clinic, New York City. 
May 21. — Rheumatic Fever. 

Homer F. Swift, M.D., Hospital of the 
Rockefeller Institute for Medical Re- 
search, New York City. 

June 4. — Nephritis. 

John D. Lyttle, M.D., assistant professor of 
pediatrics, College of Physicians and Sur- 
geons, Columbia University. 

The lectures on “Syphilis” and “Rheumatic 
Fever" are given in cooperation with the State 
Department of Health and the New York State 
Medical Society. 


A course in General Medicine, arranged by 
Dr. Albert F. R. Andresen, Long Island College 
of Medicine, Brooklyn, for the Madison County 
Medical Society is being given on Tuesday 
evenings, at 8:30 p.m., at the Hotel Oneida, 
Oneida, New York. (It is a course of clinical 
lectures illustrated by clinical material fur- 
nished by the group addressed.) This course 
may also be given in the form of regular lectures 
illustrated by lantern slides and tables. 

February 3. — Practical Considerations of Blood 
Dyscrasias. 

Eugene R. Marzullo, M.D., clinical pro- 
fessor of medicine, Long Island College 
of Medicine. 

February 10. — Diabetes: Its Modem Interpre- 
tation and Treatment. 

M. B. Handelsman, M.D., assistant clinical 


professor of medicine, Long Island Col- 
lege of Medicine. 

February 17. — Treatment of Gallbladder Dis- 
ease. 

Albert F. R. Andresen, M.D., professor of 
clinical medicine, Long Island College of 
Medicine. 

Sulfonamide Therapy 

A course on Sulfonamide Therapy of three 
two-hour sessions was arranged by the Council 
Committee on Public Health and Education, 
Medical Society of the State of New York 
and the New York State Department of Health 
for the Oneida County Medical Society. The 
lectures were held at the Utica State Hospital. 

First Session: Tuesday Evening, January 20. 

1. Behavior of Sulfonamides in the Body and 

Principles for Their Use. 

David D. Rutstein, M.D., director. Cardiac 
Bureau, State Department of Health, and 
assistant professor of medicine, Albany 
Medical College, Albany, New York. 

2. Local and Internal Use of Sulfonamides in 

Surgery. 

J. Ernest Delmonico, M.D., associate pro- 
fessor of clinical surgery, Syracuse Uni- 
versity, College of Medicine, Syracuse. 

Second Session: Tuesday Evening, January 27. 

1. Treatment of Genitourinary Infections in 

the Male. 

Thomas F. Laurie, M.D., associate professor 
of urology, Syracuse University College of 
Medicine, Syracuse, New York. 

2. Sulfonamides in Obstetrics and Gyne- 
cology. 

Ferdinand J. Schoeneck, M.D., assistant 
professor of clinical obstetrics, Syracuse 
University College of Medicine, Syracuse. 

Third Session: Tuesday Evening, February 3. 

1. Treatment of Pneumonia. 

Joseph J. B un i m , M.D., instructor in medi- 
cine. New York University College of 
Medicine, Brooklyn. 

2. Treatment of Meningitis. 

A. Clement Silverman, M.D., professor of 
clinical pediatries, Syracuse University 
College of Medicine, Syracuse, New York. 

This instruction is a cooperative endeavor 
between the New York State Department of 
Health and the State Medical Society. 

A course in Sulfonamide Therapy of three 
two-hour sessions was arranged by the Council 
Committee on Public Health and Education, 
M ear cal Society of the State of New York and 
the New York State Department of Health for 
the Jefferson County Medical Society. The 
lectures were a3 follows: 
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medical studies and shall have served one year’s 
satisfactory internship in a civilian hospital 
accredited for intern training, or shall have been 
accepted as Acting Assistant Surgeon in the 
Navy for intern training. 

Upon graduation, and when the Bureau has 
been informed of this fact by the Dean, commis- 
sions as Lieutenant (junior grade) MC-V(G), 
U.S.N.R., will be issued to provisional Ensigns 
and, after serving their internship in nonnaval 
hospitals, they will be nominated for active duty. 
Application for, or acceptance of, either a pro- 
visional or permanent commission in the Naval 
Reserve, does not preclude the possibility of ap- 
plying for a commission in the Medical Corps 
of the regular Navy. Persons affiliated with the 
Naval Reserve are not subject to induction into 
Army service by action of local Selective Service 
Boards. 

Navy regulations require that all applications 
for appointments in the Naval Reserve be filed 
with the Commandant of the Naval District 
in which the applicant resides. The address of 
the Commandant of your district may be ob- 
tained from the Dean of your college. 


Application forms may be obtained from the 
Dean’s office or from someone designated by him, 
upon request from the Bureau of Medicine and 
Surgery, Navy Department, Washington, D. C., 
or from the Commandant of your Naval Dis- 
trict. When your application form has been 
properly completed, it, together with the other 
credentials indicated on the application form, 
should be mailed to the Commandant of your 
Naval District. He will instruct you relative to 
obtaining a physical examination, fingerprints, 
etc. 

In the case of a premedical student, it is neces- 
sary to enclose with your application for appoint- 
ment a statement, signed by the Dean of a 
medical college, to the effect you have been ac- 
cepted as a first-year medical student in a Class 
“A" school for the next entering class. 

It is the understanding of the Bureau of Medi- 
cine and Surgery that Selective Service Boards 
will accept a statement from the Commandant of 
your Naval District to the effect that your ap- 
plication is on file as basis for deferment until 
your application has received final action. 


The following appeared in the Journal of the Medical Society of the County of NewYork 
January 34, 1943. In the other counties in Greater New York similar arrangements are 
being made. It is urged by the Emergency Medical Service of the Office of Civilian Defense 
that all physicians in the five counties enroll with their county societies in aid of this service . — 
Editor 


Emergency Medical Service Gives Role of Physician in' Civilian Defense 


'T’HE following plan for the guidance of the 
medical profession in New York County has 
been approved by Dr. Edward M. Bemecker, 
Chief of Emergency Medical Service for the 
New York Area: 

A. As to all physicians. 

1. Each physician is requested to register 
by mail for Civilian Defense with the New 
York County Medical Society, 2 East 103rd 
Street. Such registration will be made available 
to Central and Local Stations under the Office 
of Civilian Defense. This registration should 
include each doctor’s name, age, specialty, of- 
fice address and telephone number, office 
hours, home address and telephone number. 

2. Each Local Control Station will thus be 
furnished with a list of physicians within its area 
who shall be subject to call and despatch where 
needed, in the event of air raid or local catas- 
trophe. 

3. Each physician registered is to be provided 
with an identification card from the Office of 
Civilian Defense to be honored by police and 
wardens, but used as a pass only when the physi- 
cian is called by his Control Station. 

B . As to Chiefs of Emergency Medical 
Service, members of hospital staffs, and of 
Emergency Field Units. 

1. Designated medical officials under Office 
of Civilian Defense will be provided with dis- 
tinctive arm bands and automobile insignia to 
permit free movement in time of emergency. _ 

2 Each authorized hospital staff physician 


will be provided with an identifying arm band 
(O.C.D. Medical Corps design), to be used as 
a pass only when he is called to his hospital at 
such time as the Emergency_ Field Unit of bis 
hospital is sent out, or when his hospital is desig- 
nated to receive casualties. 

C. As to physicians not affiliated with hospita^ : 

1. The duty of such physicians is to remain 

at office or home unless ordered to specific duty 
by Control Station. . , 

2. To await such call, responding wnen 

needed for: .. 

a. Assistance or replacement for Casualty 

Station. . , 

b. Assistance or replacement for hospital 
staff. 

c. Duty at First-Aid Post. . 

3. In event of a nearby catastrophe a pbys jj 
cian’s office may be employed as a First-Ain 

4. If neither at home nor office at the time of 

raid, physician should remain where he is to gw® 
local aid if needed until he can be summone 
officially to other duty or return to his office o 
home. , , !r . 

Physicians of New York County who desire 
to serve under Civilian Defense and to receiv 
identification cards are requested to mad to 
the office of the Medical Society of the County 
of New York the information requested m Para- 
graph A-l above. 

Condict W. Cctleb, Jb., M.D., Chief, 
Emergency Medical Service, New York County 


Postgraduate Medical Education 

Programs arranged by the Council Committee on Public Health and Education of the 
Medical Society of the State of New York will henceforth be -published in this section of the. 
Journal. Members of the committee are Oliver W. H. Mitchell, M.D., chairman; George 
Baehr, M.D.; and Charles D. Post, M.D. 


General Medicine 

A course in General Medicine has been ar- 
ranged by Dr. Walter W. Palmer, College of 
Physicians and Surgeons, Columbia University, 
New York City, for the Columbia County Medical 
Society. The lectures will be given on Thurs- 
day evenings, 8:30 p.m., at the Hudson City 
Hospital in Hudson, New York. 

March 12. — The Modem Treatment of Diabetes 

H. Rawle Geyelin, M.D., associate clinical 
professor of medicine, College of Phy- 
sicians and Surgeons, Columbia University. 
March 26. — Syphilis. 

James Lowery Miller, M.D., instructor in 
dermatology, College of Physicians and 
Surgeons, Columbia University. 

April 9. — The Diagnosis and Treatment of 
Anemia. 

Paul Reznikoff, M.D., associate professor of 
clinical medicine, Cornell University 
Medical College, New York City. 

April 23. — Hypertension and Hypertensive Heart 
Disease. 

William Goldring, M.D., associate profes- 
sor of medicine, New York University 
College of Medicine, New York City. 

May 7. — Asthma. 

Albert Vander Veer, M.D., consultant in 
allergy, Roosevelt Hospital, and assistant 
director, Allergy Clinic, New York City. 
May 21. — Rheumatic Fever. 

Homer F. Swift, M.D., Hospital of the 
Rockefeller Institute for Medical Re- 
search, New York City. 

June 4. — Nephritis. 

John D. Lyttle, M.D., assistant professor of 
pediatrics, College of Physicians and Sur- 
geons, Columbia University. 

The lectures on “Syphilis” and “Rheumatic 
Fever” are given in cooperation with the State 
Department of Health and the New York State 
Medical Society. 

A course in General Medicine, arranged by 
Dr. Albert F. R. Andresen, Long Island College 
of Medicine, Brooklyn, for the Madison County 
Medical Society is being given on Tuesday 
evenings, at 8:30 p.i r., at the Hotel Oneida, 
Oneida, New York. (It is a course of clinical 
lectures illustrated by c lini cal material fur- 
nished by the group addressed.) This course 
may also be given in the form of regular lectures 
illustrated by lantern slides and tables. 

February 3. — Practical Considerations of Blood 
Dyscmsias. 

Eugene R. Marzullo, M.D., clinical pro- 
fessor of medicine, Long Island College 
of Medicine. 

February 10. — Diabetes: Its Modem Interpre- 
tation and Treatment. 

M. B. Handelsman, M.D., assistant clinical 


professor of medicine, Long Island Col- 
lege of Medicine. 

February 17. — Treatment of Gallbladder Dis- 
ease. 

Albert F. R. Andresen, M.D., professor of 
clinical medicine, Long Island College of 
Medicine. 

Sulfonamide Therapy 

A course on Sulfonamide Therapy of three 
two-hour sessions was arranged by the Council 
Co mmi ttee on Public Health and Education, 
Medical Society of the State of New York 
and the New York State Department of Health 
for the Oneida County Medical Society. The 
lectures were held at the Utica State Hospital. 

First Session: Tuesday Evening, January 20. 

1. Behavior of Sulfonamides in the Body and 

Principles for Their Use. 

David D. Rutstein, M.D., director. Cardiac 
Bureau, State Department of Health, and 
assistant professor of medicine, Albany 
Medical College, Albany, New York. 

2. Local and Internal Use of Sulfonamides in 

Surgery. 

J. Ernest Delmonico, M.D., associate pro- 
fessor of clinical surgery, Syracuse Uni- 
versity, College of Medicine, Syracuse. 

Second Session: Tuesday Evening, January 27. 

1. Treatment of Genitourinary Infections in 

the Male. 

Thomas F. Laurie, M.D., associate professor 
of urology, Syracuse University College of 
Medicine, Syracuse, New York. 

2. Sulfonamides in Obstetrics and Gyne- 
cology. 

Ferdinand J. Scboeneck, M.D., assistant 
professor of clinical obstetrics, Syracuse 
University College of Medicine, Syracuse. 

Third Session: Tuesday Evening, February 3. 

1. Treatment of Pneumonia. 

Joseph J. Bunim, M.D., instructor in medi- 
cine, New York University College of 
Medicine, Brooklyn. 

2. Treatment of Meningitis. 

A. Clement Silverman, M.D., professor of 
clinical pediatrics, Syracuse University 
College of Medicine, Syracuse, New York. 

This instruction is a cooperative endeavor 
between the New York State Department of 
Health and the State Medical Society. 

A course in Sulfonamide Therapy of three 
two-hour sessions was arranged by the Council 
Committee on Public Health and Education, 
Medical Society of the State of New York and 
the New York State Department of Health for 
the Jefferson County Medical Society. The 
lectures were as follows: 
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First Session: Tuesday, January 27, 1942, at 
7 : 30 p.m. Mercy Hospital, Watertown, New 
York. 

1. Behavior of Sulfonamides in the Body and 
Principles for Their Use. 

Alexander D. Langmuir, 

Commissioner, County 
Department of Health, 

York. 

2. Local and Internal Use of Sulfonamides in 
Surgery. 

Leon E. Sutton, M.D., associate professor of 
clinical surgery, Syracuse University 
College of Medicine, State Tower Build- 
ing, Syracuse, New York. 

Second Session: Thursday, February 12, 1942, 
at 6:30 p.m. Black River Valley Club, 
Watertown, New York. 

1. Treatment of Genitourinary Infections in 
the Male. 

Alhster M. McLellan, M.D., instructor in 
urology, Cornell University Medical 
College, 121 East 60th Street, New York 
City. 

2. Sulfonamides in Obstetrics and Gyne- 
cology. 

Edward C. Hughes, M.D., professor of 
clinical obstetricsj Syracuse University 
College of Medicine, 713 East Genesee 
Street, Syracuse, New York. 

Third Session: Tuesday, February 24, 1942, 

7 : 30 p.m. Mercy Hospital, Watertown, New 
York. 

1. Treatment of Pneumonia. 

Clayton _ W. Greene, M.D., professor of 
medicine, University of Buffalo, School 
of Medicine. 

2. Treatment of Meningitis. 

Harry Bakwin, M.D., associate professor of 
pediatrics, New York University Medical 
College. 

This instruction is a cooperative endeavor 
between the New York State Department of 
Health and the Medical Society of the State of 
New York. 

Cancer Teaching Day Held in Syracuse 
The Cancer Teaching Day held at Syracuse on 
January 17 was attended by physicians from all 
parts of the state. A well-arranged program 
was presented under the auspices of the following 
organizations: 

Tumor Clinic Association of the State of New 
York 

Syracuse University College of Medicine 
Medical Society of the State of New York 
Division of Cancer Control of the New York 
State Department of Health. 

The Council of the Tumor Clinic Association 
held a morning session and luncheon at the 
University Club of Syracuse. The members of 
the Council are: Drs. Frederick S. Wetherell, 
president, Syracuse; Andrew H. Bowdy, vice- 
president, Rochester; Clyde L. Randall, secre- 
tary and treasurer, Buffalo; Arthur A. Hobbs, 

Jr., Ogdensburg; Arthur C. Martin, Hempstead; 
Karl F. Eschelman, Buffalo; Leslie R. Lingeman, 
Rochester; J. Howard Ferguson, Syracuse; 
Arthur F. Holding, Albany; James Greenough, 
Oneonta; and C. 0. Davison, Poughkeepsie. 


The afternoon meeting was held in the audi- 
torium of Syracuse University College of Medi- 
cine. At this session an attentive audience of 
more than 250 listened to an instructive program, 
ably presented. Dr. Frederick S. Wetherell, 
president of the Tumor Clinic Association, pre- 
sided. Dr. Herman G. Weiskotten, dean, Syra- 
cuse University College of Medicine, welcomed 
the_ physicians and expressed his interest in and 
desire to assist the graduate medical education 
program as now given in New York State through 
the cooperation of the Medical Society of the 
State of New York, the New York State De- 
partment of Health, the medical schools, and 
many other medical and public health groups. 

Dr. Bowman C. Crowell, associate director, 
American College of Surgeons, spoke on “The 
Role of Tumor Clinics in Cancer Control,” with 
discussion by Dr. Louis C. Kress, director, Divi- 
sion of Cancer Control, State Department of 
Health. 

Dr. Lloyd F. Craver, attending physician, 
Memorial Hospital, New York City, spoke on 
“The General Practitioner and the Diagnosis of 
Cancer," followed by a discussion by Dr. Karl 
F. Eschelman, director, Tumor Clinic, and Ed- 
ward J. Meyer, Memorial Hospital, Buffalo. 

Dr. John J. Morton, Jr., professor of surgery, 
University of Rochester School of Medicine, 
discussed the topic of “Advances in Surgical 
Treatment of Cancer,” followed by a discupon 
by Dr. George W. Cottis, president-elect of the 
Medical Society of the State of New Tork. 

Dr. J. Howard Ferguson, associate professor 
of Pathology, Syracuse University College ot 
Medicine, talked on “Biopsy-Indications ana 
Methods.” This was followed by a discission 
by Dr. Rudolph J. Shafer, director of labora- 
tories, Steuben County, Coming. The papers 
were followed by a general discussion, questions, 
and an exchange of ideas. , . 

A social hour at Hotel Syracuse followed tn 
afternoon meeting. Refreshments were pro- 
vided by the Local Committee on Arrangements. 
These physicians are to be highly congratulated 
for their part in making the Cancer Teacning 
Day such an enjoyable occasion. _ , , 

One hundred sixty-one physicians attend 
the dinner held at the Hotel Syracuse. jJ ■ 
O. W. H. Mitchell presided at the scientific 
session. Opening remarks were made by • 
Edward S. Godfrey, Jr., commissioner of healtn, 
the State of New York. Dr. Godfrey stressed 
the importance of cooperative endeavor an 
teamwork and expressed his appreciation ol 
postgraduate education program of tfie oi 
Medical Society in which the State Departme 
of Health willingly and gladly participates. 

Dr. G. Allen Robinson, Director, Tumor Ofinic. 
Flower and Fifth Avenue Hospitals, New r 
City, and Dr. Walter T. Murphy, -Radiology, 
State Institute for the Study of Mahgn _ 
Diseases, discussed the subject of PrinciP 
of Radium and X-Ray Therapy." Dr. Byn 
R. Kirklin, chief, Section of Roentgenology, 
Mayo Clinic, Rochester, Minnesota, discin' 
the subject of “X-Ray as a Diagnostic Ai 
Cancer." These instructive and interesting 
talks were illustrated with lantern slides. 

Those in charge of this Teaching Day e* 
pressed the hope that more state- wide can 
meetings will be held in other cities in New ¥or 





Medical News 


Traffic Regulations 

A C SISTANT Chief Inspector, J. J. Sheehy, 

1 v Police Department, City of New York, has 
advised the Chairman of the Coordinating Coun- 
cil of the Five County Medical Societies of 
Greater New York, that an order has been issued 
to police officials directing the recognition of 
M.D. license plates as evidence that the automo- 
bile belongs to a practicing physician. Hereto- 
fore only the official cards and insignia of the 
county medical societies were recognized by the 
police. 

In the future police and traffic patrolmen will 
extend courtesy to physicians when their cars are 


Eased for Doctors 

in use for professional purposes, such as making 
calls at the home of patients, attending hospitals 
and clinics, or participating in defense activities. 
Inasmuch as physicians’ services will be required 
at any time of the day or night, in the event of 
an emergency, it may be necessary for physicians 
to park their cars in front of their homes or offices, 
if their garages are not in the immediate vicinity, 
Official insignia will probably be issued by the 
defense authorities in the near future to co\er 
physicians engaged in this work and to enable 
the police to recognize such a physician’s car as in 
emergency use. 


County News 


Bronx County 

The January meeting was held on the twenty- 
first at Burnside Manor, 85 West Burnside 
Avenue. Following the executive session Dr. 
George Ernest Binkley gave a talk on “The 
Diagnosis and Treatment of Cancer of the Rec- 
tum.” Discussion was by Dr. Joseph Felsen and 
Dr. Edward R. Cunniffee. 

"Cancer of the Colon and Rectum” was the 
subject of a scientific exhibit which was divided 
into three sections: radiographic, pathologic, 
and proctologic. 

Chautauqua County 

The following officers were elected at the an- 
nual meeting of the county medical society held 
at Jamestown on December 18: president. 
Dr. B. S. Custer, Fredonia; vice-president, Dr. 
C. Otto Lindbeck, Jamestown; secretary, Dr. 
Edgar Bieber, Dunkirk; and treasurer, Dr. F. 
Pfisterer, Dunkirk . — Edgar Bieber, M.D., Secre- 
tary. 

Chemung County 

The county medical society has voted to re- 
name the Elmira Tumor Clime in memory of its 
founder, Dr. Joseph S. Lewis, who died on Janu- 
ary 21. The clinic meets each Wednesday at 
11:00 a.m. at St. Joseph's Hospital for the study 
and diagnosis of malignant tumors. 

Dutchess County 

At the annual meeting in January, Dr. Edgar 
F. Powell, Fishkill, was elected president of the 
society. Others elected are: vice-president, Dr. 
E. A. Stollerj secretary-treasurer, Dr. John 
Rogers; associate secretary, Dr. L. W. Stoller; 
censors, Dr. Julius Haight, Dr. A. L. Peckham, 
Dr. G. S. Tabor, Dr. H. P. Carpenter, Dr. P. V. 
Buckley; delegate. Dr. Samuel Appel; alter- 
nate, Dr. Aaron Sobel. 

Schedule of medical fees of at least S2.00 for 
office calls and S3.00 for house calls has been en- 
dorsed by the county society. 

Erie County 

The following officers were elected at the an- 
nual meeting held December 23. 


President, Dr. Harvey P. Hoffman; first 
vice-president, Dr. Harold F. R. Brown; second 
vice-president, Dr. John D. Naples; secretary, 
Dr. Louise W. Beamis; and treasurer, Dr. Ralph 
M. DeGraff, all of Buffalo. 

Chairman, Board of Censors, Dr. Eugene M. 
Sullivan; Chairman of Legislation, Dr. Joseph 
C. O’Gorman ; Chairman of Public Health, Dr. 
John W. Kohl; Chairman of Economics, Dr. h. 
Dean Babbage: and Chairman of Membership, 
Dr. Charles R. Borzilleri, Jr. 

Delegates, 1942 to 1943: Dr. Albert A. Gartner, 
Dr. Nelson W. Strohm, Dr. Carlton E. Wertz, 
and Dr. Herbert E. Wells. 

Alternate delegates, 1942 to 1943: Dr. John 
T. Donovan, Dr. A. H. Aaron, Dr. Francis J. 
Butlak, and Dr. Milton A. Palmer . — Louise It • 
Beamis, M.D., Secretary. 

At the meeting of the woman’s auxiliary on 
January 27 which was held in the Hotel Statier, 
Buffalo, Dr. Harvey P. Hoffman, president, an 
Dr. Louise W. Beamis spoke. 

On January 21 Dr. J. Bay Jacobs, Washing- 
ton, D. C., spoke on “Management of Labor ana 
Outcome in S00 Women with Borderline reives 
at the Buffalo Academy of Medicine. 


Franklin County 

The Saranac Lake Medical Society ha 
two excellent speakers for their meetings o 
January 21 and 28. On the twenty-first Dr. 
F. A. D. Alexander, director of anesthesia at 
Albany, spoke on “The Genesis of Respiration. 
On the twenty-eighth Dr. Norman Plum me , 
assistant professor of clinical medicine, Dorn 
University, discussed “Newer Chemotherapeut 
Methods.” . , , 

A dinner at the Elks’ Club in honor of the gu 
speakers preceded the meetings. Around seven y 
members attended each session. 


Herkimer County 

At a medical staff meeting of the Little Fa 
Hospital on January 13 a schedule of mcreas 
fees was adopted. _ . 

The new fees, which became effective r eD ™ 
ary 1, are $2.00 for office calls, $3.00 for hom 
[Continued on page 378J 
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• When iron reserves are depleted and the daily intake is low, help 
build a normal blood picture with the aid of Hematinic Plastules.* 

This modern therapy provides soluble ferrous iron in a well toler- 
ated, easdy assimilated form Small doses effect a prompt improvement 
in most cases of iron deficiency and secondary anemia. 

When you think of iron — 

3 HEMATINIC PLASTULES PLAIN 

Suggested dosage— 1 T.I.D. after meals, 
or 

HEMATINIC PLASTULES w,ih UVER CONCENTRATE 

soma or so ,=» Suggested dosage -2 T. I. D. after meals. 

'mu v • pat orr 


THE BOVININi; COMPANY 

8134 MeCOKMICK BOBIEYAHD • CHICAGO, ILLINOIS 


Say yea uw U ta tE« NEW TOES STATE IOUENAL O? MEDICINE 
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[Continued from page 370] 

calls between 8:00 a.m. and 10:00 p.m., and S4.00 
for home calls between the hours of 10:00 p.m. 
and 8:00 a.m. The customary extra charges wili 
still apply for rural calls. The new schedule ap- 
plies in Little Falls, Dolgeville, St. Johnsviile, 
and other communities in which the physicians 
are members of the hospital staff. 


dent, Dr. A. J. Townsend, Dansville; vice- 
president, Dr. W. B. Turney, Avon; secretary- 
treasurer, Dr. G. E. Murphy, Mt. Morris; and 
censors, Dr. G. B. Manley, Geneseo, Dr. H. F. 
Hulbert, Dansville, Dr. W. T. Shanahan, Son- 
yea, Dr. G. E. Murphy, Mt. Morris, and Dr. 
C. Newton, Geneseo . — Gerald E. Murphy, M.D., 
Secretary. 


Jefferson County 

See page 373 for a schedule of lectures in the 
postgraduate course on sulfonamide therapy that 
is now being given for society members. 

Kings County 

At the regular meeting of the society on Febru- 
ary 17 Dr. Philip Levine, Newark, New Jersey, 
will speak on “The Importance of Iso-Immuni- 
zation in the General Practice of Medicine." 
Dr. Foster Murray, Brooklyn, will also speak 
and will have as his subject “Primary Malignant 
Tumors of the Lungs.” 

In December the following county society of- 
ficers were elected: president, William C. 
Meagher; president-elect, John J. Gainey; vice- 
president, Thomas B. Wood; secretary, Ben- 
jamin M. Bernstein; associate secretary, Eu- 
gene _R. Marzullo; treasurer, Irwin E. Siris; 
associate treasurer, Harry Mandelbaum; and 
directing librarian, Jaques C. Rushmore. 

Dr. J. M. Ravid will, for the third successive 
season, give a four-month course in gynecologic 
pathology at the Israel Zion Hospital in Brook- 
lyn. This course is given under the auspices of 
the Joint Committee on Postgraduate Education 
of the Kings County Society and the Long Island 
College of Medicine. For further information 
apply to the Registrar, 1313 Bedford Avenue, 
Brooklyn. 

Pan-American Medical Association. — Present- 
day headlines of the war in the Pacific and the 
Latin-American conferences prompted the 
Brooklyn and Long Island Chapter of the Pan- 
American Medical Association to arrange a most 
timely program for their next meeting on Thurs- 
day, February 26, at 9:00 p.m. at the Kings 
County Medical Society Building, Brooklyn. 

The first speaker will be Mr. Russell Pierce, 
associate director of the Communications Di- 
vision of the Office of the Coordinator of Inter- 
American Affairs. He will talk on intercontinen- 
tal communications in regard to medicine, radio, 
news, motion pictures, and commerce. Mr. 
Pierce has spent many years in various South 
American countries. 

The second address will be made by Dr. Wil- 
liam S. Bainbridge, medical director, Captain, 
United States Naval Reserve, w'ho will speak on 
“Pan-America — Today and Tomorrow.” Dr. 
Bainbridge has recently returned from a six- 
month mission for our government, which took 
him to all the Central and South American re- 
publics and the important islands and bases in 
the Caribbean. 

All physicians, their wives, and friends are 
cordially invited. 

Livingston County 

The 1942 Society officers are as follows: presi- 


Madison County 

On February 17 at the Hotel Oneida, Oneida, 
at 8:30 p.m. Dr. Albert F. R. Andresen, professor 
of clinical medicine, Long Island College of Medi- 
cine, will deliver the final lecture of a postgradu- 
ate course arranged by Dr. O. W. H. Mitchell. 
His subject will be “Treatment of Gallbladder 
Disease.” 

Other lectures in this series included one on 
February 3 by Dr. Eugene R. Marzullo on 
"Practical Considerations of Blood Dyscrasias,” 
and on February' 10 Dr. M. B. Handelsman spoke 
on “Diabetes Mellitus — Its Modern Interpreta- 
tion and Treatment." 


Monroe County 

“Hou' to Keep Fit During the Present Emer- 
gency” was the subject of addresses delivered at 
a public meeting at the Rochester Academy of 
Medicine by Dr. G. Kirby' Collier and Dr. b il- 
iiam A. Sawyer on Sunday afternoon, January 
25. 

On January 30 Captain Lawrence Reilly of 
the Rochester Fire College spoke to the society 
members, their families, and friends on “Bombs, 
Gas, and Decontamination.” 

Captain Reilly received training at Edgewater 
Warfare College, Maryland, and his talk was 
highly informative and well illustrated by sound 
motion pictures. 


Nassau County 

“The relationship between the medical and 
dental professions is getting closer and closer be- 
cause of new know'ledge in both fields,” said ur. 
Charles W. Martin, president of the county 
society, at the annual joint dinner meeting oi 
the medical society and the county dental so- 
ciety. The meeting was held on January 1" a 
the Garden City Hotel. . . M 

The president of the dental society' is Dr. ri 
man Weinstein, Woodmere. . ... 

Dr. Russell L. Cecil of Cornell University 
Medical College and Dr. Daniel E. Ziskin, 
sociate dentistry professor and chairman ot ta 
oral diagnosis division of the School of Den 
Surgery at Columbia University, were among tn 
speakers. Their topic was “The Relation >, 
Systemic Diseases to Infections of the Ajoutn. 
Dr. Everett Jessup and Dr. Samuel Hotlnu” 
commented on the talks. 

“In case of emergency arising from air rai J 
or other attack it will be too late to collect a 
prepare the blood required for cases ot sere 
injury and shock,” say’s the Nassau Me ' 
News. “Therefore, the hospitals in the count) 
are endeavoring to prepare for all emergenci 
in advance.” The society paper urges perso 
between the ages of 18 and 60 to inquire ot t 
doctors how to go about donating blood. 

[Continued on page 380] 



V. V\ \* 


Hospitals 

Institutions of 



Sanitariums 
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THE MAPLES INC., ROCKVILLE CENTRE, L. I. 

A sanitarium especially for invalids, convalescents, chronic 
patients, post-operative, special diets, and body building. Six 
acres of landscaped lawns. Five buildings (two devoted exclu- 
sively to private rooms). Resident Physician. Rates $18 to $35 Weekly 

MRS. M. K. MANNING, Supt. - TEL: Rockville Centre 3660 



DR. BARNES SANITARIUM 

STAMFORD, CONN. 

45 minutes from N. Y. C. oia Merritt Parkway 
For treatnent of Nervous and Mental Disorders, Alcoholism and 
Convalescents. Carefully supervised Occupational Therapy. Fa- 
cilities for Shock Therapy. Accessible location in tranquil, beau- 
tiful hill country. Separate buildinss. 

F. H. BARNES, M.D., Med. Supt *Tel. 4-1 M3 


CREST VIEWr 


S A 

r 


N I T A R I U M 


Phone 

GREENWICH 
773 

For Nervous, Mildly Mental, Digestive and Cardiovascu- 
lar cases, and special care for ELDERLY PATIENTS. 
Quiet, refined, homelike. 25 miles from N. Y. City. 
Moderate rates. 

f. st. clair hitchcock, if o.. Director 
275 NORTH MAPLE AVE., GREENWICH, CONN. 


TRAVEL MEDICINE 

M essengerettes 


War brings many changes — sooner or later we become 
adjusted to them. Yet, in Canada, in the third year of 
a war changes are still novelties, especially to visitors 
from this side of the border. 

So the latest of these — the “Messengerettes.” With 
army, navy and air services depleting the delivery forces 


of Canadian National Telegraphs, girls are being em- 
ployed for day-time distribution of cables, telegrams and 
social messages. 

While they do not whistle on the job, they otherwise 
possess the speed and efficiency of the boys they are 
replacing. 


All Expense Vacations to Aid Defense 


During these times of added pressure — the first duties 
of any airline is still to supply the nation with speedy, 
efficient transportation and to serve the many persons 
traveling in the interests of national defense. 

Today, the air transport industry has added to its 
schedules and adjusted them to meet first the needs of 
those whose missions are urgent to our national defense 
and security. But there are many individuals in defense 
industries with additional work placed upon them re- 
quiring longer hours. Leisure time for them has been 
greatly reduced, and yet it is vital that the greatest 


part of free time be conserved for proper relaxation. 

With this in mind, the Canadian Colonial Airways has 
announced a series of all-expense winter sports tours 
which are dovetailed into its regular schedules to provide 
the maximum of pleasure with the shortest period of 
wasted time. These tours make it possible to be in the 
winter wonderland of the Laurentian Mountains in less 
than three hours after leaving New York. 

They include visits of three to ten days, and serve as 
ideal vacations for people who can get awaj' for only a 
weekend or a short winter vacation. 


TERRACE HOUSE 

for ALCOHOLISM 

A private sanatorium offering a specific treatment for alcoholism, 
formulated to relieve the craving for alcohol and with re-cducation 
working toward permanent abstinence. Homelike surroundings. 
Competent medical and nursing care. 16 miles from Buffalo. 
Moderate rates— Enquiries incited 

64 Maple St. - East Aurora, N. Y. - Phone 784 


BRIGHAM HALL HOSPITAL 

AT CANANDAIGUA, N. Y. 

FOR MENTAL AND NERVOUS PATIENTS. An ua- 
mstitutional atmosphere. Treatment modern, scientific, 
individual. Moderate rates Licensed by Dept, of Men- 
tal Hygiene. (See also our advertisement in the Medical 
^ • N. J. and Conn.) Address inquiries to 
MARGARET TAY LOR ROSS, M.D., Ph’jsician^in-Charge 
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LOUDEN-KNICKERBOCKER HAIL. 1 " 

81 LOUDEN A\ LNUE Tel. Amityrille 53 AMITY'VILLE N Y 

A prirate .anitarium e.tabli.brd 1836 .penalizing in NERVOUS and MENTAL dileaie.! 

Full information furnished upon request 
JOHN F. LOUDEN New York City Office JAMES F. VAVASOUR MD 

President 67 Wet 4-itR St., Tel. VAndezbilt 6-3732 Physician “ 
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MEDICAL NEWS 


[N. Y. State J.M. 


[Continued from page 378] 

New York County 

At the meeting of the society on January 26 
Dr. Maximilian A. Ramirez announced, in his 
inaugural address, the organization of a physi- 
cians’ war council by the county society. The 
council will attempt to organize and mobilize 
the professional forces in the county m a practical 
manner so as to cooperate effectively with the 
Director of Civilian Defense. 

On the committee are Dr. Ramirez, chairman, 
Drs. Condict Cutler, Adolph DeSanctis, Ernst 
P. Boas, James Alexander Miller, and Herbert 
Wilcox. 

Mr. Paul V. McNutt, Federal Security Ad- 
ministrator, addressed the physicians on War 
and Health, fie said that nearly 25,000 physi- 
cians would be needed for an Army of 3,600,000 
men, and he added that “our Army may double 
or, if necessary' treble, that figure before it is 
through.” 

Dr. Alfred M. Heilman, retiring president, 
outlined the activities of the society for the past 
year, 

Oneida County 

Officers elected at the annual meeting on 
January 13 are: Dr. R. Sloan, president, Utica; 
Dr. B. F. Golly, vice-president, Rome; Dr. J. I- 
Farrell, secretary', Utica; Dr. W. F. Coxon, Jr., 
assistant secretary, Utica ;Dr. H.D. MacFarland, 
treasurer, Utica; and Dr. T. Wood Clarke, 
librarian, Utica. 

Censors are: Dr. F. T. Owens, chairman, 
Utica; Dr. J. B. Lawler, Vernon; Dr. A. F. 
Gaffney, Oriskany Falls; Dr. H. N. Squier, 
Utica; and Dr. L. E. Sprout, Rome . — James I. 
Farrell, M.D., Secretary. 

See page 373 for postgraduate course. 

Schuyler County 

The 1942 officers are as follow's: president, 
John William Burton, Mecklenburg; vice- 
president, Washington Merscher, Watkins Glen; 
secretary and treasurer, Oakley' A. Allen, Wat- 
kins Glen; delegate, Joseph Youmans Roberts, 


Watkins Glen: and alternate, Christian William 
Schmidt, Burdett. 


Suffolk County 

At the annual meeting of the society, held 
October 22, the following officers were elected 
for the year 1942: president, Dr. David Cor- 
coran, Central Islip; first vice-president, Dr. 
Archie Baker, Lindenhurst; second vice-presi- 
dent, Dr. Frank Holmberg, Sag Harbor; secre- 
tary, Dr. Edwin P. Kolb, HoltsviUe; assistant 
secretary, Dr. Willetts W. Gardner, Patchogue; 
and treasurer, Dr. Grover A. Silliman, Sayville. 

Censors are: Dr. Paul Nugent, Easthampton; 
Dr. Leon Barber, Patchogue; Dr. Louis Geiben, 
Islip; Dr. George Thompson, Southold; and 
Dr. Cyril Drysdale, Northport. 

Delegates to the State Society are: Dr. 
John L. Sengstack, Huntington, and Dr. Cobum 
A. L. Campbell, Port Jefferson. 

Delegate to Second District Branch is Dr. 
William H. Ross, Brentwood . — Edwin P. Kolb, 
M.D., Secretary. 


Wyoming County 

A joint meeting of the county society and the 
members of the staff of the Wyoming County 
Community' Hospital w'as held on January’ « 
■ at the sanitarium. Dr. Mary' Greene was hostess. 
Following dinner a meeting was held in the gym- 
nasium with Dr. Paul A. Burgeson, president ot 
the society, presiding. 

Dr. W. D. Johnson, Batavia, as guest speaker 
began his talk by saying that instead of being a 
specialist u'ho knew' more and more about less 
and less, he had become a man who knew less 
and less about more and morel 


Yates County 

The officers of the county society for 1942 are: 
president, Dr. Allen Wheeler Holmes, Penn Yan, 
vice-president, Dr. Walter G. Hallstead, Pen 
Yan; secretary and treasurer, Dr. Robert i- 
Lewis, Penn Yan; delegate, Dr. Bernard »• 
Strait, Penn Yan; alternate, Dr. G. Howa 
Leader, Penn Yan . — Robert F. Lewis, AlM-t 
Secretary and Treasurer. 


Name 

Walter S. Bennett 
Vito Caronna 
Allyn K. Foster, Jr. 
Henry D. Furniss 
Joseph S. Lewis 
John A. Miller 
Edward S. Pope 
George C. Reid 
Theodore F. Segelcke 
Alfred S. Taylor 
Ettore Tresca 
Albert F. Ullman 
Jefferson B. Van Tine 
Raymond R. Westover 
Julius Wolff 


Deaths of New York State Physicians 


Age 

Medical School 

Date of Death 

62 

Johns Hopkins 

January 10 

59 

Naples 

December 25 

36 

Rush 

January 17 

63 

Virginia 

January 25 

61 

Johns Hopkins 

January 21 

77 

P. & S. N. Y 

January 18 

60 

Jefferson 

January 23 

63 

Baltimore Med. 

January 8 

65 

L. I. C. Hospital 

January 13 

73 

P. &. S. N. Y. 

January 16 

74 

Naples 

January 15 

52 

Berlin 

January 20 

70 

P &. S. N. Y. 

January 22 


P. &. S. N. Y. 

January 12 

72 

P. &. S. N. Y. 

Jai 


Residence 

Brooklyn 

Brooklyn 

Manhattan 

Manhattan 

Elmira 

Roscoe 

Manhattan 

Rome 

Ridgewood 

Manhattan 

Manhattan 

Manhattan 

Manhattan 

Brooklyn 
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BRUNSWICK HOME 

A PRIVATE SANITARIUM. Convalescents, postop- 
erative, aged and infirm, and those with other chronic 
and nervous disorders. Separate accommodations for 
nervous and backward children. Physicians’ treatments 
rigidly followed. C. Jj. MARKHAM, M.D., Supt. 

B’way & Louden Ave., Amityville, N.Y., Tel: 1700, 1, 2 

N. y. Office— 67 W. 44lh Street Tet: MUrriy Hilt 2-6323 


HALCYON REST 

754 BOSTON POST ROAD, RYE, NEW YORK 

Henry V/. Lloyd, M.D., Physician-in-Charge 
Licensed and fully equipped for the treatment of nervous, 
mental, drug and alcohol patients, including Occupational 
therapy. Beautifully located a short distance from Rye Beach. 
Telephone: Rye 550 
Write for illustrated booklet 


RIVERLAWN SANITARIUM 

FOUNDED 1893 



A conveniently situated Sanitarium offering complete facilities for 
the treatment and eaie oi MENTAL AND NERVOUS CASES 
and ALCOHOL AND DRUG ADDICTIONS. We extend full 
cooperation to the Physician!. 

CHARLES B. RUSSELL, M.D., Med. Dir. 

45 Totowa Ave. PATERSON, N. J. Armory 4-2342 


Steamship Cruise This Spring? 


Here’s real Yankee ingenuity with Southern, flavor. 
Never mind the war — for those who still love the tang 
of water travel, there is a cruise scheduled for the spring 
safe from submarines, mines and dive bombers. 

It is a novel, springtime garden tour combining all the 
romance and lure of Old Man River plus a carefully 
planned itinerary with visits to interesting old mansions 
and southern gardens. 

The steamer Gordon C. Greene is an old-time stern- 
wheel steamboat with comfortable cabin accommoda- 
tions for about 200 passengers and a colored chef who is 
a master of Southern cooking. 

The 15-day cruise starts from Cincinnati on March 
7th. Going down stream there will be a number of 
interesting stops at famous river towns including Louis- 
ville, Evansville, Paducah and Memphis. On the 
morning of the fifth day, the steamboat will tie up at 


Natchez, the famous cotton port of the Mississippi and 
two days will be devoted to enjoying the well known 
hospitality of that historic city. 

The program of entertainment includes visits to many 
of the beautiful old homes and gardens for which the 
city is noted. There will be time to attend the Confed- 
erate Ball Tableaux and to enjoy a special program of 
Negro Spirituals in one of the nearby churches. 

After Natchez, stops will be made at Vicksburg, 
Helena, Cairo, Paducah and back to Cincinnati. 

The steamboat is ideally equipped for this springtime 
cruise. The main deck is glass-enclosed. There are 
sports decks open to the fresh air and sunshine where 
ping pong, shuffleboard and deck te nnis may be en- 
joyed. 

It is a cruise to be recommended — for a quiet, restful 
and pleasant vacation. 


WEST BILL 

Wc*t 252nd St. and Fieldaton Road 
Riverdale-on-Hudjon, Now York City 
For aerrous, mental, drag ind alcoholic patient*. The i an 1 tan am u 
beaan/nlJ/ located m a private park of ten seres. Attractive cottages, 
Kicouiieally air-conditioned. Modem facilities for shock treatment. 
Occupational therapy and recreational activities. Doctors may direct 
the treatment. Rates and illustrated booklet gladly sent oo request. 

HENRY W. LLOYD, M.D., Physician in Charge 
Telephone: Kinssbridsc 9-04 40 




A HUMANE IDEAL — A SCIENTIFIC NECESSITY 




▼ 

A MODERN PSYCHIATRIC HOSPITAL 


Rateffor limited budgets, Petsonalired Psycho- therapy plus 
the Uplift of Refined Living. Elcctro-shock administered. 
Selected cases of Drug and Alcohol- Addiction accepted. 
EUGENE N. BOUDREAU, M.D., PhysIcian-in-Chars* 


SYRACUSE, N. Y. 


FALKIRK 


IN THE 

R AM APOS 



‘INTERPINES 

Goshen, N. Y. 

Phone 117 


A sanitarium devoted exclusively to 
the individual treatment of MENTAL 
CASES. Falkirk has been recom- 
mended by the members of the medi- 
cal profession for half a century. 

Literature on Request 

ESTABLISHED 1889 

THEODOHE W. NEUMAN, M.D., Phys.-in-Chg. 

CENTRAL VALLEY, Oranga County, N. Y. 


Ethical — Reliable — Scientific 

Disorders of the Nervous System 
BEAUTIFUL— OUIET— HOMELIKE 
Write far Booklet 

FREDERICK W. SEWARD, M.D., D.rtclor 
FREDERICK T. SEWARD, M.D., Resident Fnynaen 
CLARENCE A. POTTER, M.D., Render* Phynuen 


Say you aavr it in tio HEW YORK STATE JOURNAL OF MEDICINE 





Books 


review should bo sent to the Bo 9 k Review Department at 1313 BedfordJAvenue, 
Y' Ac >powledgment of receipt will be made in these columns and deemed suf- 
ficient notification. Seleotion for review will be based on merit and interest to our readers 


RECEIVED 


Functional Pathology. By Leopold Lichtwitz, 
M.D. Octavo of 567 pages, illustrated. New 
York, Grune & Stratton, 1941. Cloth, $8.75. 

The Treatment of Infantile Paralysis in the 
Acute Stage. By Elizabeth Kenny. Octavo of 
285 pages, illustrated. Minneapolis, Bruce Pub- 
lishing Company, 1941. Cloth, S3.50. 

Administrative Medicine. Haven Emerson, 
M.D., Editor. Quarto of 839 pages, illustrated. 
(Looseleaf.) New York, Thomas Nelson & Sons, 
1941. Cloth, $7.50. 

Arthritis in Modem Practice. The Diagnosis 
and Management of Rheumatic and Allied Con- 
ditions. By Otto Steinbrocker, M.D. Octavo of 
606 pages, illustrated. Philadelphia, W. B. 
Saunders Company, 1941. Cloth, S8.00. 

Gynecology and Female Endocrinology. By 
Emil Novak, M.D. Octavo of 605 pages, illus- 
trated. Boston, Little, Brown & Company, 
1941. Cloth, S10. 


Subacute Bacterial Endocarditis. By Eman- 
uel Libman, M.D., and Charles K. Friedberg. 
Edited by Henry A. Christian, M.D. (Re- 
printed from Oxford Loose-Leaf Medicine.) 
Octavo of 108 pages, illustrated. New York, 
Oxford University Press, 1941. Cloth, $2.75. 

Gynecological Operations. By J. Lyle Cam- 
eron, M.D. Octavo of 200 pages, illustrated. 
New York, Oxford University Press, 1941. 
Cloth, $5.50. 

Surgical Diseases of the Spinal Cord, Mem- 
branes, and Nerve Roots. Symptoms, Diagno- 
sis, and Treatment. By Charles A. Elsberg, 
M.D. Quarto of 598 pages, illustrated. New 
York, Paul B. Hoeber, Inc., 1941. Cloth, S14. 


The Medical Clinics of North America. 
November, 1941. Military Medicine. Three- 
Year Cumulative Index, Volumes 23, 24, and 25. 
Volume 25, Number 6. Octavo. Philadelphia, 
IV. B. Saunders Company, 1941. Published Bi- 
Monthly (six numbers a year). Cloth, $16 net; 
paper, $12 net. 

Eye Hazards in Industry: Extent, Cause, and 
Means of Prevention. By Louis Resnick. Pub- 
lished for the National Society for the Preven- 
tion of Blindness. Octavo of 321 pages, illus- 
trated. New York, Columbia University Press, 
1941. Cloth, S3.50. 

Workmen’s Compensation and the Physician. 
A Manual for the Use of General Practitioners 
and Insurance Carriers. By Henry H. Jordan, 
M.D. Octavo of 180 pages. New York, Oxford 
University Press, 1941. Cloth, $3.00. 

From Cretin to Genius. By Dr. Serge Voro- 
noff. Octavo of 281 pages. New York, Alliance 
Book Corporation, 1941. Cloth, $2.75. 

Perineopelvic Anatomy. From the Proctol- 
ogist’s Viewpoint. By R. V. Gorsch, M.D. 
Octavo of 298 pages, illustrated. New York, 
The Tilghman Company, 1941. Cloth, Ss.UU. 

Blood Disorders in Children. By I. Newton 


Kugelmass, M.D. Octavo of 897 pages, illus- 
trated. New York, Oxford University Press, 
1941. Cloth, $10. 

Air Raid Defense (Civilian). By Curt Wach- 
tel. Octavo of 240 pages, illustrated. Brooklyn, 
Chemical Publishing Company, 1941. Cloth, 

53.50. 

Imm unology. By Noble P. Sherwood, M.D. 
Second edition. Octavo of 639 pages, illustrated. 
St. Louis, C. V. Mosby Company, 1941. Cloth, 

56.50. 

The Toxemias of Pregnancy. By William J. 
Dieckmann, M.D. Octavo of 521 pages, illus- 
trated. St. Louis, C. V. Mosby Company, 1941. 
Cloth, S7.50. ' ‘ 

Synopsis of Genitourinary Diseases. By Aus- 
tin I. Dodson, M.D. Third edition. Duodec- 
imo of 302 pages, illustrated. St. Louis, C. V. 
Mosby Company, 1941. Cloth, S3.50. 

Diseases of the Nervous System Described for 
Practitioners and Students. By F. M. R- 
Walshe, M.D. Second edition. Octavo of 325 
pages. Baltimore, Williams and Wilkins Com- 
pany, 1941. Cloth, S4.50. 

Synopsis of Allergy. By Harry L. Alexander, 
M.D. Duodecimo of 246 pages, illustrated. St. 
Louis, C. V. Mosby Company, 1941. Cloth, 
$3.00. 

Treatment of the Patient Past Fifty. By 
Ernst P. Boas, M.D. Octavo of 324 pages, illus- 
trated. Chicago, The Year Book Publishers, 
1941. Cloth, $4.00. 

Textbook of General Surgery. By Warren H. 
Cole, M.D., and Robert Elman, M.D. Third 
edition. Quarto of 1067 pages, illustrated. New 
York, D. Appleton-Century Company, 1941. 
Cloth, $8.00. 

Diseases of the Veins and Lymphatics of the 
Lower Extremity. By C. H. Verovitz, MD. 
Octavo of 392 pages, illustrated. Boston, the 
Christopher Publishing House, 1941. Cloth, 
S6.00. 

Surgical Practice of the Lahey Clinic, Boston, 
Massachusetts. Octavo of 897 pages, illus- 
trated. Philadelphia, W. B. Saunders Company , 
1941. Cloth, S10. 

The March of Medicine. New- York Academy 
of Medicine Lectures to the Laity, 1941. Octavo 
of 154 pages. New York, Columbia University 
Press, 1941. Cloth, S2.00. 

The New International Clinics. Original Con- 
tributions: Clinics; and Evaluated Reviews °j 
Current Advances in the Medical Arts, Edited 
by George M. Piersol, M.D. Volume IV, Non 
Series Four. Quarto of 314 pages, illustrated. 
Philadelphia, J. B. Lippincott Company, 1941- 
Cloth, S3.00. 

Essentials of Gynecology. By Leo Brady, 
M.D., and Etbna L. Kurtz, R.N. Octavo of 257 
pages, illustrated. New York, Macmillan Com* 
pany, 1941. Cloth, $2.75. 
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Editorial 

Rehabilitation of Rejected Selectees 


“It is obvious,” said Colonel Samuel 
J. Kopetzky, M.C., in an address de- 
livered before the National Conference 
on Medical Service, 1 that “The army can- 
not use any man who cannot withstand 
the rigors of military service, nor does it 
want to induct any man who might be- 
come a liability, not alone to the govern- 
ment, but also to his community, to say 
nothing of an ensuing and continuing 
handicap to himself and his family for 
the remainder of his life. 

“It is true enough there were many re- 
jections In various quarters of our 

broad land there were some who seized 
upon the figures and made superfical 
deductions that, because of these figures, 
the health level of our people was ‘appall- 
ingly low.’ Such deductions were broad- 
cast .... in spite of the known fact that 
the health level of our people was higher 
than anywhere else in the world, with a 
mortality and morbidity record second to 
none. 

“During the preparedness program (in 
the New York City area) percentages of 
rejections amounted to 28.64 per cent, 
this figure including absolute rejections 
at both the local board e xaminin g teams 
and the medical advisory board team, and 
also the army exa minin g teams. There 
were an additional number .... approxi- 
mately 32 per cent, who were classified for 
limited sendee ” 

.. i Rejected Selectees and Their Rehabilitation forActive 

tuitary Sendee, Chicaco, February 15, 1942. 


“It is found that with each added year 
the individual registrant shows more de- 
ficiencies. The figures are extremely 
interesting .... 41.36 per cent of rejec- 
tions in the age group under 25 years of 
age, 64.09 per cent of rejections in the 
age group 31 years and over .... a dif- 
ferential which amounted to 22.73 per 

cent I have the right to deduce 

that the percentages of rejections in the 
new registration which is about to be 
undertaken, and which will embrace man 
power up to the end of the forty-fourth 
year, will be still larger, provided the 
physical standards for qualifying for 
full mili tary service remain as they are 
now." 

Undoubtedly, the rejection figures for 
the new group of selectees in the 20-45 
age group will provoke new outbursts 
in the near future and proposals for 
legislative correctives to remedy the 
situation. Much talk is even now heard 
of a rehabilitation program. The pur- 
pose of such a program would be to make 
the unfi t, fit for the rigors of full military 
duty. 

“It is interesting," says Colonel Ko- 
petzky of the pilot experiment in rehabili- 
tation conducted by him in New York 
City, “that 5.9 per cent of the rejectees 
were found being attended by practicing 
doctors and dentists or desiring to be 
referred to them. The private practice of 
medicine and dentistry still enjoys public 
confidence. Four per cent desired to be 
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referred to public clinics mostly because 

they were financially handicapped 

Eight per cent of those who permitted a 
review of their physical examination 
forms absolutely refused to accept reme- 
dial therapy. .... 

“Does it not seem wise,” he asked, “to 
set up some machinery now whereby physi- 
cally fit men at present serving in non- 
combat unit posifions are relieved of these 
posts, and assigned to fighting units, and 
to fill the vacancies thus created by the 
induction of registrants now classified in 
1-B? There is under way in the area of 
New York City an effort at rehabilitation 

of all 1-B men Unhappily, most of 

these men cannot be made to meet the 
qualifications set for 1-A. They would 
still be poor combat material.” 

According to the J.A.M.A. of Janu- 


ary 31, 1942, a rehabilitation program is 
to be initiated in Virginia and Maryland 
following somewhat along the lines of the 
pilot experiment in New York City, the 
pertinent results of which have been out- 
lined by Colonel Kopetzky in his Chicago 
address. The statistical results will be 
awaited with much interest. 

The purpose of any rehabilitation pro- 
gram should be to provide physically 
fit man power for the armed forces. 
Whether the problem should be ap- 
proached and handled directly by the 
army or in some other manner seems open 
to debate. No reliable statistical data 
are yet available, to our knowledge, to 
indicate how successful any program 
could be in providing acceptable reha- 
bilitated men for combat service under 
present rigid army physical requirements. 


Waste of Man Power 


At this time when every effort is being 
made to utilize the young, physically fit 
man power of the country for the armed 
forces, it is discouraging to contemplate 
the accident death toll in relation to age 
groups. 

“One death in every three among 
youths and young men is the result of 
accident. 1 This striking fact may be set 
down as one penalty of our modem, 
mechanical way of life. For, while we 
have been eminently successful in re- 
ducing the death rate from disease, we 
have not been equally efficient in pro- 
tecting ourselves against the hazard of 
accidental death, to which mechanical 
devices, and in particular the automobile, 
contribute so greatly. And so we find 
ourselves today with the startling ratio 
of 33 per cent of all deaths among young 

1 Statistical Bull., Met. Life Ins. Co. 23 : No. 18 (Jan.) 
1942. 


males attributable to various types of 
accidents.” 

Whether the new restrictions on the 
manufacture of automobiles will alter tins 
record seems debatable. At any rate, 
the annual toll is appalling. “At all 
ages combined, deaths by accident in 
the United States, 1937 to 1939, 
amounted, in round numbers, to 97,000 
annually, and constituted 8.7 per cent 
of all deaths among males and 4-6 P er 
cent among females.” 

Accidents apparently rank first as a 
cause of death among men over the broa 
range of ages 5 to 39. Some, at leas , 
of this waste of man power is preventable, 
and it is to be hoped that the current 
necessity for conserving man power for 
the armed forces and for the aU-importan 
operations of industry will lend added 
impetus to the accident prevention move- 
ment. 


Buy U. S. Defense Bonds and Stamps p| 
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To the Ladies! 


Today, women all over the country are 
doing magnificent work in defense or- 
ganizations. They deserve great credit. 
But, year in and year out, a group 
within our own state, has been quietly 
making a valuable contribution both to 
organized medicine and to their own 
communities. We salute the Woman's 
Auxiliary to the Medical Society' of the 
State of New York. 

In adhering rigidly to the words of one 
member, “Remember always that we are 
just an auxiliary',” they have sought no 
recognition, but their modesty has not 
obscured from us their significant work. 
A glance at the Auxiliary page in any 
issue of the Joukxal reveals the scope 
and importance of their activities: 

“Card party netted -SI 14 for Bundles for 
Britain.” 

“S70 raised to purchase slide for under- 
privileged children’s playground.” 
“ffygeia to be placed in the high schools 
of the city.” 

“3,000 hours of Red Cross work credited 
to the auxiliary.” 

“Committee appointed to assist tuber- 
culosis project.” 

“Mental Health Institute sponsored last 
month.” 

“Two girl scout scholarships given.” 


“Toys bought for children hi foster 
homes.” 

“Two Gatch beds to be presented to 
hospital.” 

“Health Forum sponsored by auxiliary 
a big success.” 

“Check sent to the Physicians’ Home.” 
“Nutrition and First-Aid classes held.” 
“Speaker provided for Parent-Teachers 
Association.” 

It would be much easier to lengthen 
this list than to shorten it — for the re- 
ports include many other worthy causes 
and it is not possible to mention all of 
them. In addition to these activities, 
there is another contribution too valu- 
able to be overlooked — namely, the 
friendliness created between physicians 
and families of physicians. One count}' 
writes: “We have decided to meet every 
month instead of the six times a year, for 
we feel that we will be more closely 
united not only as an auxiliary to the 
Medical Society but as friends.” 

At the annual meeting next month you 
will be able to say in person what we are 
now saying in print, but before then — 
perhaps even tonight across the dinner 
table — you might have an opportunity 
to salute one member of an organization 
that has won our unanimous admiration. 


It isn’t too early .... 

. ... to make your reservations for the 1942 Annual Meeting: April 27—30, 
New York City. Headquarters will be at the Waldorf-Astoria Hotel. 
The program is one that you will not want to miss. 
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Correspondence 

Rectal vs. Parenteral Administration of Sulfanilamide 


To the Editor: 

In a discussion of “The Treatment with Sul- 
fonamide Drugs” (New York Slate J. Med. 42: 
260, Feb. 1, 1942), Dr. Norman Plummer states 
that “following rectal instillation, all of the sul- 
fonamide drugs are poorly absorbed. How- 
ever, this applies to the sodium salts to a lesser 
degree. There seems to be little or no indication 
for the rectal use of the sulfonamide drugs, and 
this mode is to be discouraged.” I cannot agree 
that “all of the sulfonamide drugs are poorly 
absorbed” for I have shown that sulfanilamide is 
well absorbed following the rectal administra- 
tion (Ann. Sura. 112: 417, Sept., 1940; Intemat. 
Clin., in press). Strauss, Lowell, Taylor, and 
Finland (Ann. Int. Med. 14: 1360, Feb., 1941) 
and Wood (Canad. M. A. J. 44: 592, June, 
1941) have confirmed the absorption of sulfa- 
nilamide after its rectal administration. The 
concentration of sulfanilamide in the blood fol- 


lowing administration by rectum is sufficiently 
high to recommend this route when oral intro- 
duction is not possible. 

Because of the foregoing and especially be- 
cause of the present war conditions, I cannot 
see why “this mode (of administration) is to be 
discouraged.” In hospitals situated in combat 
zones or in bombarded cities, the rectal admin- 
istration of medication is definitely easier and 
simpler in execution and, therefore, preferable 
to the parenteral routes. Whereas, the subcu- 
taneous or intravenous (parenteral) routes of 
administration of sulfanilamide demand sterile 
armamentarium, an aseptic technic, and thesen’- 
ices' of a physician, the rectal administration 
does not require asepsis and can be entrusted to 
a trained nurse (Annotations, Lancet 239: 656, 
Nov. 23, 1940). 

Sincerely yours, 

February 2, 1942 Robert Turell, M.D. 


DR. PLUMMER’S REPLY 


To the Editor: 

I am familiar with Dr. Robert Turell’s study 
on the absorption of sulfanilamide from the large 
intestine and the rectum, and I appreciate his 
criticism of my remarks. However, I am not in 
full accord with him. 

A number of investigators have shown that 
the sulfonamide drugs are absorbed chiefly from 
the small intestine and that the absorption is 
more rapid and more uniform from this region 
than from the colon. For example, Stead and 
Kurikel (Am. J. M. Sc. 199: 680, 1940) in a 
study on human subjects observed that when 
300 cc. of 1 per cent sulfanilamide solution was 
injected into the duodenum through the Rehfuss 
tube, a level of 6 to 8 mg. per hundred cubic cen- 
timeters was obtained in the blood in ten to 
thirteen minutes. On the other hand, the same 
amount of drug when injected into the colon 
produced a blood level of from 2.4 to 4.0 mg. 
per hundred cubic centimeters in one and one- 
half hours. Such diss imilar ities following oral 


and rectal administration are much greater 
with sulfapyridine, sulfathiazole, and sulfadiazine 
than with sulfanilamide. 

It is my impression that Dr. Turell has ex- 
aggerated the practicability of rectal therapy 
and the impracticability of the parenteral ther- 
apy. At the present time in most hospitals, the 
rectal administration of the sulfonamide drugs 
is not frequently used. This is the case because, 
in addition to the irregularities and uncertainties 
of absorption, there are the problems of retention 
of the drug. Parenteral treatment, on the other 
hand, has reached a point where it is usually 
simple procedure and gives accurate and. certain 
results. I agree with Dr. Turell regarding th 
changing times and that war conditions may re- 
quire an alteration in our methods of treatmen . 
Under the more usual conditions, however, 1 
jieve that the rectal use of the sulfonamide drugs 
js to be discouraged. 

Yours sincerely, 

February 10, 1942 Norman Plummer, him. 


P. & A. SERVICE 

Official information from the Procurement and Assignment Service for 
Physicians, Dentists and Veterinarians, published in the J.A.M.A., Feb- 
ruary 21, 1942, will be reprinted in the March 15 issue of the Journal. 



PRINCIPLES UNDERLYING THE TREATMENT AND MANAGE- 
MENT OE CORONARY DISEASE 

Frederick A. Willi us, M.D., Rochester, Minnesota 


F OR the intelligent treatment and manage- 
ment of a disease it is necessary to possess 
more than an acquaintance with the clinical 
features that permit its recognition. Unless 
knowledge regarding the disease is comprehen- 
sive it is impossible to expect the application 
of sound therapeutic measures, and under such 
circumstances empiricisms of a bygone era be- 
come revived. I am led to believe that such 
a therapeutic philosophy exists to a consider- 
able degree in the present-day treatment 
of coronary disease. It is, therefore, extremely 
important that a conception be acquired 
which will permit the physician to appreciate 
the value, as well as the limitations, of thera- 
peutic measures and their changing order 
of importance from case to case and also to 
realize the fact that nature is a great phy- 
sician and that many times meddlesome, al- 
though well-intended, therapeutic interven- 
tion hinders or thwarts nature’s efforts. It is 
not my intention to appear to be a thera- 
peutic pessimist but rather to face the facts 
openly and attempt to appraise the problem 
as it confronts us today. 

Coronary disease signifies arteriosclerosis 
of the coronary arteries. This process occurs 
variously in different patients and, as it 
progresses, displays multiple digressions that 
not only determine the resulting clinical phe- 
nomena of the disease but also profoundly 
influence the possible response to therapeutic 
measures and, therefore, dictate their indica- 
tion or contraindication. 

The efficiency of the heart is pre-eminently 
dependent on the adequacy of its blood supply, 
because this is directly the mann er in which the 
respiration of the myocardium is maintained. 
Considerable variation occurs in the degree 
and extent of involvement of the coronary 
arteries among different patients. The main 
arteries and their larger tributaries are most 
commonly involved. The coronary arterioles 
remain remarkably free of pathologic altera- 
tions, even in diseases that are notoriously 
associated with arteriolar changes elsewhere 
in the body, such as so-called malignant hy- 
pertension . 4 

Read by invitation at the Annual Meeting of the 
Medical Society of the State of New York, Buffalo, New 
\ ork, April 30, 1041. 


Thus, the symptoms that the individual 
displays depend considerably on the extent, 
the degree, and the nature of the arterial in- 
volvement. The element of time is extremely 
important in the determination of a patient’s 
destiny in the presence of coronary disease. 

Blumgart, Sehiesinger, and their associ- 
ates 1 * 2 and Smith 5 of the Mayo Foundation 
have shown the beneficent effects of the de- 
velopment of collateral circulation of the 
myocardium, where single or multiple arterial 
tributaries have become completely or par- 
tially occluded. Under such circumstances a 
remarkably adequate myocardial nutrition 
may be maintained, the encompassing anas- 
tomosis acting as a by-pass in the region of 
the arterial occlusions. At times, new com- 
munications are surprisingly extensive, bridg- 
ing the gap between main trunks and even re- 
sulting in new communications between 
branches of the right and the left ventricles. 
Such findings have been revealed in patients 
exhibiting no symptoms of coronary disease 
or whose symptoms were extremely attenu- 
ated. 

In a discussion of the treatment and man- 
agement of coronary disease it becomes neces- 
sary to consider its various clinical expressions. 
Under all circumstances it is of utmost im- 
portance to individualize the regimen to the 
needs of the patient and to avoid the unde- 
sirable consequences of routine treatment. 
Obviously, the first thought in the manage- 
ment of a patient is to limit the demands 
placed on the impaired heart, well within the 
threshold of its ability to respond. The ade- 
quate fulfillment of this premise may dictate 
a prolonged period of complete rest in bed 
in one case, whereas only moderate restric- 
tion of activities may be necessary in another. 
The physician must never overlook the fact 
that the patient w T bo candidly confesses his 
subjective status knows better than anyone 
else the comfortable and, therefore, safe limits 
of his activity. Any degree of activity which 
recurrently causes insufficiency of the coro- 
nary circulation is hazardous and certainly 
defeats any attempt at therapy. 

The anginal syndrome is the most common 
m a n ifestation of coronary disease and is one 
that presents innumerable therapeutic ob- 


rrom tbo Section on Cardiology, the Mayo Clinic. 
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stacles because its symptoms are paroxysmal 
in character, usually bearing a definite rela- 
tionship to one or many factors capable of 
imposing increased demands on the heart, and 
because the patient who is not necessarily in- 
capacitated refuses to observe the prescribed 
program. This syndrome is indicative of re- 
current periods of myocardial anoxia which oc- 
cur when demand exceeds supply, and the 
inescapable fact must be borne in min d that 
this signifies changes in the coronary arteries 
which are permanent and usually progressive 
and that no form of therapy available today is 
capable of altering the pathologic changes. 
In addition to structural arterial changes, 
the associated element of vascular spasm must 
be considered — not the spasm of the larger 
and diseased tributaries but of the arterioles 
of contiguous or neighboring vessels. This 
idea is sponsored by the sudden and dramatic 
termination of the painful seizures which, at 
times, is witnessed following the administra- 
tion of such proved vasodilators as the ni- 
trites and alcohol. However, cardiac econ- 
omy, permitting an approximation of supply 
and demand, not only serves to foster com- 
fort and safety but also enables the potential 
powers of the heart to establish collateral cir- 
culation. 

When the myocardium is subjected to lower 
thresholds of oxygen for long periods or to 
marked deprivations of oxygen for shorter 
but recurrent periods, it responds by myo- 
fibrosis. This reaction may occur in localized 
areas related to the distribution of certain 
arteries, or it may become widely scattered as 
a diffuse process. Under these circumstances 
a stage is finally reached in which, even in spite 
of nature’s attempt at establishment of col- 
lateral circulation, the functional capacity of 
the myocardium becomes impaired to such an 
extent that congestive heart failure becomes 
inevitable. 

The nitrites and alcohol, judiciously em- 
ployed, are of great value in supplementing 
the individualized regimen in the anginal 
syndrome. These agents, however, must not 
be used to extend the threshold of the patient’s 
comfort, for such a procedure is fraught with 
great danger for the majority of patients. 

The xanthines, such as theophylline, theo- 
bromine, aminophylline, and the like, are ex- 
tensively used, but their efficacy when 
administered orally is controversial. They 
are frequently administered in combina- 
tion with sedative agents such as phenobar- 
bital and sodium amytal, and it is probable 
that the resulting mild sedation is an impor- 


tant influence in the improvement obtained. 
The simple expedient of prescribing sedative 
agents alone will tend to be rather convincing, 
for the advantages of lowered tension in the 
nervous system are acknowledged. Other 
factors of management occur, such as the judi- 
cious reduction of weight in obesity, the avoid- 
ance of overeating and imperfect mastica- 
tion, the elimination of flatulent foods, rest 
periods after meals, regularity of bowel elimi- 
nation, reduction in or discontinuation of 
tobacco, and the like. 

It is a well-known fact that exertion in ex- 
tremely cold weather more readily precipi- 
tates the anginal syndrome. Many patients 
experience their initial attacks under these 
conditions. This observation is dependent on 
a definite physiologic reaction. No doubt ex- 
ists that the arterioles of the skin constrict 
when exposed to low temperature, as evi- 
denced by blanching and actual reduction of 
the cutaneous temperature. Even in normal 
persons, exertion in cold weather tends to in- 
crease the depth and frequency of the respira- 
tory excursions, with the result that the in- 
spired air fails to reach body temperature 
when it enters the alveoli of the lungs. Thus, 
the arterial periphery of the lungs responds as 
does that of the skin, and vasoconstriction 
occurs and increases not only the load of the 
right side of the heart but also interferes with 
the prompt and adequate dissemination of 
oxygen into the pulmonary arteries. The sim- 
ple expedient of covering the patient’s nose 
and mouth with a porous muffler frequently 
will eliminate this factor. 

I do not wish to discuss the various radical 
surgical procedures that have from time to 
time been recommended in the alleviation of 
the anginal syndrome because they have been 
extremely disappointing. Paravertebral nerve 
injection with absolute alcohol^ has some 
value in a limited group of cases in which all 
other measures fail and in which the painful 
seizures are frequently recurrent even under 
physical rest. This method of treatment is 
by no means universally successful and, a 
times, is complicated by intolerable neuritis. 

I shall not attempt to discuss the almost count- 
less procedures and remedies that have come 
and gone, but, rather, I shall emphasize again 
the importance of realization of the pat io- 
logic changes responsible for the anginal syn 
drome and plead for a conservative and ra- 
tional program of therapy. 

Sudden obstruction of a coronary artery 
from one of several causes with ensuing acute 
infarction of the myocardium is no longer a 
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rare complication of coronary arteriosclerosis. 
It occurs most commonly as a result of throm- 
bosis but may also result from hemorrhage 
into the wall of an arteriosclerotic artery, re- 
sulting in complete closure of the vessel at that 
point, or from the rupture of an intimal athero- 
sclerotic abscess and the sudden discharge of 
lipoid particulate matter into the lumen of the 
vessel, or less frequently from an embolus. 
The ensuing symptoms are largely dependent 
on the rapidity with which vascular closure oc- 
curs but are also dependent on the presence or 
absence of avenues of collateral circulation. 
When collateral circulation has been estab- 
lished, the final and frequently sudden vascular 
closure may permit the myocardium to escape 
acute infarction. 

In the treatment of acute cardiac infarcts 
let us again be governed by realities. White 
and Patmos 6 at the Mayo Clinic and, later, 
P. D. White and his coworkers 3 have clearly 
demonstrated the sequences of acute myo- 
cardial infarcts. In general, these histo- 
pathologic studies showed that when death 
occurred within two to four hours regions of 
focal degeneration of the heart muscle were 
present and were associated with cloudiness, 
pyknosis of nuclei, diminution of the trans- 
verse striations, interstitial edema and con- 
gestion of the blood vessels. Infarcts from 
four hours’ to five days’ duration exhibited 
complete necrosis and acute inflammation. 
The necrotic portions were found to coalesce, 
and numerous polymorphonuclear leukocytes 
were present around the -edges. A few lym- 
phocytes, mononuclear leukocytes, and ex- 
travasated erythrocytes were present. The 
polymorphonuclear leukocytes first appeared 
within the adventitia of small vessels, and they 
gradually increased in number during the 
succeeding four or five days. In infarcts that 
were of two days’ duration, phagocytosis of 
necrotic debris was well under way. Cellular 
changes, varying from hyaline to granular de- 
generation, were noted. Fibroblasts were 
observed occasionally at the margins of the 
necrotic portions of the infarcts after thirty- 
six hours, but they were not plentiful until the 
fifth day. 

Infarcts from five to twenty-two days’ dura- 
tion, and even more, gave evidence of rapid 
disappearance of the inflammatory reaction 
and gradual replacement by connective tissue. 
Fibroblasts were particularly plentiful near 
newly formed blood vessels and, when the in- 
farcts were of nine days’ duration, they were 
abundant and the necrotic portions were 
greatly’ diminished. After twenty-two days, 


regions of diffuse fibrosis were present. In 
infarcts from four to six months' duration, 
condensation and contraction of the fibrous 
scar were present; they represented complete 
healing. The prompt and adequate develop- 
ment of collateral circulation is without a 
doubt an important determinant in the prompt 
and uninterrupted healing of infarcts. 

These facts clearly indicate the basic thera- 
peutic premise for acute myocardial infarcts. 
The early recognition of the condition is of ut- 
most importance, so that complete rest in bed 
can be promptly enforced. When complete 
rest is not imposed, serious and irreparable 
eventualities may ensue which include early 
congestive failure with or without the previous 
development of ventricular aneurysm. 

In the majority of cases acute infarction of 
the myocardium is attended by severe and 
protracted pain, and it is important to afford 
the patient relief as soon as possible. Sub- 
cutaneous administration of an adequate dose 
of morphine sulfate (’A to l / s grain or 0.016 to 
0.032 Gm.) is generally accepted as the proper 
procedure and, if relief is not forthcoming 
within a reasonable period, an ounce (30 cc.) 
of whiskey taken by mouth frequently will 
result in dramatic relief. The vasodilating 
action of alcohol is well known and in this 
case, when attended by relief of pain, un- 
doubtedly’ relieves associated spasm of re- 
gional small arteries and arterioles. When 
these procedures fail, the indication for rather 
continuous administration of high-tension 
oxygen becomes apparent. 

A fundamental biologic phenomenon is con- 
cerned in this consideration, and it is one that 
appears on occasions to be overlooked — the 
process of healing. Throughout the body, 
regardless of whether the condition is a frac- 
tured bone, a cut or operative incision, a de- 
structive iaflammatojy lesion, or a burn, re- 
pair is effected by the development of con- 
nective tissue and revascularization. Under 
the circumstances just enumerated it is pos- 
sible, in most instances, completely to im- 
mobilize the parts, thus greatly enhancing the 
healing process. This advantage is denied in 
the healing of myocardial infarcts because the 
heart cannot be immobilized, but a consider- 
able advantage can be gained by placing the 
patient at complete rest in bed, without any 
privileges of activity, for periods of at least 
six weeks or longer as the indications in the 
individual case may dictate. It is of great im- 
portance to attain both physical and mental 
relaxation after comfort has again been re- 
stored to the patient, and it is at this point 
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that well-tolerated sedative agents may be 
employed judiciously. When none of the 
modern preparations are well tolerated — 
which occasionally occurs, particularly among 
elderly patients— the careful administration 
of tincture of opium proves a blessing. 

Unless complications intervene, such as sig- 
nificant disturbances in rhythm, recurrent 
pain, arterial emboli, pulmonary edema, or 
congestive heart failure, the role of the phy- 
sician should be that of an alert but patient 
spectator. Only too often, well-intended but 
meddlesome therapy not only retards but 
endangers the patient’s recovery. It is at 
this juncture that I wish to decry the use of 
digitalis, except in certain definite and, for- 
tunately, uncommon situations. The phy- 
sician who is cognizant of the true actions of 
digitalis will not be tempted to administer 
it, but the physician whose faith in this drug 
is empiric will not be dissuaded and may 
thereby directly contribute to the patient's 
delayed recovery or death. The prime indi- 
cation for digitalis in coronary thrombosis is 
the advent of congestive heart failure, and 
even when that occurs I first resort to other 
measures, such as the administration of mer- 
curial diuretic agents, hypertonic dextrose 
solution administered intravenously, and 
oxygen, before resorting to digitalis. Digi- 
talis and heart disease, regardless of its na- 
ture, still seem to be inseparable and, al- 
though digitalis is one of the most important 
cardiac drugs in existence, it must, like all 
other drugs, be prescribed with understanding 
and intelligence. 

Administration of quinidine sulfate at times 
is necessary, particularly in the control of 
ectopic rhythms, but it should not be rou- 


tinely administered. It must be remembered 
that ventricular fibrillation is a terminal mecha- 
nism even in the unimpaired heart, and dra- 
matic allegations embodying insistence on the 
routine use of this drug are no longer tenable. 

When the time arrives for the patient to 
leave his bed, a crucial stage in the regimen 
confronts the physician. A cautious and flexi- 
ble plan of gradual rehabilitation must be out- 
lined, and it is in such circumstances that 
alert observation is of great importance. The 
gradual resumption of restricted activity 
must be effected without the production of 
symptoms. The time consumed obviously 
varies in different cases. The temperament 
of the patient and the nature of his work must 
determine his convalescence. Certain indi- 
viduals may safely return to at least part-time 
duty in four or five months, whereas others 
may be obliged to remain away from work for 
a year or more or permanently. Here, again, 
the individualization of program becomes of 
paramount importance. In all cases, I be- 
lieve, the patient must always adhere to rea- 
sonable restrictions. He must never revert 
to the natural abandon with which he carried 
himself before he had occlusion but should 
contentedly accept a sang-froid attitude of a 
protective philosophy. 
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CHANGE OF ADDRESS— WORKMEN'S COMPENSATION LAW 


It is imperative that the office of the Com- 
pensation Medical Registrar of the Department 
of Labor, 80 Centre Street, New York City, and 
this office, be notified of all changes of address 
of physicians authorized to practice under the 
Workmen’s Compensation Law. Such change 
of address, or the address of an additional office 
established by a physician, should be sent 
promptly so that our records and those of the 
Department of Labor may be complete. Physi- 
cians who enter the Service and give up their 
offices should be instructed to notify the Depart- 
ment of Labor and this office at once. If a 
substitute or locum tenens is appointed, it 
would be advisable to send this mformation to 
this office. 


Secretaries of the county medical societies 
chairmen of workmens’ compensation boards 
committees should bring to the attention ot t 
membership of the Society, by all available ave- 
nues of publicity, the importance of sending u> 
information to the proper authorities at one . 
This office and the Department of Labor in- 
frequently called upon to provide lists ot pny 
cians at the request of employers, and « “ 
important that our lists be up to date and ac 

CU Wi5' you kindly give this matter your atten- 

t! ° n? -DAvruXIOMSKuMD. 

January 13, 1942 



FOLLOW-UP STUDIES IN CORONARY ARTERY OCCLUSION 

I. Degree of Recovery, Symptoms, and Physical Signs 

Arthur M. Master, M.D., Simon Dace, M.D., and Harry L. Jaffe, M.D., 

New York City 


I N RECENT years a number of reports 1-3 
on the follow-up course after acute coro- 
nary occlusion have shown that not only has 
the immediate prognosis of the acute attack 
improved but also the outlook for subsequent 
survival and rehabilitation is surprisingly 
good. As early as 1912 Herrick 4 stated that 
“complete, that is, functionally complete, re- 
covery ensues” in some instances, and at the 
present time complete recovery is commonly 
observed by those treating patients with this 
disease. In the first follow-up report on a 
large series of cases Conner and Holt 1 observed 
that a high percentage of patients remained in 
“good health” for at least one to five years. 
Numerous other authors 5-13 have - since re- 
ported a high incidence of survival for many 
years, as well as of complete functional re- 
covery with little or no restriction of activity, 
particularly in the younger age groups. 

In a previous investigation 50 we made the 
first detailed analysis of the degree of economic 
restitution in a series of 415 patients who bad 
recovered from acute coronary occlusion, and 
we found that actually one-half returned to 
full- or part-time work within three to twelve 
months after discharge. The remaining pa- 
tients were physically disabled by angina 
pectoris, dyspnea, or weakness. Complete 
clinical recovery was common, especially in 
patients under 40. These findings were cor- 
roborated by Segall. 51 In the present study we 
are reporting in detail on the clinical status 
as determined by symptoms and physical 
examination in 202 of the above patients, in- 
sofar as they relate to cardiac function and 
prognosis. 

Material 

This study includes 202 patients treated in 
the Mount Sinai Hospital for acute coronary 
occlusion who survived the attack at least one 
year. The longest follow-up period was six 
years, the average being three years. Follow- 
ing discharge, the patients returned regularly 
for examination in the follow-up clinic at three- 
to twelve-month intervals. They were ques- 
ts caA at tho Annual Meeting of tho Medical Society of 
the State of New York, Buffalo, Now York, April 30, 194 1 . 
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tioned with regard to the presence of chest 
pain, dyspnea, weakness, and the ability to 
walk, work, and carry on their daily activities. 
The occurrence of another attack of coronary 
occlusion or of heart failure was ascertained. 
In the physical examination attention was 
paid to the presence of dyspnea, orthopnea, 
cyanosis, signs of heart failure, the quality 
and intensity of the heart sounds, heart size, 
heart rate and rhythm, ancl blood pressure. 
In later reports we shall present the results of 
objective tests to determine the state of car- 
diac function, including the vital capacity, the 
two-step exercise tolerance test, the tele- 
roentgenogram for the size and shape of the 
heart, the fluoroscopic and roentgenkymo- 
graphic study of ventricular contraction, and 
the electrocardiogram. An attempt was made 
to correlate each test with the functional 
capacity of the patient and degree of clinical 
recovery. 

The series consisted of 167 men and 35 
women (Table 1), a ratio of 4.8:1. The in- 
cidence of men is slightly higher than the 
ratio of 3.4 : 1 during the acute attack. 25 
Sixty-seven patients were under 50 years, 90 
were 50 to 59 years, and 45 were 60 years or 
over. This age distribution also differs slightly 
from that obtained during the acute stage of 
coronary occlusion, 55 in that there were fewer 
patients over 60 and a greater number under 
50 years. This may be attributed to the lower 
survival rate of the older patients during and 
after the acute attack and emphasizes the 
better prognosis in the younger age groups. 
Two-thirds of the patients had sustained their 
initial attack of occlusion; one-third had had 
two or three attacks prior to the follow-up 
period. The acute attack, personally observed 
by us in the hospital, had been mild in 45, 
moderately severe in 118, and severe in 39. 

Results 

A. Degree of Clinical Recovery . — The func- 
tional capacity of each patient was determined 
by his subjective response to effort. Two- 
fifths of the patients showed no, or only slight 
restriction of physical activity— that is, angina 
dyspnea, and fatigue were absent or 
mild in these patients (Table 2). 
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TABLE 1. — Age and Sex Distribution (202 Cases) 


Age Group 

No. of Cases 

30-39 

18 


40-49 

49 


50-59 

90 


60-69 

39 


70-79 

6 


Sex 



Men 

167 


Women 

35 


TABLE 2. — Degree 

OF Clinical Recovebv (202 


Cases) 



No. of 

Per- 


Cases 

centage 

Functional Capacity* 



Unrestricted 

34 

17 

Slightly restricted 

47 

23 

Moderately restricted 

57 

28 

Markedly restricted 

64 

32 

Recovery! 



Good 

63 

31 

Fair 

56 

28 

Poor 

83 

41 


* Determined by subjective response to effort. 

| Summary of symptoms, physical examination, and 
objective teats. 


'CABLE 3. — Incidence and Severity of Angina 
Pectoris (202 Cases) 





Following 


Prior to Attack 

Attack 

None 

Mild 

83 

65 

( 32 $) 

78 (38.5%) 

44 (22%) 

Mo derate 

52) 

66) 


[ 

(26.5%) 

i (39.5% 

Severe 

2 ) 

24 


TABLE 4. — Comparison of Angina Pectoris Before 
and After Attack (302 Cases) 


S3 Patients without previous 
angina pectoris 
119 Patients with previous 
angina pectoris 


Angina Pectoris 
After Attack 
None Present 

42 (51%) 41 (49%) 

36X30%) S3 (70%) 

78 124 


after six months. However, the observation 
of Cooksey 12 that 75 per cent of follow-up 
patients were asymptomatic appears too op- 
timistic. 

B. Symptom . — Following recovery from 
the acute attack approximately two-thirds of 
the patients had complaints referable to the 
heart, such as chest pain, dyspnea, and weak- 
ness. The remaining third were symptom- 
free. 

(1) Angina Pectoris: This was the most 
common symptom, being present in 61.5 per 
cent of the cases (Table 3), an incidence simi- 
lar to that obtained by Palmer. 16 In one- 
third of these patients the pain was mild and 
their ordinary activities were only slightly 
restricted, or not at all — the majority re- 
turned to work. The anginal syndrome fol- 
lowing a coronary occlusion was often atypi- 
cal, being vague in character, occurring in the 
left part of the chest, back, or shoulders, as 
well as substernally; not infrequently, it was 
unrelated to effort. The incidence of angina 
pectoris was approximately the same as it 
had been prior to the acute attack; this was 
due to the fact that an anginal syndrome often 
developed for the first time following the oc- 
clusion, whereas one that had been present pre- 
viously not infrequently disappeared following 
recovery from the acute attack (Table v- 
Thus, of the 83 patients who had never com- 
plained of chest pain, one-half continued 
be free of pain and one-half developed angina 
pectoris following the attack. On the other 
hand, of the 119 patients who had had angina 
pectoris previously, 30 per cent were free o 
pain following recovery from the acute atfac 
When the pain persisted, it was generally 111 


From a summary of the symptoms, physical 
examination, and several objective tests of 
cardiac function, the degree of recovery of 
each patient was classified as good, fair, or 
poor. In Table 2 it is seen that recovery was 
good in 31 per cent, poor in 41 per cent of the 
patients, and fair in the remainder. In other 
words, almost one-third of the patients re- 
covered practically completely and were able 
to lead a fairly normal life. This is a high 
incidence in view of the fact that a good num- 
ber of patients had been physically disabled 
by chronic coronary sclerosis or previous at- 
tacks of occlusion prior to the observed at- 
tack. The incidence of 31 per cent good re- 
coveries in our series is surprisingly close to 
that reported by Palmer, 16 who found that 
29 per cent of his patients were able to lead 
fairly active lives. Padilla and Cossio 10 also 
reported clinical cures in 29 per cent of cases 


creased in severity. 

These observations, like those of otner 
authors, 14 ' 18 ' 23 emphasize that a coronary oc- 
clusion may initiate a chronic anginal syn^ 
drome or may be followed by complete cessa 
tion of previous angina pectoris. Eckerso , 
Roberts, and Howard 23 and Levy 14 attnbutea 
the latter to the fact that following complex 
occlusion of a previously narrowed coronary 
artery the infarct is replaced by a scar ^ 
is physiologically inactive and does no con 
tain nerve endings. This area, no on S 

sensitive to the effects of anoxemia, does nov 

give rise to painful impulses. In the P as . 
has been thought that disappearance of pa“ 
was related to the presence of a low or n°™ : “ 
bloodpressurefollowing theattack. 24 Palmer, 
however, found no direct relation between t 
two, for in some of his patients anginal p 
disappeared despite the return of hyperten- 
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sion. In our series, too, the blood pressure 
level did not appear to influence the presence 
or absence of pain. The incidence of hyper- 
tension both before and after the attack was 
practically the same in the group that lost 
their pain as in the group that continued to 
suffer from angina. 

(2) Dyspnea: This symptom was almost as 
common as angina pectoris; it existed in 55 
per cent of the cases (Table 5), particularly 
in patients with congestive heart failure. Aot 
infrequently, it was the sole symptom of car- 
diac disability. Thus, 10 per cent of the pa- 
tients suffered from dyspnea on exertion with- 
out precordial pain ; in half of these there were 
no objective signs of heart failure. 

(3) Weal: ness: A third common symptom 
was w eakn ess, which was a significant com- 
plaint in 56 per cent of cases (Table 5). Oc- 
casionally, it was the only symptom of car- 
diac disability, but as a rule it was associated 
with angina or dyspnea. 

C. Physical Signs.— (1) Congestive Heart 
Failure: Signs of chronic heart failure were 
present in 23 per cent of cases and were usually 
those of failure of the left ventricle (Table 6). 
They were of moderate or severe degree in only 
7 per cent. Heart failure occurred in -13 per 
cent of the cases followed by Palmer 18 and in 
33 per cent of those followed by White and 
Bland. 8 The incidence of heart failure is 
much greater during the acute attack; for 
example, we found it as high as 66 per cent." 
Thus, many patients with heart failure during 
the acute attack lose all evidence of failure 
following recovery. As a rule, those in whom 
signs of heart failure persisted had sustained 
a fairly severe acute attack, suggesting the 
occurrence of a large infarct. Practically 
all these patients were partially or completely 
disabled throughout the period of follow-up 
observation. In 6 per cent of the senes, 
evidence of heart failure was present in the 
absence of angina pectoris. 

Cyanosis occurred in 28 per cent of cases 
(Table 5). It was generally of mild or mod- 
erate degree. Although it was usually present 
in those with heart failure, it occasionally 
was observed in the absence of other signs o 
failure. A few patients presented a distinct 
ashen gray pallor instead of cyanosis. 

(2) Heart Sounds: Diminution of the in- 
tensity of the heart sounds, particularly of the 
first sound, is a diagnostic sign during acute 
coronary occlusion. It was observed during 
the acute stage in two-thirds of our cases 
studied clinically 3 (Table 7) and phonocar- 
diograpliically. 3 In the latter investigation 


TABLE 5. — Dyspnea, Cyanosis, and Weakness (202 
Cases) 


Dyspnea 

None 70 

Mild 81* 

Moderate 21* 

Severe 10* 


Cyanosis Weakness 
160 SS 

14 S9 

28t 2 \ 


* Includes 5 cases with asthma and emphysema, 
t Includes 5 cases with ashen gray pallor. 


TABLE 6. — Incidence of Chronic 
(202 Cases) 

Heart Failure 


No. of 

Per- 


Cases 

centage 

No heart failure 

155 

77 

Heart failure 



Type 

Left 



Right 

15 


Left and right 



Severity „„ 

Mild 



Moderate 

14 


Severe 




TABLE 7. — Character of Heart Sounds (202 Cases) 


Normal heart sounds 
Fair intensity and quality 
Distant or poor quality 
Gallop rhythm 


During 

Attack 

13 

59 

130 

63 


Follow-up 

38 

69 

95 

17 


it was found that the impairment of the first 
sound usually persisted throughout the pa- 
tient’s hospital stay. In the present study 
particular attention was paid to the character 
of the heart sounds at each follow-up ex- 
amination. Almost one-half of the cases 
showed a persistent impairment of intensity 
of the heart sounds (Table 6). It is evident, 
therefore, that in the majority of instances, 
impaired heart sounds due to coronary oc- 
clusion were permanent or lasted for months 
or years. This emphasizes the diagnostic 
importance of studying the heart sounds in 
patients with coronary disease. Distinct im- 
pairment of the first apical sound in a subject 
over 40, particularly in the presence of a nor- 
mal second sound, should raise the suspicion 
of previous coronary occlusion. 

Gallop rhythm, an abnormality usually as- 
sociated with a decompensated heart, was 
audible in 8.5 per cent of the cases as com- 
pared to an incidence of 31 per cent during the 
acute stages. 3 This lower incidence during 
the follow-up period is undoubtedly associated 
with the lower incidence of heart failure during 
this period. 

(3) Heart Rate and Rhythm: The vast 
majority of follow-up patients bad a normal 
heart rate and rhythm (Table 8). Sinus 
bradycardia (60 beats per minute or less) oc- 
curred in 5 per cent and sinus tachycardia 
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TABLE S. — Heart Rate and Rhythm (202 Cases) 

No. of Cases 


Sinus bradycardia (60 or less) 10 

Normal rate and rhythm (60-90) 160 

Sinus tachycardia (90-100) 27 

100 or more 4 

Auricular fibrillation 

Chronic 2 

Paroxysmal 3 

Bigeminal rhythm (extrasyatoles) 1 


TABLE 9. — Blood Pressure (202 Cases) 



Before 

During 

Follow- 


Attack 

Attack 

up 

Hypotension (100 




or less) 


SO 

14 

Normal blood pressure 




(100-150) 

41 


112 

Hypertension 

Normal to slight 

122 


76 

15 

Slight (150-100) 



25 

Moderate (100-200) 



29 

Severe (200 or more) 
Unknown 

30 


7 


TABLE 10. — Subsequent Attacks During Follow-up 
(202 Cases) 


No. of Cases 

No subsequent attacks 141 

Another coronary occlusion # 44 

Acute heart failure without occlusion 17 

Death due to occlusion or heart failure 25 

Death due to other causes 7 


(90 or more) in 15 per cent. The latter gen- 
erally was present in patients with heart fail- 
ure. Arrhythmias were rare (3 per cent) and 
consisted of chronic auricular fibrillation in 2 
cases, paroxysmal auricular fibrillation in 3 
cases and multiple ventricular premature 
beats in 1 case. A low incidence (3.5 per cent) 
was present also in Palmer’s series of follow-up 
cases- 16 On the other hand, the incidence dur- 
ing the acute stage of the attack was 14 per 
cent, exclusive of premature beats. 27 The 
rarity of cardiac irregularities is surprising in 
view of the large number of patients with 
severe coronary disease included in this series. 
It emphasizes the observation made pre- 
viously 27 that cardiac irregularities that ap- 
pear in acute coronary occlusion are rarely 
permanent and rarely recur following healing 
of the infarct. Since cardiac irregularities 
during the acute stage were commonly found in 
association with heart failure, the smaller 
incidence of severe heart failure following 
recovery from the attack may partly explain 
their infrequency during the follow-up pe- 
riod. 

(4) Blood Pressure: Hypertension (150 mm. 
or more systolic and 90 mm. or more diastolic) 
was known to have been present in 60.4 per 
cent of the cases prior to the observed attack 
of coronary occlusion (Table 9), an incidence 
similar to that reported by us 22 previously in 


a larger series of cases. Following recovery 
from the attack the incidence of hypertension 
fell to 37.6 per cent; that is, following the at- 
tack the blood pressure failed to return to 3 
hypertensive level in over one-third of hyper- 
tensive patients. Even when the blood pres- 
sure did rise to a hypertensive level, it often 
did not attain previous levels, for in the major- 
ity of cases the hypertension was slight or 
moderate. Readings above 200 mm. were 
less common than prior to the attack, as was 
noted by Allen. 11 

In those cases in which the systolic blood 
pressure dropped to low levels during the 
acute attack it generally rose to 100 mm. or 


more within a few months following recovery. 
However, in 14 cases hypotension (less than 
100 mm .) persisted for more than one year. 
The degree of clinical recovery in these cases 
did not seem to be less favorable than in 
those with higher blood pressure levels. 

Allen 11 stated that the quicker the return 
of the blood pressure to normal or previous 
levels the better the prognosis and that the 
prognosis should be guarded in hypertensive 
patients whose blood pressure did not rise 
above a normal level following recovery 
Similarly, Palmer 16 * 28 found that when ) 
pert ension returned following the attack e 
patient fared somewhat better than no b 
pertensives as to duration of life and recur^ 
rence of attacks. Gross and Engelberg' 
concluded that the subsequent blood pressure 
following coronary occlusion had no effec o 
longevity or on the occurrence and seventy 
heart failure. However, in our series >P e 
tension seemed to have an adverse mnuen 
on clinical recovery. Although it did n 
increase the frequency and severity of angina 
pectoris, its incidence was distinctly grea ® . 
patients who subsequently developed new 
failure (55 per cent) than in those without iai 
ure (32 per cent), doubtless due to the mg 
incidence of cardiac enlargement, 
just as many extremely sick patients 
normal blood pressure as had hypertens > 
is significant that hypertension was twoce 
common in patients who made a poor c 
recovery (46.4 per cent) as in those who 
a good recovery (23.8 per cent). Con > 
only 20 per cent of the patients m whom y 
pertension returned following the attack 
a good recovery, whereas 37.5 per era 
nonhypertensive patients did so. How* - 
hypertension did not influence the freqa J 
of subsequent attacks of coronary occlrn ’ 
the latter occurring as frequently in no y 
pertensive as hypertensive patients, r ms 
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roborates the observation of Palmer 16 that a 
low or normal blood pressure does not protect 
against another attack of occlusion. 

D. Subsequent Attacks . — A subsequent at- 
tack of acute coronary occlusion one year 
or more after recovery occurred in 44 of our 
patients (22 per cent), and acute heart failure 
not precipitated by another occlusion in 
17 other patients (8.5 per cent) (Table 10). In 
10 of the former and 2 of the latter, recovery 
from the first observed attack had been prac- 
tically complete prior to the subsequent at- 
tack; nevertheless, another coronary occlusion 
or acute heart failure occurred. Generally, 
however, patients who sustain further attacks 
have recovered poorly or only partially from 
their preceding attack. Death occurred in 25 
of the 61 patients who sustained another at- 
tack of occlusion or heart failure. Seven 
other patients died of extracardiac causes, such 
as a cerebrovascular accident. It should be 
remembered that only patients who survived 
at least one year after the acute attack have 
been included in this series. Patients who 
died prior to, or who were followed for less 
than, one year have not been included. 

E. Return to Work . — It is now well es- 
tablished that a large number of patients 
who have recovered from coronary occlusion 
are able to return to work. Although Parkin- 
son and Bedford 7 in 1928 reported that S out of 
66 patients recovered completely and went 
back to their ordinary work, no other exact 
statistics were available until the reports of 
Cooksey 12 and Master 13 appeared in 1935. 
Three-fourths of the former’s small series of 
32 private patients and of Master’s series of 71 
private cases were able to resume their pre- 
vious occupation or routine of life. The in- 
cidence of return to work is considerably 
lower, however, when hospital ward patients 
are considered, since they are usually sicker 
patients and their type of work is usually more 
arduous. Thus, only 29 per cent of Palmer’s 
series 16 of follow-up cases were able to resume 
unrestricted activity. More recently, we 20 re- 
ported on a much larger series, consisting of 
1S5 private and 230 hospital follow-up pa- 
tients. Fifty-seven per cent of the former 
and 50 per cent of the latter returned to full- 
or part-time work, the great majority within 
six months after recovery from the attack. 
The number returning to full-time work was 
distinctly greater in the private patients than 
in the hospital ward patients and in the 
younger age groups than in the older indi- 
viduals. In Segall’s 21 series of 197 follow-up 
patients two-thirds resumed some form of 


TABLE 11. — Retgkx to Work (202 Cases) 



No. oi Cases 

Total 

Percentage 

Working 


105 

52 

Full time 

49 



Part time ot 




light work 

56 



Not working 


97 

48 

Unable to work 

SS 



Retired 

5 



Extracardiac 

4 




factors 


work. He, too, emphasized the greater ability 
of the younger patients to return to work. 

In the present series 52 per cent of the pa- 
tients returned to work (Table 11), 24 per 
cent to full-time and 28 per cent to part-time 
or light work. Of the 97 patients who did not 
work, 88 were prevented by angina pectoris, 
dyspnea, or weakness and 4 by extracardiac 
complications, while 5 patients retired from 
work despite the absence of cardiac symp- 
toms. The presence of mild angina pectoris 
or dyspnea, however, did not prevent return 
to work, since these occurred in almost one- 
half the working patients, particularly in 
laborers, manual workers, and housewives. 
Almost two-thirds of the patients under 50 
years of age returned to work, the majority 
to full-time, while less than one-half of those 
over 60 returned to work, the majority to 
part-time or light work. As one would ex- 
pect, the incidence also decreased with each 
succeeding attack of occlusion. Although as 
many laborers and manual workers returned 
to work as white collar and professional per- 
sons, a larger percentage of the latter were 
able to work full time. Almost one-half of 
those who resumed work did so within three 
months after discharge from the hospital; 
two-thirds, within six months. 

These observations emphasize not only 
that clinical recovery following acute coronary 
occlusion may be fairly complete in one-third 
of the patients who recover from the attack 
but also that these patients may resume their 
former occupations or activities. A large per- 
centage of patients who made only a fair 
clinical recovery also resumes full-time or 
part-time work, depending upon the degree of 
angina pectoris or dyspnea on effort. How- 
ever, the latter may be no more severe than 
was suffered by these patients prior to the 
attack, despite the resumption of normal ac- 
tivity. The outlook for leading a fairly com- 
fortable and active life following recovery 
from acute coronary occlusion is good. 

Summary 

1. A detailed follow-up study of the 
cardiac status, as determined by symptoms 
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and physical examination, has been made in majority of patients who resumed work did 
a group of -02 patients who had recovered so within six months after discharge from the 
from an acute coronary occlusion one to six hospital. 

y e ^ rs Previously. 12. It is concluded that at least one-third 

2. Clinical recovery from the attack was of hospital ward patients who recover from 
good in one-third, poor in two-fifths, and fair acute coronary occlusion may lead a fairly ac- 
in the remainder of the series. Two-fifths tive life with no, or only slight, restriction 
showed no or only slight restriction of physical of ordinary activities, 
activity. 


3. Two-thirds of the patients complained 
of precordial pain, dyspnea, or fatigue and one- 
third had no symptoms of cardiac disability. 

4. Angina pectoris occurred in three- 
fifths of the patients. Coronary occlusion may 
initiate an anginal syndrome or aggravate one 
previously present. On the other hand, pre- 
existing angina pectoris may disappear com- 
pletely following the attack. The presence 
or absence of angina pectoris was not in- 
fluenced by the level of the blood pressure. 

5. Dyspnea, present in over half the pa- 
tients, was occasionally the only symptoms of 
heart failure or cardiac disability. 

6. Weakness was common but only rarely 
occurred in the absence of pain or dyspnea. 

7. Chronic congestive heart failure was 
present in one-fourth the patients, a much 
lower incidence than during the attack and 
of a milder degree. 

8. Persistent diminished amplitude of the 
heart sounds, particularly the first apical 
sound, was observed in about one-half the 
patients. This sign may be of diagnostic 
value in subjects over 40 suspected of coronary 
disease. Gallop rhythm, a sign of a failing 
heart, was not uncommon. 

9. The heart rate and rhythm were normal 
in the great majority of patients. Paroxysmal 
or permanent auricular fibrillation occurred in 
only 5 patients. The rarity of arrhythmias in 
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this series is in marked contrast to their fre- 
quency in the acute stage of coronary occlu- 
sion. 

10. Hypertension, which had been present 
in two-thirds of the patients prior to the acute 
attack, returned or persisted in only one-third 
of the group following recovery. Although 
hypertension did not influence the frequency 
or severity of angina pectoris or the frequency 
of subsequent attacks, it was more common in 
those who developed heart failure and in those 
whose clinical recovery was poor. 

11. One-half the patients resumed their 
former occupations, either full or part time. 
Inability to work was nearly always attribut- 
able to an anginal syndrome or heart failure. 
Mild angina pectoris or dyspnea, however, 
did not prevent return to work. The great 


Discussion 

Dr. Louis H. Bauer, Hempstead, New York 
[This discussion also includes Dr. Willius P a P 
on page 409]— One rises to discuss papers y 
such authorities as Dr. Willius and Dr. i as 
with mixed emotions He feels honored at o S 
asked to discuss them but embarrassed that me 
completeness of presentation leaves little to 
cuss. There is left only the opportunity oi rt 
iterating some of the important points re 
brought out. ■ 113 

Dr Master has given us a summary 01 van . 
tests and their relationship to cardiac function 
after myocardial infarction We have 
needed some test of heart function wine w 
be a reliable guide for increasing the activity 
the patient. Dr Master’s paper ties in P erfe . c y 
with that of Dr. Willius, who pleads for mdividu 
ahstic management, and these tests wul v 
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us do just that. I was much interested in his 
two-step exercise test and am wondering if the 
Schneider index might not be used as a further 
test in the later stages of convalescence. When 
the test was first developed, Schneider felt that 
it was not a cardiac test in any way, but at that 
time we did not know so much about coronary 
disease as we do now and it is possible that this 
test also could be added to those proposed by 
Dr. Master. 

I believe that too much stress cannot be laid 
on Dr. Willius’ plea for individual treatment for 
the coronary patient. You hear much nowadays 
about the dangers of “mass treatment,” and 
certainly in coronary disease we have a condi- 
tion that — except for certain basic factors — 
should not be treated routinely. That this is 
true is brought out by Dr. Willius in his refer- 
ences to the pathologic background of these 
cases. One routine measure emphasized by Dr. 
Willius I do believe in, and that is a minimum 
of six weeks in bed regardless of the absence of 
symptoms following the development of in- 
farction. Beyond that, routine management 
is to be avoided. Each patient should be guided 
along the path of convalescence in accordance 
with his reaction to increased activity. Gradual 
but steady increase of activity to the point of 
toleration should be encouraged. How far he 
can go depends on his individual response. The 
tests suggested by Dr. Master will help us 
assess this factor. 

Many cases need no medication after the 
original morphine and oxygen. Sedatives are 
often advisable in the apprehensive or restless 
patient. I agree with Dr. Willius about quini- 
dine. It is certainly most useful in certain cases, 
but I do not feel that there is any justification 
for giving quinidine routinely in every case the 
moment a diagnosis of infarction is made. I 
agree also that the use of the xanthines is a moot 
question. In fact, I would go even further than 
Dr. Willius and say that by mouth they are of 
no value whatsoever. Xanthines combined with 
sedative are more useful but I think there is no 
doubt that the sedative is the important factor. 
There is perhaps one exception and that is amino- 
phyllin intravenously which is useful in a certain 
number of cases. I thoroughly agree as to his 
remarks on digitalis. Only rarely, if ever, is it 
necessary to use it. Minor symptoms of failure 
such as basal rales will appear in most cases, and 
they are not an indication for digitalis therapy. 
Bed rest alone will clear up a majority of the 
cases. In more marked congestive failure I 
believe diuretics, such as mercupurin or salyr- 
gan-theophylline, are safer and fully as satis- 
factory as digitalis. The myocardium in an in- 
farction has already suffered a grave insult and it 
needs rest. Digitalis acts directly on the heart 
muscle and is contraindicated. A mercurial 
diuretic relieves the congestive signs without 
cardiac stimulation and is, therefore, to be pre- 
ferred. In the later stages of myocardial in- 


farction after healing is well advanced, there is 
less objection to digitalis, and many cases that 
have not shown signs of failure at the start may 
develop these signs as the patient becomes more 
active; then, digitalis may be used. In those 
cases of left ventricular failure near the onset 
of infarction, posture, bed rest, morphine, and 
oxygen are the ideal treatment. In these cases, 
too, mercurial diuretics may be used with benefit. 
While there may be cases in which the signs of 
failure are so marked that digitalis should be 
used early, they certainly are few and far be- 
tween, and in my opinion it should never be 
used until other therapeutic measures have 
proved insufficient. I agree with Dr. Willius 
that digitalis is a most valuable drug, probably 
the most valuable drug in cardiac therapy and, 
were we limited to one drug, we would probably 
choose this. However, I believe also that it is 
the most abused drug in the pharmacopoeia. It 
is used when it should not be; it is not used when 
it should be and, when used, is often given in 
inadequate dosage. 

It has been an honor and privilege to discuss 
these two papers by such well-known authori- 
ties, and I wish to express my appreciation for 
the opportunity of doing so. 

Dr. R. M. Collie, Schenedady, New York — 
Just eighteen years ago, I recall hearing Mac- 
Kenzie at St. Andrews Institute speak with 
skepticism of the value of any functional tests 
of the heart. The patient’s general physical 
fitness, the amount of nervous fatigue, the in- 
cidence of pulmonary lesions, the patient’s 
muscular development, and many other factors 
tend to disrupt the resultant findings as a re- 
liable test of cardiac efficiency. However, I 
am sure that even MacKenzie, with all his sup- 
posed dogma, would be listening intently, were 
he here, to Dr. Master’s findings. 

My interest in these studies is more from a 
clinical standpoint and, unfortunately, not from 
that of the cardiologic laboratory. It is, neces- 
sarily, from an impressionistic attitude, rather 
than from the realistic, that I am able to speak. 

In employing objective functional tests on 
these damaged hearts, we have tried to keep in 
mind the fact that angina pectoris, coronary 
occlusion, and myocardial infarction are prob- 
ably different degrees of myocardial ischemia. 
They are different stages of nutritional de- 
ficiency of the heart. The relief from this de- 
ficiency is pretty much dependent upon the es- 
tablishment of a coronary collateral circulation. 

We have followed up a number of cases of 
coronary occlusion with objective procedures. 
This was done rather to determine the patient’s 
cardiac fitness than to determine the com- 
parative value of cardiac functional tests. 

In reviewing some of the cases of a few years 
back, we were often surprised by the failure 
of follow-up electrocardiograms to show changes 
in cases of diagnosed myocardial infarction. 
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Now we know that they were probably cases of 
coronary failure without infarction. 

As to the manner of production of these 
coronary injuries, a striking report was ob- 
tained from the medical department of the Gen- 
eral Electric Company, from which come many 
of our cases. Here, in a plant which employs 
25,000 workers daily, we find that during the 
past twenty years only 2 cases of myocardial 
infarction were reported which occurred while the 
worker was actively exerting. The many cases of 
coronary occlusion that I have seen which hap- 
pened in this company have occurred outside 
the plant, while the patient was at rest — in other 
words, while coronary stasis was present. 

In our follow-up work we believe that we have 
noted types or groups who take coronary insults 
quite differently. 

First: the educated office man of, perhaps, 
50 — not physically fit, mentally fatigued, wor- 
ried. Coronary narrowing was noted by fre- 
quent mild attacks of angina pectoris for a period 


of years previous to the occlusion. In this group 
the morbidity was higher. By electrocardiogram 
and other tests on those who recovered, we found 
that the tests indicated but very slow improve- 
ment. Nevertheless, in these cases, the oppor- 
tunity for the establishment of a collateral cir- 
culation was present. 

Second: the mechanic who was physically 
fit — used his muscles every day. Usually, no 
previous attacks of angina or coronary failure 
were noted. His first coronary attack was 
crushing. If he recovered, his follow-up tests 
were better than the test obtained on the first 
group, and he commonly returned to work. 
All this resolves itself, seemingly, into the con- 
clusion that the physically fit prevail. I know 
that they do not always prevail. Nevertheless, 
I have wondered if this second type, by the very 
nature of his physical exertion, did not develop 
a better coronary tree and was, therefore, able 
to establish more quickly an efficient collateral 
circulation at the time of urgent need. 


HIGHWAYS TO HEALTH— “KEEP THE HOME FIRES BURNING”. 


.... is the title of an excellent series of radio 
talks on morale that is being given over the 
Columbia Broadcasting System from 4: 15 to 4:30 
p.m. on Thursdays. The New York Academy of 
Medicine, through its Committee on Medical 
Information, is sponsoring the series and the 
members of the subcommittee arranging the 
talks are Drs. S. Bernard Wortis, Fred P. Solley, 
Charles Diller Ryan, and Iago Galdston, secre- 
tary. 

At a preliminary meeting it was agreed that: 

a. The subject of Morale shall be treated 
from the constructive, positive, rather than from 
the negative aspect — to wit, little emphasis will 
be placed upon fears, anxieties, and the destruc- 
tive aspects of war, while much attention will be 
devoted to those things which people can do in 
the motor sense to sustain emotional equilibrium 
and a competence to meet emergency situations. 

b. There shall be advanced the basic thesis 
that war time does not so much create new emo- 
tional problems as it serves to intensify those 
that are common to civil life. 

c. Noteworthy in the substance of the Morale 
talks will be such matters as will serve to counter- 
effect what has been aptly termed “The Four 
Horsemen of Morale Destruction” — to wit. 
Threats, Rumors, Fatigue, and Malnutrition. 

d. The following specific concepts were 
recommended for inclusion in the talks: 

1. Mental casualties result not so much 
from the threat of bodily harm as from disrup- 
tion of the normal living processes. 

2. The best antidote to panic is to engage 

the energies of people in communal and gre- 
garious activities. . . 

3. Those who express their anxieties. in 
motor reactions can find release in activi- 
ties of a social character. 


4. / Children tend to reflect the anxieties of 

their parents. The awareness of this by the 
parents will help them better to protect their 
children. , .. 

5. To children under 6 years of age, the 

home is the center of their emotional hie, 
while to children under 11, school is the emo- 
tional pivot. „ . , . 

6. Food and warmth are all important 
sustaining morale. 

Following the first broadcast the. announcer 
will summarize briefly the high points ot 
previous week’s talk. At the conclusion o 
talk, the theme song will be played and the 
nouncer will give the name of the speaker nn 
the title of the talk to be delivered the next w 
The program is as follows: 


February 19 
February 26 
March 5 
March 12 
March 19 
March 26 


Dr. John L. 
Rice 

Dr. Thomas T. 
Mackie 

Dr. Foster Ken- 
nedy 

Mr. Lawrence 
K. Frank 
Dr. William S. 

Langford 
Dr. S. Bernard 
Wortis 


Morale and 
Health 

Morale and the 
Diet 

Morale and the 
Adult 

Morale and the 
Family 

Morale and the 
Child 

A summary 01 
the preceding 
five broad- 
casts 


If the Columbia Broadcasting System can 
range to have these talks published m “ . 

pamphlet, it will be distributed to those requ^ 
ing copies, and an announcement to this en 
will be made at each broadcast. 



INTESTINAL OBSTRUCTION FROM THE PRACTITIONER’S 
POINT OF VIEW 

W. Osler Abbott, M.D., Philadelphia 


F ROM the standpoint of the practitioner 
of medicine, intestinal obstruction has 
always been a bugbear. He sees a patient 
with colicky abdominal pain. He has been 
taught that if it is intestinal obstruction the 
chance of recovery will grow less with every 
hour that passes before surgery is resorted to, 
but he also knows that if he calls for opera- 
tion too early he will inevitably operate on 
many patients who have colic from other 
causes. The patient, too, believes that ad- 
mission to a hospital for a blocked bowel nail 
mean a laparotomy and urges his doctor to 
delay. In this dilemma how shall he pro- 
ceed? The solution lies in a change in the 
point of view that has been slowly crystalliz- 
ing in the last decade. 

It has long been taught that obstruction 
may be accompanied by strangulation, in 
which event the hazard is increased, but, 
since the treatment always was immediate 
operation, the making of this diagnosis be- 
came, from the practitioner's standpoint, a 
rather academic procedure. 

The developments of the last few years, 
however, have changed this, too. A patient 
with strangulation will succumb to infection 
spreading from the dead tissue, and it is 
simple cause and effect that unless the necrotic 
area is excised before it perforates a fatality 
will result. But what causes the fatality 
in the aoastraagulated case? Investigations 
aimed at the finding of a hypothetic “toxic 
substance” appearing in the obstructed pa- 
tient have come to naught, but studies of the 
loss of essential substances from the patient 
have been most illuminating. Beginning 
with the early work of Hartwell and Hoguet 1 
and their observations on salt and fluid and 
carrying on through the work of Haden and 
Orr, : Ochsner, 3 Ravdin, Stengel, and Prush- 
ankin, 4 and a host of others, it has become 
increasingly apparent that the high mortality 
rate is related to the depletion of nutritional 
essentials: fluids, electrolytes, proteins, cal- 
ories, and vitamins. At the same time the 
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work of Wangensteen, 5 Fine, Banks, Sears, and 
Hermanson, 6 and others has shown that the 
mechanism of this change is simple disten- 
tion, and we 7 have been able to demonstrate 
that when distention is controlled and nutri- 
tion maintained the patient may continue in 
good condition almost indefinitely in spite of 
a complete obstruction of the gut. In a 
word, as has been frequently stated, death 
follows when strangulation goes unrelieved 
or when distention goes unreduced, but one 
must go further and say that the method of 
reducing the distention is of the utmost im- 
portance. When the old dictum of Sir Ar- 
buthnot Lane that the sun should never be 
allowed to rise or to set on a case of intestinal 
obstruction was adhered to, the mortality for 
nonstrangulated cases was about 30 per cent 
or more. When nonsurgical methods of de- 
compression are used, the mortality is about 
10 per cent or less. 3 Thus, one may say that 
in the face of the rapidly developing nutri- 
tional disorders of the obstructed patient it is 
as fatal to operate when one should wait as to 
wait when one should operate. The prompt 
diagnosis of strangulation is, therefore, no 
longer an academic problem but one of the 
most urgent importance. 

What difference then, does all this make in 
the doctor’s approach to his patient? In the 
first place, he may give his patient valid as- 
surance that the diagnosis of intestinal ob- 
struction will not necessarily condemn him 
to emergency surgery. Many patients with 
complete obstruction are returning from hos- 
pitals to a normal life without having been 
operated on. This point alone makes it far 
easier for the practitioner to obtain the pa- 
tient’s cooperation in going to a hospital while 
the obstruction is still recent or while the 
diagnosis is in doubt. 

Having obtained the patient’s consent to 
hospitalization, the next question is whether 
strangulation exists. The criteria have long 
been laid down in every standard textbook! 
It is the importance of the diagnosis rather 
than the manner of arriving at it which has 
changed. I shall stress three points, however, 
which are of great usefulness. First, with 
regard .to the character of the pain, a patient 
with simple obstruction is doubled up by in- 
tense pain coinciding with waves of colic which 
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are often audible without a stethoscope and 
not infrequently palpable or visible through 
the abdominal wall. With the passage of 
the wave he brightens up again and evinces 
little evidence of distress until the next colic 
grips him. The patient with strangulation, 
however, will have the same severe waves of 
pain, but between these waves he is not com- 
pletely relieved by any means. This persist- 
ence of severe ischemic pain is characteristic. 
In the second place, strangulation is associated 
with far more superficial tenderness and there 
is a far greater tendency for the tenderness to 
be localized to some particular area of the 
abdominal wall than is the case in obstruction 
without strangulation. Finally, the waves of 
peristalsis which cause the pain in the absence 
of impaired blood supply can generally be 
inhibited by l / 6 grain of morphine sulfate 
given subcutaneously, and with the cessation 
of contractions there is an end of colic, at 
least for the time being. The strangulated 
patient, on the other hand — as has long been 
taught by Dr. E. L. Eliason — is rarely given 
complete relief by a single dose of this mag- 
nitude. 

If one decides that strangulation is present, 
surgery without further delay is still, and 
probably always will be, the proper course of 
action. From this point onward, therefore, 

I shall concern myself with those cases in 
which strangulation is felt to be absent and, 
since the aim of nonoperative treatment is 
the correction of the disturbance brought 
about by the obstruction, as well as of the 
obstruction itself, we must consider what 
these disturbances are. 

The alternative to immediate operative 
intervention is decompression by intestinal 
intubation and the correction of nutritional 
defects by intravenous alimentation. The 
technic of passing a tube down the small 
intestine even to the colon has been described 
elsewhere. Suffice it to say that a special 
double-barreled tube having a thin rubber 
balloon at its tip must be used. The tube 
advances until it reaches the obstruction and 
remains there. Constant suction draws off 
intestinal content and the residue of the food. 
The doctor waits for one of two developments 
that depend largely on the nature of the le- 
sion. The patient’s metabolic state is brought 
into balance and then, when well prepared, 
he is either operated upon or else allowed to 
wait until the obstruction subsides. The 
frequency with which the latter result occurs 
is striking. The mechanism of the relief is 
related to the nature of obstructions in gen- 


eral. They are frequently the result of three 
changes in the gut wall: first, an anatomic 
narrowing due to angulation, tumor growth, 
or fibrosis; second, a local inflamm atory re- 
action; and, third, nutritional edema. The 
anatomic change is unaltered by conserva- 
tive treatment, the local i nflamma tion is re- 
lieved by sustained decompression of the 
proximal segment, and the hypoproteinemic 
edema is decreased by improved nutrition. 
The result will often be a disappearance of 
all evidence of obstruction. 

The technic of correcting the deficiency 
must be considered under two heads: one, the 
handling of the acute condition when the pa- 
tient is first admitted; later, his maintenance 
while waiting for subsidence of the obstruct- 
ing process. Emphasis has long been laid 
on the use of intravenous saline. This is es- 
sential at the outset, and 3 to 5 L. are not in- 
frequently needed in the first twenty-four 
hours. The advisability of adding 5 per cent 
glucose to this is well known. One must re- 
member, however, that it is not the elec- 
trolyte content of the blood but its protein 
content that holds fluid in the vessels. There- 
fore, to prevent the saline from accumulating 
as edema fluid and thereby making a partial 
obstruction complete, the first material to be 
injected should be blood or plasma with the 
saline following it. After the first twenty- 
four hours the salt intake should be carefully 
considered. Since each liter of saline con- 
tains 9 Gm., 3 L. by vein becomes a salt in- 
take far in excess of that which one could long 
tolerate by mouth, and the use of 5 per cent 
glucose in distilled water to make up part ™ 
the total fluid intake becomes helpful. With 
these solutions should also be given the less 
well-stored vitamins — viz., thiamin chloride, 
10 to 20 mg. per day; ascorbic acid, 100 0) 
200 mg. per day; and nicotinic acid, 100 ®2- 
per day. Such a regimen adjusted to the 
patient's individual needs will tide him over 
the acute stages of his disorder. _ 

If it is an inflammatory obstruction sue 
as may follow a late operation for rupture o 
the appendix or the repair of some trauma ic 
perforation of the bowel, one will wish o 
maintain conservative treatment for days 
weeks. The maintenance of the obstruct 
patient is therefore the next consideration- 
In all but the cases of high obstruction e 
feeding of a low residue diet is practica - 
Many obstructed patients live well on h- 
to 1,500 calories per day in three to five fee - 
ings of lean beef and lamb, soup, eggs, cheese, 
rice, zwieback, melba toast, jellies, custpras, 
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junkets, tea, coffee, sugar, butter, and cream 
to which is added, as the patient tolerates 
them, farina and purged vegetables. The 
salt loss from the intestine is approximately 
10 grains for every 100 cc. of drainage fluid 
and can be replaced by mouth on this basis. 

Thi3 constitutes the basic procedure but, 
as the particular problems vary with the loca- 
tion of the lesion from the pylorus to the 
rectum, some special comment must be made. 
A high obstruction of the pylorus or duodenal 
cap infrequently presents diagnostic diffi- 
culties, for strangulation so rarely occurs 
there. 

The nutritional aspect of these cases is 
characterized by the frequency of alkalosis 
from the loss of gastric juice. This is indi-. 
cated clinically by the appearance of tetany 
and is forecast in the blood by a rising CO 2 
level. 

It was long taught that pyloric obstruction 
in the adult warranted immediate operation. 
Rafsky 3 has shown, however, the frequency 
with which one may bring about subsidence 
of the obstruction through conservative meas- 
ures. Even where this does not result, the 
well-prepared patient is a far better surgical 
risk than the individual operated on when 
near a state of shock from incessant vomiting. 
Four or five days of gastric aspiration will, 
as a rule, enable one either to avoid operation 
or at least to feed a patient carefully until 
acute malnutrition is corrected and he is in 
condition to withstand gastric surgery. 

In the small intestine the diagnosis of 
strangulation is less easy, but reference to the 
figures of Mclver 10 indicate the frequency 
with which strangulations in this region are 
palpable. The great majority result from 
hernias in the inguinal, femoral, or umbilical 
orifices or from hernias into old wounds. The 
residue includes a small handful of intussuscep- 
tions, an occasional volvulus or an intestinal 
herniation resulting from a congenital perito- 
neal fold or an artificial orifice resulting 
from a former operation or infection. Classi- 
fication of obstructions without strangulation 
*n this region includes not only the me- 
chanical obstructions but also the so-called 
Paralytic ileus, often resulting from lesions 
having no local connection with the digestive 
tract such as spinal injuries, and the self- 
limited inflammatory obstruction, resulting 
from local peritonitis. Here, however, re- 
finements of diagnosis are, from the stand- 
point of procedure, still somewhat academic 
>n that nonsurgical decompression remains 
the procedure of choice in all. 


In each of these conditions the passage of a 
small intestinal tube either to the point of 
obstruction or, in the case of adynamic ileus, 
until clinical relief is obtained is the correct 
procedure. In jejunal obstructions aspira- 
tion draws off bile and pancreatic juices with 
their important ferment. The electrolyte 
content of the drainage, however, is chiefly 
made up of sodium chloride rather than hy- 
drochloric acid; hence, alkalosis is less likely 
to complicate the problem than when the le- 
sion is at the pylorus. Because of the large 
amounts of fluid that may at times collect 
unvomited in the distended gut, dehydration 
may be far greater than the volume of vom- 
itus recovered suggests. If the obstruction 
is on an inflammatory basis and one wishes to 
decompress the gut for a week or ten days 
while waiting for the local inflammation to 
subside, the patient’s ability to eat and drink 
while the tube recovers the residue is often 
of crucial value. 

Obstructions of the colon are less apt to 
present a difficult diagnostic problem be- 
tween strangulation and nonstrangulation 
than is the case in the small gut. The symp- 
toms of volvulus are sufficiently urgent to 
leave little doubt in the matter. Slowly de- 
veloping obstructions due to carcinoma, how r - 
ever, are relatively common, and the in- 
fluence of nonsurgical decompression upon 
the handling of these cases requires a special 
word. The slow onset of symptoms invites 
an attempt at intubation, but from the tech- 
nical standpoint it is far more difficult suc- 
cessfully to decompress the distended colon 
of a rectosigmoid obstruction than to cope 
with a blockage of the small gut lumen. 
Nevertheless, it is not infrequently possible 
to place the tip of a long intestinal tube in the 
cecum and by frequent irrigation to empty 
the colon proximal to the lesion. 

Summary 

Intestinal obstruction from the standpoint 
of the general practitioner is no longer a diag- 
nosis that need carry with it the implica- 
tion of an emergency operation. Means are 
available today for correcting and maintain- 
ing nutrition without utilizing the digestive 
tract; means are likewise available for emp- 
tying the gut proximal to an obstruction 
without incising it. As these changes have 
made the treatment of obstruction less rou- 
tine they have made the prompt diagnosis of 
strangulation more urgent, for we are now 
coming to realize that it is alm ost as grave an 
error to perform an emergency operation on 
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an unprepared patient in the absence of 
strangulation as to delay surgery when the 
blood supply of the gut is in jeopardy. The 
surgery of nonstrangulated obstruction to- 
day, when it is necessary at all, should always 
be a procedure of election. 
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Discussion 

Dr. Leon J. Leahy, Buffalo, New York — I feel 
that the method Dr. Abbott has just described 
is a great contribution to medical progress. It 
has been very well received throughout the 
surgical world, and the successful results fol- 
lowing its use are indisputable evidence that it 
occupies an important place in the treatment of 
intestinal obstruction. This is especially true 
when one realizes that the mortality rate for 
intestinal obstruction in the not too far dis- 
tant past was accepted to be in the vicinity of 
30 per cent and that today, for example, reports 
of rather large groups of cases are made with 
the reduction of this figure to 5.9 per cent at the 
Presbyterian Hospital in New York and 9.5 
per cent by Johnson and Penberthy in Detroit. 
In each of these series the Miller-Abbott tube 
was used with or without surgery. 

In certain instances within the last ten years 
there has been a trend in surgery toward con- 
servatism in the treatment of some conditions 
that were hitherto considered to be emergen- 
cies; for example, delay is advocated by certain 
excellent men in cases of early perforated ap- 
pendicitis before localization has started. We 
are told that acute osteomyelitis, which was one 
of the real surgical emergencies, now is often 
treated expectantly until the soft tissues are 
invaded by abscess. A series of acutely per- 
forated ulcers has been reported from Toronto, 
with a surprisingly low mortality rate, where 


operation was delayed for varying periods of 
time until the patient was prepared for surgery. 
Today, a conservative treatment that can be 
used in many cases of intestinal obstruction 
has been brought to our attention. I state 
these facts because, in my opinion, this delayed 
treatment that I have mentioned requires the 
keenest type of surgical judgment based on ex- 
perience, so that only the proper cases will be 
selected. I feel that it is something that must 
be learned and cannot be taught and, if possible, 
the errors should be made on the side of safety 
and the patient subjected to surgery when there is 
a doubt. 

My experience with the Miller-Abbott tube 
has been limited, and perhaps for this reason we 
have encountered some delay in having the 
tube pass into the intestinal tract. This dif- 
ficulty has possibly been one of the factors 
which has tended to discourage us from a more 
liberal use of this procedure. There are other 
factors, however, which have influenced this. 
We feel that it is hazardous to attempt to dif- 
ferentiate between the simple mechanical ob- 
struction and the strangulated obstruction in 
early cases. I realize that the character of the 
pain, lack of tenderness, temperature, and leuko- 
cyte count all offer valuable help, but any of 
these is far from infallible. We also feel tha 
strangulation may be superimposed upon a 
mechanical obstruction after the onset. 

In 136 cases studied by McKittrick at tne 
Massachusetts General Hospital it was shown 
that the duration of obstruction was the mos 
important factor 'nfluencing the mortality ra e, 
and he mentions 42 cases that were opera ■ e 
within twenty-four hours from the onset wi 
no deaths. During the second twenty- o 
hours the mortality rate was approximately tne 
same with or without delay; after forty-eig 
hours 33 per cent died when operation was aone 
immediately, and 26 per cent died when 
was a delay of six hours or more. 

It is our custom to operate on the early 
immediately — by this I mean after hydra ion 
been instituted and the chemical halanc 

stored if these measures seem indicated. 

decompress the stomach and upper ’ntes^^ 

: of 


the Wangensteen method and leave the tube _ 


place. In the later cases we feel that the 
the Miller-Abbott tube is indicated in sen* 
cases and, in some instances when a "“r^ 
provement is noted and gas is passe y 
turn, we continue this treatment. Occasional 
an operation is not necessary. Ye ee 0 f 
laparotomy is often indicated, ^S 3 . 1 . , . 
marked improvement, because of the S 
dence of recurrence. 



FUNCTIONAL NERVOUS DISORDERS ASSOCIATED 
WITH WARFARE* 

Foster Kennedy, M.D., F.R.S.E., New York City 


URING the last war the term “shell 
shock” was employed in medical litera- 
ture and, colloquially, also in the British Army 
to cover all cases of nervous instability oc- 
curring in warfare. 

Under this heading were massed cases of 
amnesia, anergic stupor, sleeplessness, night- 
mare, mutism, functional blindness, tremors, 
palsies and, further, anxiety neuroses occur- 
ring not only under fighting strain but also in 
individuals still waiting for transport over- 
seas. Further, the term became commonly 
used in newspaper journalism, whence it 
passed into common speech, always asso- 
ciated with a train of thought in the mind of 
the speaker, at once fearful and mysterious. 

The general acceptance of this term and the 
apparent recognition of both medical officers 
and the public of a concrete, and above all 
quite novel, condition induced by experiences 
of unimaginable horror — the moving accidents 
of flood and field — had the obvious result of 
satisfying many a patient as to the propriety 
of his ailment ; there was inevitably induced in 
him an easy rationalization of his illness, an 
easy self-justification in the very label tied to 
his tunic in the field ambulance, which, in all 
but the most redoubtable spirits, facilitated 
acceptance of his fate and to some extent in- 
hibited effort on his own part toward his own 
cure. 

Let me not be misunderstood: A conscious 
assumption of symptoms by soldiers in my ex- 
perience — and in this I am completely sup- 
ported by all other medical officers — was ex- 
ceedingly rare; it was not rare for a man to 
go sick for a few hours to obtain a temporary 
alleviation of his lot, but seldom did one meet 
a man malingering with a view to discharge 
from the service. 

Almost never were generalized psychoneuroses 
seen in soldiers suffering also from physical 
wounds. 

It is not conceivable that of two men ex- 
posed in equal proximity to a heavy shell burst 
he who has no injury can have sustained a 
greater concussion than he who, for example, 
has also suffered a transverse lesion of the 
spinal cord; yet I never saw any sign of nerv- 


ous instability — not to mention stupor, 
amnesia, functional abolition of the special 
senses or tic — in any individual who was dan- 
gerously wounded. 

In his Chadwick lecture, Mott, speaking of 
the importance of the personal factor in deter- 
mining the production of a neurosis, contrasted 
the case of a commercial traveler of nervous 
makeup who, after three days in the trenches, 
was returned to the base with tachycardia and 
tremor; who, sLx months later, had de- 
veloped an almost complete functional para- 
plegia, with the calm and well-poised attitude, 
of another, an Australian soldier, suffering a 
spinal paraplegia, the result of a cord lesion 
inflicted by the explosion of an 8-inch shell 2 
feet behind his dugout. Should we accept this 
comparison thoughtlessly we should miss what 
I believe to be one of the most important con- 
siderations in all this momentous matter. 
The comparison is false in that it compares 
two essentially unlike situations and leads us 
to the superficial and quite trite conclusion 
that a flabby, nervous fellow stands strain 
badly while a robust individual stands strain 
well. 

Such a conclusion is, of course, true as far 
as it goes; but my experience makes me be- 
lieve that had the little commercial traveler 
been shot in the spine his emotional apparatus 
would have remained under control and that 
had the Australian not been wounded in his 
narrow escape from destruction he might very 
well have come down the line with a mutism, 
generalized tremor, or some such expression of 
nervous breakdown. 

Morale 

The emotions of fear and pain constitute- to- 
gether our machinery of self-preservation; 
in most of us swathed in the cotton bandages 
of our civilized lives but little call is made on 
them. Constant exposure to imminent de- 
struction in war produces, however, a taut- 
ness of the nervous system, a strain due to 
powerful excitement and, I would submit, to 
the organic stress induced by the mobiliza- 
tion of biologic instincts heretofore dormant. 
These instincts of self-preservation do not 
always, and perhaps not often, become con- 
scious realizations. I mean that men, though 
in great danger, quite honestly may not feel 


* Much of thia paper was written in 1917 as “The Na- 
ture of Nervousness in Soldiers" and read in absentia be- 
fore the American Neurological Association in 1918. 
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an unprepared patient in the absence of operation was delayed for varying periods of 
strangulation as to delay' surgery when the time until the patient was prepared for surgery, 
blood supply of the gut is in jeopardy. The Today, a conservative treatment that can be 
surgery of nonstrangulated obstruction to- 1186(1 in nlan y cases of intestinal obstruction 
day, when it is necessary at all, should always haS been brousht to our attention. I state 
be a procedure of election. these facts because > in opinion, this delayed 

treatment that I have mentioned requires the 
keenest type of surgical judgment based on ex- 
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Discussion 


Dr. Leon J. Leahy, Buffalo, New York — I feel 
that the method Dr. Abbott has just described 
is a great contribution to medical progress. It 
has been very well received throughout the 
surgical world, and the successful results fol- 
lowing its use are indisputable evidence that it 
occupies an important place in the treatment of 
intestinal obstruction. This is especially true 
when one realizes that the mortality rate for 
intestinal obstruction in the not too far dis- 
tant past was accepted to be in the vicinity of 
30 per cent and that today, for example, reports 
of rather large groups of cases are made with 
the reduction of this figure to 5.9 per cent at the 
Presbyterian Hospital in New York and 9.5 
per cent by Johnson and Penberthy in Detroit. 
In each of these series the Miller-Abbott tube 
was used with or without surgery. 

In certain instances within the last ten years 
there has been a trend in surgery toward con- 
servatism in the treatment of some conditions 
that were hitherto considered to be emergen- 
cies ; for example, delay is advocated by certain 
excellent men in cases of early perforated ap- 
pendicitis before locab'zation has started. We 
are told that acute osteomyelitis, which was one 
of the real surgical emergencies, now is often 
treated expectantly until the soft tissues are 
invaded by abscess. A series of acutely per- 
forated ulcers has been reported from Toronto, 
with a surprisingly low mortality rate, where 


selected. I feel that it is something that must 
be learned and cannot be taught and, if possible, 
the errors should be made on the side of safety 
and the patient subjected to surgery when there is 
a doubt. 

My experience with the Miller-Abbott tube 
has been limited, and perhaps for this reason we 
have encountered some delay in having the 
tube pass into the intestinal tract. This dif- 
ficulty has possibly been one of the factors 
which has tended to discourage us from a more 
liberal use of this procedure. There are other 
factors, however, which have influenced this. 
We feel that it is hazardous to attempt to dif- 
ferentiate between the simple mechanical ob- 
struction and the strangulated obstruction in 
early cases. I realize that the character of the 
pain, lack of tenderness, temperature, and leuko- 
cyte count all offer valuable help, but any of 
these is far from infallible. We also feel that 
strangulation may be superimposed upon a 
mechanical obstruction after the onset. 

In 136 cases studied by McKittrick at the 
Massachusetts General Hospital it was shown 
that the duration of obstruction was the rnos 
important factor ‘nfluencing the mortality rate, 
and he mentions 42 cases that were operate 
within twenty-four hours from the onset wit 
no deaths. During the second twenty-four 
hours the mortality rate was approximately t ® 
same with or without delay; after forty-eig 
hours 33 per cent died when operation was done 
immediately, and 26 per cent died when there 
was a delay of six hours or more. 

It is our custom to operate on the early cas® 3 
immediately — by this I mean after hydration is 3 
been instituted and the chemical balance rej 

stored if these measures seem indicated. '; ea _ 

decompress the stomach and upper intestine J 
the Wangensteen method and leave the tube i 
place. In the later cases we feel that the use o 
the Miller-Abbott tube is indicated in select 
cases and, in some instances when a marked nn 
provement is noted and gas is passed by rue 
turn, we continue this treatment. Occasionally) 
an operation is not necessary. We feel that 
laparotomy is often indicated, regardless ^ 
marked improvement, because of the high inci 
dence of recurrence. 
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weeks this experience recurred to his con- 
sciousness both by night in dreams and by day 
in dreaded interruptions to bis normal train of 
thought, rendering him for that period in- 
capable of duty, a prey to the paralyzing 
influences of both repulsion and fear. 

In the beginning of this paper I said that I 
had not seen generalized psychoneuroses co- 
exist with somatic injury. Such, you may 
say, was not the opinion of all observers; but 
one must point out that such observers spoke 
of patients seen after transfer to England who 
on and near the field exhibited no evidences of 
nervous unrest. In other words, the neurotic 
symptoms in such cases developed after the 
elapse of an interval of days or weeks from the 
date of injury, which proves conclusively the 
psychogenic character of these symptoms and 
also, I fear, the uncomfortable fact that un- 
wise suggestion from medical officers can do 
much to evolve and perpetuate somatic symp- 
toms of psychic origin. 

Further, the subject is confused by inade- 
quate classification. I have used the term 
“generalized psychoneurosis” to include those 
patients whose inability “to carry on” was the 
result of their mental and emotional conflicts 
having been decided against their higher 
selves; whose morale had given way before the 
aggrandizement of their emotions of self- 
preservation; these were the tremblers, the 
amnesic, the disoriented, those with night and 
day dream deliriums, and the stuporous. 
The anxiety neuroses — a milder type of the 
same category — were most often developed in 
officers and resulted from prolonged strain and 
mental conflict rather than from a single ex- 
ternal catastrophe. 

Associated with the foregoing symptoms, or 
more often occurring independently, were 
various losses or perversions of localized func- 
tion, usually classed as hysterical stigmas. 
These persisted after the patient had super- 
ficially resumed normal emotional control. 
On the whole, however, mutism, deafness, 
functional monoplegia, paraplegia, and func- 
tional spasms of the limbs were the result of 
localized suggestion rather than of generalized 
overwhelming of all the mental and emotional 
qualities, producing automatism and the 
temporary replacement of volitional by in- 
stinctive life. 

By “localized suggestion" I mean some cir- 
cumstances calculated to produce in a mind 
already apprehensive and strained a more or 
less fixed ideal of localized injury. 

A case of paralysis due to local suggestion 
was that of a gunner wounded by a shell frag- 


ment on the inner side of the left upper arm in 
May, 1915. The wound was slow in healing, 
and the arm was held by apparatus in the 
horizontal position for eight weeks to permit 
of irrigation and dressing. The wound healed 
with some adhesions around the ulnar nerve, 
causing a partial ulnar palsy and minor second- 
ary adhesions in the shoulder joint through 
immobilization. From then on, he had a com- 
plete flaccid paralysis of the entire left upper 
extremity from the trapezius down to and in- 
cluding the intrinsic muscles of the hand. 
He was in a number of hospitals. More than 
eighteen months later he was discharged from 
the army with a total injury of the brachial 
plexus and, with satisfaction to himself, was 
finally pensioned. He was seen by me because 
he returned of his own accord to a London 
hospital to which I was temporarily posted to 
ask that the arm be amputated at the shoulder 
since it grievously interfered with his activi- 
ties. No electrical assistance was invoked in 
this case, owing to the hypersensitiveness of 
the ulnar nerve through injury; but two con- 
versations of explanation, persuasion, and 
tactful re-education — each of which, however, 
lasted for some two hours — restored complete 
range of movement to the arm and hand as 
far as was permitted by the organic disabil- 
ity. 

It does not seem advisable to burden a 
communication of this kind with many 
case reports. That was done most fully by 
other observers. Indeed, the perversions and 
abrogations of function due, as has been said, 
to localized suggestion do not differ essentially 
from those seen in all neurologic hospitals of 
civil life. Naturally, the suggestions produc- 
ing these conditions are of the most varied 
character, and identical disabilities may occur 
through a mi n or injury from being struck by 
flying earth, or as a result of a more serious 
injury from the diagnostic or verbal indiscre- 
tions of a medical officer. 

Almost all injuries of the extremities, in my 
experience, are accompanied, for a short pe- 
riod at least, by a natural “defense immobiliza- 
tion” of the limb quite apart from any organic 
nerve injury. This is a natural reaction from 
pain in tired persons. A flesh wound of the 
upper arm, for instance, easily produces in 
such men the impression of inability to move 
the wrist and hand. And any doubts ex- 
pressed by a physician as to whether or not, 
for example, a brachial plexus injury might 
not possibly account for the condition of the 
hand, sow the seeds of a fixed idea, which later 
may assume a sturdy growth. 
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afraid; their nervous systems may be said to 
be frightened, but their awareness knows no 
fear. 

This submersion of such a powerful emotive 
force below the threshold of consciousness is 
due partly, perhaps, to the person’s knowledge 
of the debilitating effects on his energies of 
the entrance of fear into his conscious life but 
much more, one feels sure, to the inhibitory 
influence of his morale. Now what is this 
thing we call morale? Is it not the expression 
in each soldier of his herd instinct, of his will- 
ingness to sacrifice himself for the benefit of 
his kind and for the ideals held in common 
by his countrymen and himself? It is a loyalty 
to his mates, to his officers, to his regiment, to 
his nation and, in the last instance, to the 
ideals of life for which his nation stands, and 
it is measured by his conscious willingness to 
suffer, his capacity for sacrifice in the common 
good. It is a quality born of the tribe, a 
product of gregariousness and so held socially 
in good repute. It is constantly expressed in 
thought; it is a real component of the sol- 
dier’s conscious intellectual life. The shrink- 
ing from loss and the fear of death, on t e 
other hand, are but rarely scrutinized in their 
realities; they are antisocial in trend and so 
axe cast down, by good citizens, into the limbo 
of subconsciousness. 

Perhaps I seem to you to have been wander- 
ing from my subject by these considerations; 
but one must try to discover something of the 
dynamic influences in our men, and I feel that 
a clue to the genesis of the neuroses is to be 
found in the antagonism, on the one hand, of 
the conscious emotions of loyalty and morale 
with their concomitant urge to self-sacri- 
fice and, on the other hand, the more or less 
satisfactorily repressed instincts for the con- 
servation of individual life. _ 

The British soldier was not given overmuc 
to self-analysis and investigation of hisemo- 
tional processes, but questionings carried out 
as tactfully as possible elicited mmnumerable 
instances the information that being wounded 
subsequent to or during heavy shell fire a 
followed by a period of mental rest. An 
would be strange were it otherwise. Such 
man experiences a sense of an honorable re- 
laxation of effort; he is, for the moment, quit 
of his obligations to others and freed from his 
fear of death. Further, his fate for the mo- 
ment is decided and, despite his P^, he feels 

lows whom ma y ^ ^ stretcher . b ear- 
eS to take him, and in most men there is a 


conscious hope of a time of rest and home- 
coming. 

In such experiences there are satisfied at 
once the man’s biologic instinct for self-pres- 
ervation and his social instinct of loyalty to 
his comrades and to that ideal of conduct 
which has been his buttress in times of agony 
8,11(1 stress. 

The converse situation, in which a soldier 
suffers the stupefaction and profound be- 
wilderment consequent on exposure to heavy 
shell bursts without being wounded, is one m 
which the obligation to persevere still remains 
with him, together with a prospect of indefinite 
repetitions of like abominations, culminating, 
as after a time seems certain, in horrible mu- 
tilation or death. Under such circumstance 
the conscious morale and idealism o 
qualities, as has been suggested-of later 
growth than other instinctive P roce f^, ■ e 
come drowned with the rising ti e o 
for life. The longing for safety, usually ova 
borne by his conscious will, beco “ , the 
whelmingly insistent and is expressed by th^ 

ST«d°bo^» B 

instinct and one emotion; the mind, 
numbed, ceases to record impressions and 

later found to be, for that penod, amnej 
“Dumb” and “palsied by fright 
popular expressions of the los ® 0 s ^y e The 
and the generalized tremors That ensue^ ^ 

defensive reflexes, the dodgi g { the 

the head, the sheltering movements o 
arms, and the crouching movements 
body maintained for hours and 
under improper influences, for ^ aQ in . 
lapse of the exciting physical cau 
dication of the continued emotional tyranny 

under which he labors. nuer ing of 

In different individual this conq^ ^ 
the nobler altruistic part o ] ace [ a 

lower and more selfish ms 0 fj. en Joes, 

different ways. It may, an j ia3 

occur as the result of profound period 0 f 
just been described or, after a lon D P a 
mental conflict and strain there >naj 
situation carrying with it complete ^ 
emotional strength as to rend a case 

less the will power to endur . ■ ceff ho, 

was that of an officer of my acquamtanc^ ^ 
having borne the racking exp Q ip p0 li, 

landing and the trench fighting ^Ua 

one day, jumping for what he t k ^ a 
ground, found himself as^ P , . 2 thigh' 
gesture of infinite disgust— s?“ el , cb \°, For 
deep in decomposed Turkish dead. 
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ture of the problem with which we were, and 
are again, confronted. In doing so, only the 
psychologic aspects have been regarded, be- 
cause these mental symptoms can be examined 
easily and treated successfully, though em- 
pirically, by rest, persuasion, re-education, and 
the restoration of self-confidence through sug- 
gestion and discipline. I have not been un- 
mindful, however, of the physical changes 
which, accompanying violent emotional dis- 
turbances, result in alterations in the physio- 
logic balance of the involuntary nervous sys- 
tem. We cannot yet know whether or not 
such reflex and secretory activities are the 
cause or the result of mental and emotional 
stress. 

The collection of clinical and experimental 
data on such phenomena as, for instance, the 
functional disorders of cardiac rhythm follow- 
ing emotional tension (for example, for two 
days after being unpleasantly bombed I found 
my pulse rate irregular and uniformly over 
100, though conscious of no mental strain 
once the danger was over) or dyspnea accom- 
panied by increased absolute blood acidity. 
Similar cognate problems may in the future 
throw fight on the association of integral ac- 
tivities of mind and body. 

Such data, however, do little, as yet, to re- 
veal the intrinsic nature of mind. To cope 
adequately with the wastage of health and of 
armies involved in this question, we must per- 
force deal with mental phenomena rather than 
with mind, and apply, with some empiricism, 
psychologic remedies to psychologic ills. 

Much of what I have said was written, a quar- 
ter a century ago. It was true then and is now. 
I would add a word on what I have heard 
from medical men and civilians and from 
official reports sent to Washington, put down 
in the light of my own experience. 

Bombing from airplanes produces less neu- 
roses than does shelling. This is natural for 
three reasons: 

1. When shelled, you know the enemy has 
the range, and one has a nasty sensation of 
being personally applied for. 

2. Bombing is a “catch as catch can” af- 
fair; it seems like a bad thunderstorm; one 
helpfully remembers that “lightning never 
strikes twice in the same place”; there are 
intervals of quiet. 

3. There is nowhere to go that is safe. 

It was the same in the last war; neuroses 
did not come out of bad air raids, and there 
were some raids just as bad in point of dead 
and wounded as there are now. At that 
time there was less defense against them. 


The neuroses now come more from the petty 
bothers of a disturbed life, such as lack of 
sleep and broken plans, and it would seem 
that in point of endurance of these troubles 
the women do better than the men. After 
great department stores had been heavily 
bombed but were still able to continue busi- 
ness, only one-half of 1 per cent of em- 
ployees, mostly women, failed to report next 
day for work. 

In this war it is found that conversion hys- 
teria, such as a hysterical palsy, cures 
anxiety just as a wound cures a strained emo- 
tional state; but there aren’t many cases of 
conversion hysteria. Gordon Holmes writes 
to me that the rather elaborate neuropsy- 
chiatric centers prepared before the war and 
during the comparatively quiet first year have 
been almost unused. The neurologic center 
equipped for the use of the Royal Air Force 
has never been opened, despite the strain of 
the Battle of Britain in the second six months 
of 1940. This is not to say that pilots of the 
R.A.F. suffer no nervous symptoms. They 
will have an anxiety state if they are not sure 
of their equipment, if they have machine guns 
only and no cannon, if they lack confidence in 
their ground crew, should they be uncertain 
of the integrity of their landing gear, should 
they lack the certainty of being warned by 
their home airfield early enough that it has 
become covered with fog since they left so 
that they may be routed to some other landing 
field that is clear. Mutual regard, mutual 
integrity, mutual confidence, loyalty unto 
death in all, and the knowledge that there is 
no possible escape — there, then, is little 
failure hr nervous strength. Fliers after 1,000- 
mile flights in bad weather conditions, heavily 
“flacked,” who perhaps have had to bring 
down a wounded gunner to safety, may, after 
arrival, pass into apparent stupor and mutism 
and for twenty-four hours may be completely 
immobile in bed except for trembling of a con- 
stant character, but these officers are often 
able to take to the air again in thirty-six hours 
after that period. It would seem that a 
flier who begins to sit apart broodingly, is 
edgy, snappish, and critically harsh of his 
seniors, should not again be sent up until he 
is rested. 

In the last war I found myself for about 
ten months the sole judge of whether flying 
officers who said they were unable to fly that 
day should or should not be sent up. I lacked 
the education or knowledge by which to de- 
termine this issue. I knew from my own ex- 
perience that under strain there oceura ob- 
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Psychologic Character of the Problem 

This brings us to the vital factor underlying 
the successful treatment of all somatic expres- 
sions of psychic unrest. In a word, it is ac- 
curate technical knowlcdye. The power to 
make a careful physical examination, to weigh 
evidence with precision and, thereby, to at- 
tain correct diagnosis, is the only power that 
will give the medical officer sufficient self- 
confidence to be able to communicate healing 
to his patient. 

Time and again I have seen a half doubt in 
diagnosis prevent a coming together of the 
minds of physician and patient. If the medi- 
cal officer is not entirely certain of the nature 
of the condition under review, his ability to 
cure it will be inhibited by a suspicion of the 
existence either of an organic nerve lesion, on 
the one hand, or of a conscious malingering on 
the other. 

In short, functional motor and sensory 
palsies and functional perversions of the spe- 
cial senses are created by suggestion directed 
toward the affected faculty or member and 
are susceptible of cure by like means and only 
by like means. To differentiate them easily 
and rapidly from similarly appearing organic 
conditions is the first and most important step 
in their treatment and one which, having been 
taken with firmness and accuracy, will confer 
on the medical officer the self-confidence and 
authority to exorcise the system of false ideas 
that has been the immediate cause of the 
condition. 

I say “immediate cause,” for in these cases 
due to localized suggestion there is undoubted 
evidence of the presence and effects of the 
same mental conflict, the strain of which pro- 
duces in other men states of anxiety or other 
generalized psychoneuroses still more incapaci- 
tating for military duty. 

Soldiers since the beginning of armies have 
been clear-eyed in their knowledge of the con- 
flicts of instincts. They have not, of course, 
dealt in the turgid phrases of our schools, but 
they have felt surely the binding qualities of 
the herd and have seen in them the only emo- 
tive force fit to overcome in their men their 
fear of death. They, too, have known that 
the cement of the herd is the suggestibility of 
man and that their instrument of suggestion 
is called “discipline.” 

So in this matter the medical officer has an 
onerous and difficult task.* He acts both for 

* Indeed the two officers in 3 battalion chiefly respon- 
sible for the morale of that battalion, are the Colonel and 
the Medical Officer. The M.O. ought to be the "liaison 
officer” between the men 3 nd the other officers. He us- 


the state and for the soldier, and to deal fairly 
with both clients it is vital that he should ap- 
preciate the truly psychologic character of the 
problem with which he has to wrestle. Only 
by so doing can he free his patient of his symp- 
toms and, what is still more important, pro- 
tect the armies from the contagion of sugges- 
tion so apt to sweep though such closely co- 
ordinated communities, each individual of 
which is exposed to identical causative condi- 
tions. 

The essential feature of these ailments hav- 
ing been grasped, they must be classified and 
christened. In the beginning of this paper it 
was pointed out how the term “shell shock,” 
founded on false premises, not only served to 
suggest an incorrect etiology but also, by its 
pitiful and romantic sound, tended to perpetu- 
ate symptoms and to excite no determination 
in the mind of the sufferer to recover his con- 
trol or, in the fighting man, still to endure. 
So far was it from making an appeal to con- 
science or to discipline that it stifled both and 
stultified effort toward cure. 

The name was a mistake: we must hear it 
no more. Let us have instead a true term that 
will be neither a compromise nor a technicality 
unintelligible to the mind of the soldier. 

Hysteria is unsuitable, in that its significance 
to laymen and physicians is not identical, 
nor does it embrace, for instance, such condi- 
tions as the anxiety neuroses. The simple 
word, “nervousness,” comprises all the neurotic 
manifestations seen in war. It furnishes an 
appeal to the sense of discipline in the arnnes, 
and further promotes the growth of a pub ® 
opinion, both military and civil, which worn 
be of greatest prophylactic and therapeutic 
power. _ ,. 

This diagnosis should continue to he 1 
vided into nervousness (sick) and nervousness 
(wounded) as now obtains, according to e 
external conditions to which the man was ex 
posed at the time of the breakdown. ” 
change in military nomenclature would ma ' e 
clear to both soldiers and civilians that sue 1 
diagnoses need not necessarily be followed by a 
return to home or to the base, and would clear y 
indicate the propriety of dealing with sue* 
cases diagnostically and therapeutically in res 
camps, and especially work camps, in ‘ ron 
areas and on the lines of communication. 

What has been written here is simply an 
attempt to set down in general terms the na 

ually censors the battalion letters; he ought to kuov th^ 
men by name; he must, on occasion, go anywher ^ 
men go; he must have fortitude 3 nd must know ^ 
to temper it with kindness and firmness. If he 
conquer fear himself, the men will also. 


SERODIAGNOSIS OF TRICHINOSIS BY MEANS OF 
COMPLEMENT FIXATION 

Ernest Witebsky, M.D., Philip Wels, M.D., and Anne Heide, Buffalo, New York 


ACID hydrolyzed attracts of larvae of 
yj- Trichinella spiralis were first prepared 
by Bachman 1 - 1 ' 3 and used as antigen for 
skin and precipitation tests for the diagnosis 
of trichinosis. Since Bachman’s investiga- 
tions, interest in the laboratory diagnosis of 
trichinosis has become general. Hunter;* 
Augustine and Theiler; 5 McCoy, Miller, and 
Friedlander; 6 Bachman, Molina, and Gon- 
zalez; 7 Trawinski; 8 Bozicevich; 9 and others 
contributed greatly to the knowledge ac- 
cumulated so far as to the technics of antigen 
preparation, as well as interpretation of the 
reactions obtained. 

The complement fixation test in trichinosis 
has been employed as early as 1911 by 
Strobel, 10 Romanovitch, 11 and again by Bach- 
man and Menendez 13 mainly in animal in- 
festations. To our knowledge the results did 
not stimulate any further interest in the de- 
velopment of a complement fixation test. 
For that reason and because there could be 
no question about the presence of antibodies 
in the blood serum in infestations with T. 
spiralis, we tried to develop a complement 
fixation test that could be applied for the 
serodiagnosis of human trichinosis. 

Material 

Serums from infested human beings, as well 
as from experimentally infested rabbits, were 
examined. The rabbits were infested by 
feeding them infested rats in the following 
way: In the first group the rabbits were in- 
fested by forcing a piece of diaphragm of in- 
fested rats down their throats, followed by 
water given with a dropper. They were 
held on their backs until we were sure that 
they had swallowed the material. The ani- 
mals were reinfested three weeks later with 
part of an infested diaphragm as described 
above. The rabbits in the second group were 
stomach-tubed with larvae obtained as de- 
scribed in the next paragraph Later on, 
they were again reinfested with a part of an 
infested diaphragm. Altogether, twelve rab- 
bits were infested. 


Read at the Annual Meeting of the Medical Society 
of the State of New York, Buffalo, New York, April 29, 
19-41. 


Trichinella larvae were obtained in the 
following way: Rats were infested with 
trichinous meat and killed five to six weeks 
after infestation. The rats were skinned and 
eviscerated, and the remainder of the carcass 
was minced in a meat grinder. The ground 
meat was placed in a funnel over a perfo- 
rated porcelain plate. Digestive fluid was 
prepared by adding pepsin and hydrochloric 
acid to tap water, and the apparatus contain- 
ing the material was placed in the incubator 
at 37 C. for about one day. The larvae were 
liberated from their cysts by the digestive 
fluid. They fell through the stem of the 
funnel into a small centrifuge tube that was 
attached by a piece of rubber tubing. The 
larvae were then washed with saline solution 
and dried in a desiccator. The method de- 
scribed was originated by Hobmaier and 
Meyer. 13 As to the details of the method 
used, we refer to the publication by Bozicevich 9 
from the Public Health Service in Washing- 
ton. 

Experimental 

Watery extracts were prepared from the 
dried and powdered larvae. Fifty parts of 
alkaline saline solution (pH 8.0) were added 
to one part of the dried powder. The mixture 
was extracted at room temperature for three 
to four hours, during which time it was 
thoroughly shaken several times. Extraction 
was continued in the icebox overnight. The 
material was then spun down. The super- 
natant fluid was decanted and boiled for 
fifteen minutes in a boiling water bath. A 
fairly large precipitate was formed which was 
thoroughly spun down for one hour in the 
centrifuge. The clear supernatant fluid 
was used as the antigen in our experi- 
ments. 

The antigen was boiled because of occa- 
sional nonspecific reactions that occurred 
when unboiled material was used in the com- 
plement fixation test. Boiled antigen had 
been employed previously by other experi- 
menters, but it had been discarded because 
it was their impression that there was a loss 
of activity. According to our experience, 
boiling decreases the activity of the antigen 
in test-tube experiments only slightly. The 
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sessional thinking about one’s own destruc- 
tion. So, after a physical examination I 
would ask these officers if, when they were 
flying, they ever saw themselves in their mind’s 
eye crash. If they seemed to understand 
what I was talking about, I never let them 
fly; and they usually did understand, for they 
were honest men. Imagination, self-con- 
sciousness, fatigued obsessional thinking do 
not go with the orderly conditioned reflexes 
needed for good flying. 

It would seem, too, that this time civilian 
neuroses are sometimes cured by the real ex- 
perience of war, and validity replaces in- 
validism. We know in civil life that peptic 
and duodenal ulcers come as a result of pro- 
longed emotional strain. It is so also in war. 
Bombing makes for unpunctuality in meals, 
as well as uncertainty of survival. This dual 
irregularity has made a great increase in 
England, among soldiers and civilians, of 
gastric and duodenal ulcer. I gather from 
British reports that in bad times common 
horse sense and good social welfare work help 
more than do the doctors of the mind. Also 
that the great majority of civilians would 
rather be bombed in town than bored in the 


country; and that perhaps the most impor- 
tant weapon against nervous breakdown in 
war is a sense of unity with your immediate 
group. It is vital that children before 11 years 
of age have a sense of unity in their family 
and that after 11 they have a sense of unity in 
their school. Disunion in either of these 
groups causes uncertainty of action in the 
person who feels uncertain, and at the end of 
all, if society is even temporarily disrupted, 
childish or adolescent delinquency can be 
traced back invariably to the removal of pa- 
rental control. The herd instinct has been 
described as important in helping each in- 
dividual do his task. We know from this war 
that each man’s social reputation is important 
to himself. The small town man is always 
afraid of the neighbors’ opinion. In Britain 
it has never been "good form" to show over- 
much emotion; this is a precious asset when 
bombs are falling. Of course, each man is 
afraid, but, if he is never allowed to show 
fear and if he shows little fear to others, panic 
is not spread. Discipline to be perfect must 
be within- — only in lesser terms from with- 
out. 

410 East 57th Street 


FELLOWSHIPS IN PSYCHIATRY 
The National Committee for Mental Hygiene 
announces a limited number of fellowships for 
training in extramural and child psychiatry. 
Selected fellows will spend one or two years in a 
designated clinic, the term and plan of the fellow- 
ship to be determined by the peculiar needs of 
the applicant. Candidates should have had at 
least a general internship and two years of psy- 
chiatry m an approved mental hospital service in 
addition to other qualities fitting them for ex- 
tramural service. The stipends vary slightly 
with location and status of the fellow but in 
general range between S2.000 and S2,600. Addi- 
tional information should be obtained from Dr. 
Milton E. Kirkpatrick, National Committee 
for Mental Hygiene, 1790 Broadway. New 
York. 


SPARKPROOF SHOES FOR TROOPS 
Sparkproof shoes are among the latest types 
of footwear being tested by the Army, says tne 
J.A.M.A. for November 1. The new shoes are 
designed for soldiers who dispense gasoline ana 
other inflammable materials, particularly in tne 
Armored Force where a spark may be disas- 
trous. . . 

Vulcanized fiber instead of metal is being use 
for washers in the heels of these new shoes, ana 
the nails are made of a nonsparking metal. 
Shoes made according to this new design are 
being given a thorough workout by soldiers ot 
gasoline and oil battalion in the Armored r or 
If they prove satisfactory, all soldiers who per' 
form duties in which a spark may be dangerous 
will be provided with these sparkproof shoes. 


p. &. S. ALUMNI DINNER 
The annual American Medical Association 
dinner of the Alumni of the CoUege of Physi- 
cians and Surgeons, Columbia University, will 
be held at the Hotel Claridge in Atlantic City, 
New Jersey, on Wednesday, June 10, 1942, 
at 7 ’00 pm The local committee in charge 
will he Dr Robert B. Durham, '28, chairman, 
S John S. Irvin, ’12, and Dr. Clifford K. Mur- 
ray, ’25. 


MATHEMATICALLY SPEAKING 
A dusky son of Alabama was busily engag 
in a cootie hunt. When asked by the sergean 
what he was doing, he replied: 

“I'se huntin’ for dem 'rithmetic bugs. 

“Why do you call them arithmetic bugs* 
"’Cause dey add to ma misery, dey subtrac 
from my pleasure, dey divides ma attention, an 
dey multiplies like de debil." 

—Milwaukee Medical Tunes 
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TABLE 3. — Influence of Incubation Time and Tempebatuhe on the Sensitivity of the Complement Fixation 
Test Usinq Decbeabino Amounts of Sebum and a Constant Amount of Antiqen Dilution 
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Incubation Time, Overnight in Icebox, One Hour at 37 C. 
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* Read after twenty-five minutes, 
t Read after ninety minutes. 


was used. This might account for the slight 
reaction obtained with normal rabbit serum. 
We had an opportunity to follow the patient 
up to April, 1941, and to take blood speci- 
mens from her at different intervals. The 
serum specimens were frozen in order to keep 
them over this long period of time. The 
following experiment shows the comparison 
in titer of different specimens taken from the 
patient at intervals of one to two months, re- 
spectively. 

Decreasing amounts of inactivated patient 
serum, volume 0.1 cc., were mixed with a 
1:500 dilution of the antigen and 0.1 cc. of a 
1:20 dilution of guinea-pig serum. After 
incubation for one hour at 37 C., 0.2 cc. of 
sensitized sheep cells were added. The read- 
ing was taken after twenty-five minutes’ 
incubation at 37 C., after which time the 
serum and extract controls had dissolved com- 
pletely. 

A steady decrease from an original high in 
the antibody titer of the patient can be recog- 
nized from Table 2. This high apparently 
was reached one to three months after infes- 
tation. It should be stated that the last 
blood examination of the patient was carried 
out on April 9, 1941, fourteen months after 


infestation. The serum still gave a positive 
reaction. 

A blood specimen from a second patient 
(R. I.) with trichinosis was obtained two 
weeks after infestation, according to the story 
of the patient. The diagnosis had been es- 
tablished by biopsy. When examined by 
means of the precipitation test the serum 
gave a slight precipitation after four hours’ 
standing at room temperature in an antigen 
dilution of 1 : 50. It should be mentioned in 
this connection, however, that precipitation 
tests of that type as a whole should not be 
kept for such a long time but should be read 
earlier because of the possible interference of 
nonspecific reactions. The results obtained 
with the complement fixation also were ir- 
regular. Therefore, we tried to increase the 
sensitivity of the complement fixation test. 
This was accomplished in the following way: 

Decreasing dilutions of inactivated serum 
volume 0.1 cc., were mixed with 0.1 cc. of the 
1:2,000 diluted trichinella antigen and 0.1 cc. 
of a 1 : 20 dilution of guinea-pig serum. The 
experiment was set up in three parts (see 
Table 3). Part 1 was incubated for one 
hour at 37 C.; Part 2 was kept for two hours 
in the icebox and then transferred to the in- 
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Precipitation Test for Trichinosis 

Scrum of 
Tt’j » • , rabbit No. 

?!."&■ ‘Ksr <££;' “s 

„rs- at?. £ e ■» 

(2) 1:100 + + + X + t„ 

(3) 1:200 + + ££ + 

(4) 1:400 T Ttt. 

(5) 1:800 

(6) 1:1,600 

(7) 1:3.200 

( 8 ) 0 


Serum of Normal Normal 
patient rabbit human 
A. A. serum serum 


+ + +t 
+ + t 


Complement Fixation Test for Trichinosis 

Scrum of 

Dilution of rl 137 Nor ,* Nor - 

trichinella feted ni m ? 1 F al 

J-i A> m it. s ?““ 

t-mn thre « mo - A - K. serum serum trol 


(1) 1:100 O O 

(2) 1:200 O O 

(3) 1:400 O O 

(4) 1:800 O O 

(5) 1:1,000 O O 

CO) 1:3,200 o O 

(7) 1:6,400 O O 

(8) 1:12,800 0 M , 

_jfo[A :25 ‘ m h 1 g ! 

* Very stronc agglutination. 

T “Wong agglutination. 

I* I?. E rote agglutination. 

£ =!*P**t agglutination. 

It i T aint agglutination. 

It No agglutination. 

C = No hemolysis. 

“ Moderate hemolysis. 
pN “ Almost completo hemolysis. 
^ Complete hemolysis. 


Means or Complement Fij:atio:7 ‘ ' ^ 


Serum of Patient A. K. 

r— -Specimens Taken on . Normal 

March May June July ffirt 

„ 9 4 9 Serum 


Dilution of 
Serum 

(1) 1:5 

(2) 1:10 

(3) 1:20 

(4) 1:40 

(5) 1:80 

(6) 1:160 

(7) 1:320 

(8) 1:640 

(9) 1:1.280 
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AC C 


0 TR C 
O ° c 
O ° c 

O AC C 
O C C 
AC C C 
C C C 
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C C C 
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TR «=• Trace of hemolysis. 


this patient on March 1, 1940, and was ex- 
amined as to the presence of antibodies in the 
serum by means of precipitation and com- 
plement fixation. Table 1 shows the results 
of those tests. 

The experiment itself was carried out in 
two parts — Part 1, a precipitation test; Part 
2, a complement fixation test. The follow- 
ing serums were used in both parts of the ex- 
periment: (1) serum of rabbit No. 137 in- 
fested with T. spiralis for three months; (2) 
serum of patient, A. K . — specimen taken 
March 1, 1940; (3) normal rabbit serum; 
(4) normal human serum. 


elimination of nonspecific reactions, however 
constitutes an important advantage. 

The first patient, A. K., whom we had the 
opportunity to examine, gave the following 
history: The patient ate roast pork on Feb- 
ruary 10, 1940. She stated that she might 
have eaten a piece of rare meat. On Feb- 
ruary 14, 1940, she felt weak and had fre- 
quent bowel movements. She suffered in- 
termittent cramplike pains in the lower 
part of the abdomen but had no tenes- 
mus. From then until February 17, 1940 
these symptoms continued. On the fourth 
day after onset the abdominal cramps disap- 
peared but diarrhea continued. Since the 
onset of the disease, the patient’s face had 
become swollen. There was a marked con- 
junctivitis. since February 23, 1940. The 
patient perspired profusely, especially at 
night. The white blood count was 27,750 
with 48 per cent eosinophils. T. larvae were 
found in the blood sediment. An intrader- 
mal test with trichinella antigen obtained 
from the United States Public Health Serv- 
ice was positive. Muscle biopsy was done 
on February 27, 1940, and found to be posi- 
tive for trichinosis. 

The first blood specimen was obtained from 


The precipitation test was set up in the 
following way: To decreasing dilutions of 
the antigen, volume 0.05 cc., were added 0.05 
ce. of undiluted active serum. The tubes 
were shaken thoroughly and kept in the ice- 
box overnight because the serum did not show 
any definite precipitation after being kept for 
a short time at room temperature. 

The complement fixation test was done in 
the following way: Decreasing amounts of 
antigen, volume 0.1 cc., were mixed with 0.1 
cc. of diluted inactivated rabbit or human 
serum, respectively, and 0.1 cc. of a 1:20 di- 
luted guinea-pig serum. The rabbit serums 
were diluted 1:10; the human serums, 1:5. 
The tubes were kept for one hour at 37 C., 
and then 0.2 cc. of sensitized sheep cells were 
added. 

As can be seen from Table 1, rabbit serum 
No. 137 gave strong precipitation with an an- 
tigen dilution up to 1 :1)600, while the patient 
serum gave only a weak precipitation in a 
dilution up to 1:100. In contradistinction to 
that, strong positive reactions were obtained 
with both rabbit and patient serum in high 
dilutions of the antigen with the complement 
fixation test. 

The experiment given in Table 1 was one 
of the first ones carried out during the course 
of our investigations, and unboiled antigen 
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Conclusions 

Serodiagnosis of trichinosis by comple- 
nent fixation is described and its diagnostic 
ipplication evaluated. The test is sensitive 
md specific. Boiled watery extracts of dried 
larvae are used as antigen. The test can be 
carried out as a quantitative procedure, and 
the increase and decrease of the antibody 
titer can be observed over a period of time. 


We are indebted to Dr. W. H. Wright of 
the United States Public Health Service, 
Washington, D. C., for his most valuable sug- 
gestions and for material he placed at our 
disposal for our investigations. 
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Discussion 

Dr. Ward J. MacNeal, New York City — 
This problem of trichinosis is now of consider- 
able public interest. A committee of the State 
Legislature is engaged in its study with a view to 
enactment of law for protection against the para- 
site. I should like to ask Dr. Witebsky whether 
he has had opportunity to apply his diagnostic 
tests to the practical recognition of the disease in 
swine. Adequate blood specimens could doubt- 
less be obtained from the tails of these animals 


AMERICAN CONGRESS ON OBSTETRICS AND GYNECOLOGY TO MEET IN APRIL 


The general features of the program for the 
coming Congress to be held in St. Louis, Mis- 
souri, April 6 to 10, are as follows: 

The morning sessions will be divided into two 
periods, from nine-thirty to eleven, and from 
eleven to twelve. The more formal presentations 
will appear in the first period. 

Monday morning at eleven o’clock there will 
be a general “Obstetric Information Please,” 
based on the well-known quiz program and pre- 
sided over by a moderator and four experts. 
This will be repeated on Wednesday morning 
for shock and hemorrhage and on Friday for 
economics. Clinical conferences on genital in- 
fections will be held Tuesday morning at eleven 
and Thursday morning on “How Not to Treat 
Carcinoma.” During the afternoons various 
groups will present formal programs devoted 
to nursing, public health, and hospital adminis- 
tration, among which will be certain combined 
programs. 

A special feature of this Congress will be a 


daily consultation service at three-thirty. About 
fifty nationally known physicians will make 
themselves available for fifteen-minute consul- 
tations through a registration system by indi- 
vidual practitioners who may desire such advice 
in their specific problems. 

Round-table discussions will also be arranged 
by the section chairmen. 

' Practical demonstrations are scheduled in the 
scientific exhibit area on manikin deliveries, 
home-care technic, and blood transfusions. De- 
tails of programs of other sections will appear 
shortly. 

Further information is available at the Central 
Office of the Congress at 650 Rush Street, Chi- 
cago. Hotel reservations should be made di- 
rectly and at an early date. Physicians, nurses, 
public health administrators, educators, and 
hospital administrators are urged to send in their 
registration fee of $5.00. 

— George W. Kosjouc, M.D. 

Chairman, Professional Publicity 


“WALK FOR VICTORY!” 

In a resolution recently adopted the Medical 
Society of the County of Erie pledged itself to 
encourage civilians to "walk around a block a 
day” so that the nation might become physically 
“toughened” for the war effort. 

Dr, Harry C. Guess, in offering the resolution, 
cited the great use made by Germany of walking 


tours to build up civilian health. The program 
if found to be feasible, might one day become i 
national health project, he said. 

. ‘Tt ’ will help the people mentally, too, by giv 
mg them at least twenty minutes for though 
and reflection, he said. “We might use slogan: 
nice A block a day keeps the doctor away.’ ” 
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TABLE 4. — Influence of Incubation Time and 
Temperature on the Sensitivity of the Complement 
Fixation Test Using Decreasing Amounts of Anti- 
gen and a Constant Amount of Sebum Dilution 


Serum 

of 

Rabbit 
No. 150 
Infested 

Dilution of for Normal Normal 

Boiled Trichi- Three Human Rabbit Saline 

nella Antigen Months Serum Serum Control 

Part 1: Incubation Time, One Hour at 37 C. 
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Part 2: Inoubation Time Two Hours in Icebox, One 
Hour at 37 C. 
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Part 3: Incubation Time, Overnight in Icebox, One 
Hour at 37 C. 
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cubator for one hour; and Part 3 was kept in 
the icebox overnight and then placed in the 
incubator for one hour at 37 C. To all tubes, 
0.2 cc. of sensitized sheep cells were added. 
The first reading was taken after twenty-five 
min utes’, and the second reading after ninety 
minutes’, incubation at 37 C. _ 

The experiment shows that there is a defi- 
nite increase in sensitivity in Parts 2 and 3 
as compared with Part 1. A surplus inhibi- 
tion occurs in the higher serum concentrations 
with both rabbit and human trichinosis se- 


rums. . , 

If the order of experiment is changed and 
serial dilutions of the antigen are mixed with 
a constant amount of serum, the same in- 
crease in sensitivity is observed as shown in ex- 


periment 4, which follows. _ 

Decreasing amounts of antigen, volume 0.1 
cc were mixed with 0.1 cc. of (a) a 1:10 dilu- 
tion of rabbit serum No. 150, (b) a 1:5 dilu- 
tion of normal human serum, and (c) a 1:10 
dilution of normal rabbit serum. One-tenth 
cubic centimeter of a 1:20 dilution of gumea- 
pig serum was then added to all tubes. Par 

1 was incubated for one hour at 37 C. Part 2 


was kept in the icebox for two hours and then 
transferred to the incubator for one hour at 
37 C. Part 3 was kept overnight in the ice- 
box and then placed in the incubator for one 
hour at 37 C. To all tubes, 0.2 cc. of sen- 
sitized sheep cells were added. The results 
given in Table 4 were obtained after the con- 
trol tubes had completely cleared. The in- 
increase in sensitivity is evident from the 
preceding experiment and depends upon the 
length of incubation period to which the anti- 
gen-serum mixtures have been submitted. 


Five more cases of trichinosis were examined 
serologically during the first few months of 
1941. In 2 eases the diagnosis was confirmed 
by biopsy; in 3 cases no biopsy was per- 
formed, but clinical manifestations and his- 
tory were suggestive of trichinosis. Two of 
the cases were of special interest inasmuch as 
negative tests were obtained before antibodies 
became demonstrable in the patient s serum. 
In 1 case (U.) it took six weeks for the test to 
become positive in a serum dilution o ■ • 
The antibody titer of this patient rose tc il: wu 
ten weeks after infestation. The first posi- 
tive serum specimen with a titer of !• 
examined with decreasing amounts o an i 
gen and a constant amount of serum ddution 
(1:5). In this order of experiment the pa 
tient's serum reacted with an antigen 
tion up to 1 : 8,000. 

In order to see how the complement fixa- 
tion test for trichinosis would work as an 
breviated routine procedure m serodi g 
practice, two different methods were tnea. 
The first method consisted of mixing se 
dilutions of boiled trichinella ‘ 

constant serum dilution, inese » 

consisted of mixing decreasing an “ . 0 f 

serum dilution with a constant amount ^ 

trichinella antigen. Both methods. ^ 
be feasible and might be reco non dilu- 
the first method a 1:500 and a 1;2,0°0<W & 

tion of trichinella antigen were mLxed with 

1:5 or 1:10 dilution of inactivated 
serum; it was kept for two to , incuba to r 
the icebox and then placed 1 , , a i - 2 000 

for one hour. In the second method a 1.-,^ 
dilution of boiled trichinella antigen' ^ 

with serial dilutions of pat>ent serum, s 
i.r i.io and 1:20. The latter metnou 
preferred by us. Out of 1,000 human 
examined in this way as c ° ntr °'\ otbC oni- 
gave a definite positive reaction m both 
plement fixation and 1 precipitation .test 
serum was obtained from a hafit y 
donor who gave no history of trichinosis 
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pared with the given standard color shades, 
thus establishing the required figures. 

It is essential that the test be performed 
on many different locations on the skin of 
each individual whose acidity is examined. 
Not only the places that are affected by a der- 
matosis must be tested but also apparently 
normal parts, such as areas close to the affec- 
tion and, possibly the areas localized symmet- 
rically to the affection on the other half of 
the body. It will be seen that the figures are 
of value only when compared with the pH found 
at the sanie time on the normal skin of the tested 
individual. 

Results on Normal Skins 
Figures obtained by our method on the 
various skin regions of normals are as follows : 
face, trunk, upper and lower extremities, 
hands, and feet — pH 3.5-5.S; groins — pH 
5. 5-6., '5; between the toes — pH 5.5-6. 5; and 
in the armpit — pH 6.5-S.O. As a rule, values 
are more on the acid side on the forehead 
than on the cheeks and chin; more acid on the 
flexor surfaces of the arms and hands than on 
the extensor surfaces; more acid on the dorsal 
aspects of the feet than on the plantae. 

It is noteworthy that the pH measured by 
our technic directly on the skin is often lower 
than the pH of sweat collected from the same 
place and immediately investigated. For ex- 
ample, on the skin (forehead) we found on a 
hot day a pH of 4.9; in the sweat collected 
from the same place, a pH of 5.4. This dif- 
ference is easily explained by the fatty acids 
present in the skin which will not be drawn 
up into capillaries when collecting sweat. This 
shows why measurements have to be done on 
the skin proper when true values are to be 
obtained. 

Salient and repeated deviations are the 
effect of certain external influences. As an 
example we note a difference of the values 
found on 16 persons during hot and during 
cool weather. There has been an increase in 
acidity when the temperature is high; the 
deviation varies individually in the order of 
two units of pH — for instance, from 5.8 to 4 
This decrease of pH in hot weather cannot 
be explained merely by the increased ex- 
cretion of sweat, for it has been stated that 
the acidity decreases during a continued ex- 
cretion of sweat. To compensate for such a 
pH increase proportional evaporation is neces- 
sary, but to produce an increased acidity the 
evaporation must prevail. This appears to 
be the case on hot days. The tendency 
to a higher acidity in summer works out as a 


physiologic process of protection because 
more germs approach during the hot days. 

Another common outside influence able to 
change the pH on the skin is the use of soap. 
Our results concur with those of Hansen who 
found, normally, an increase of pH for about 
three and a half hours after washing with 
soap and water. This increase depends upon 
the quality of the soap used and upon the 
individual condition of the skin. Ordinary 
toilet soap and sapo medicatus do not usually 
cause a raise of the pH by more than 1-1.5, 
whereas sapo kalinus often effects an increase 
of 2.0. In the presence of some skin abnor- 
malities where the pH is shifted toward the 
alkaline side, the influence of soap on the pH 
is both particularly marked and prolonged. 

It follows from the foregoing that previous 
use of soap has to be considered when evalu- 
ating pH tests on the skin. The change of 
pH under the influence of soap suggests that 
the biologic buffer capacity on the skin is de- 
pendent upon the presence of the fatty acids, 
which are saponified and extracted by soap. 

The effect of soap will surely cause frequent 
temporary variations of pH. Persons to be 
tested must be instructed not to wash them- 
selves in the morning before examination. 

In a discussion of the report on the influence 
of soaps on the hands of housewives by Jor- 
don, Dolce, and Osborne, Parkhurst 12 sug- 
gested that the decrease of skin sensitivity to 
soap during summer might be explained by an 
increase of free perspiration. Parkhurst 
quoted Hansen who had found that the time 
of alkalinization on the forearm after washing 
with soap was reduced to one and one-half 
hours when the person was perspiring freely. 
This is in agreement with our findings. The 
decrease of pH during the hot season explains 
the improved tolerance to soap in summer. 

Results on Diseased Skin 

Patients with various dermatoses have been 
examined by our method — namely, 16 cases 
of eczema, 8 cases of hyperhidrosis, 12 cases 
of dyshidrosis, 12 cases of superficial my- 
cosis, 1 case of pityriasis rosea, 6 cases of psori- 
asis, 1 case of myxedema, 2 cases of senile 
atrophy, and 1 case of rosacea. 

Generally, pH is higher on inflamed areas 
than on the normal skin of the same individual. 
This may be caused to a large extent by the 
lack of perspiration from the degenerated or 

blocked” parts of the epithelium. However, 
by a closer analysis of our findings, additional 
factors able to modify the acidity on the 
skin came to light. 



THE ACIDITY ON THE SUREACE OF THE SKIN 

Eugene Traugott Bernstein, M.D., and Franz Herrmann, M.D., New York City 


S HAHLIT and Sclieer 1 demonstrated an 
acid reaction (pH 5.5) on the surface of 
the human skin. This observation has been 
confirmed and supplemented by a number 
of other authors 2a,2b ’ 6d who have improved 
the methods. 

The acidity depends chiefly on the quality 
of the sweat. Areas where free perspiration 
is possible were found to be more acid than 
locations where evaporation is slower. Thus, 
on forehead, breast, and “free” surface of the 
extremities, pH values of from 4. 5-5.5 were 
reported, whereas pH values of from 6.0- 
7.0 were measured in the groins and between 
the toes. The mainly apocrine sweat in the 
armpit is still more alkaline (pH 6.1-8. 1). 
Schade and Marchionini 2 ' 1 ' 21 ’ point out that 
the high acidity in the areas of free perspira- 
tion is due to concentration of fatty acids. 
Lowering of evaporation favors increase of 
alkalinity by decomposition of hydrated kera- 
tin. 

The presence of certain acids (acetic, pro- 
pionic, caproic, caprylic, lactic, and ascorbic 
acids) is a natural protection against parasitic 
invasions. An abnormally high pH means 
a breakdown of the physiologic “acid coat 
of the integument; it provides a condition 5 * 
favorable for the growing of several patho- 
genic germs — for example, of fungi. A num- 
ber of dermatoses, particularly those caused 
by fungi, can indeed be cured by restoring 
the acidity of the skin — systematic stimula- 
tion of perspiration in a sweating box followed 
by a thorough evaporation , 4 

The electrometric method of pH deter- 
mination gives the most exact figures and 
allows the measurement directly, on the skin 
surface; thus, examination of circumscribed 
areas is possible, whereas other methods re- 
quire a collection of sweat so that the area of 
investigation cannot be exactly limited. 
However, the potentiometric methods are 
rather delicate and the apparatus is rather 

expensive. 213 ' 6,7 . 

Several tests with pH indicator solutions 
have been used (first by Sharlit and Scheer 1 
then by Memmesheimer, 9 Hansen, 10 Scholtz, 


0 ,rsK»“5 was 


and others). This procedure engenders the 
use of three different indicators. The test is, 
therefore, performed on a comparatively large 
area that may fail to possess a uniform acidity. 
Besides the technical inconvenience of using 
several indicator solutions, this method also 
lacks a satisfactory basis of comparing the 
color shade obtained, for the shade of the un- 
derground — namely, of the skin varies in 

itself. , 

The so-called foil colorimeter also proved 
to be inaccurate for our purpose because o 
the membrane “error” and of the. necessity 
of obtaining a sufficient sweat excretion, ur 
thermore, all kinds of absorbent papers, such 
as purified filter papers, were found to be de- 
ceptive when they were used to absorb e 
test fluid that was colored by an indicator. 
The shades obtained in the absorbent paper, 
compared with pH standard shades, in ica 
too acid figures. 


A Simplified Method for Measuring 
skin Acidity 

This situation caused us to look for a sijn- 
ffified method of measuring skin acid), 
vhich is as follows: The Stanscien um« - 
ndicator with a pH range between U 1 
ieen selected. This indicator is dr0 PP“ 
he skin under strictly comparable con f‘‘ l ! 
s recovered in capillaries, and is co 
vith the given standard of e°l° rs - cy , 

:edure gives figures of sufficient 1 

rhus, one of the two errors referredtj|i 
1. I. Blank has been overcome,, the d 
if evaluating the colors on the skin. -.j z j n g 
lifficulty, the possible interference, of - d ^ 
>r reducing substances, still rema ’ ta nce 
lossibility has not proved to be .° f ®P ence3 
or our purpose because only nude 
lave been considered to be sigm can • ^ 

The technic in detail is as folk • js 
[rop of wide range indicator . t ; 0D . 

Iropped by pipet on the se ec e ^ 
[he size of the drop should be kept 
nd should be stirred with equalized. 
ods for five seconds each time I 
,tely after this performance of tlie ^ 

he test is drawn up into a capd ary- ^ 
ulting color of fluid in the capillary 

* A complete set with oil utensils ^“^pp^Corp- 
, obtainable at the Standard Sc.enffic Suppo 


436 


March 1, 1942] 


ACIDITY OF TEE SKIN 


439 


Case S. — G, R., aged 19, is a slovenly youth 
with dirty skin. He has diffuse dermatitis on 
his hands and feet and in the groins. There is a 
strong fetor from the feet. 


Noninfectcd Anas: 



pH 


pH 

Forehead 

6.0 

Hands 


Cheeks 

5.S 

Dorsal 

5.9 

Breast 

5.8 

Volar 

5.9 

Back 

6.0 

Feet 


Forearms 

6.5 

Dorsal 

6.0 


Plantar 

6.3 



Toes 

6.9-7 . 1 

Inflamed Areas: 


pH 

pH 

Distal Forearms 

6.5 Groins 

6.3 

Fingertips 


6.5 Toes 

6.3 


Dorsal 

Case 3. — G. Ch., 

a boy aged 6, has a s 


diffuse redness and inflammation on both feet, 
preponderantly in the spaces between the toes. 
He also has flat feet and fetor. His toes are 
closely pressed together, particularly the third 


and fourth ones. 




pH 


pH 

Forehead 

4.0 Groin 

5.0 

Breast 

5.0 Lower legs 


Axillae 

6.0 

Dorsal 

4.0 

Handa 


Flexor 

4.0 

Dorsal 

5.0 Feet 


Volar 

5.5 

Dorsal 

4.0 


Plantar 

6.0 

Affected Areas: 

Toes (between — 

pH 



on both feet) 




lst-2nd 

7.0 



2nd-3rd 

6.5 



3rd— 4th 

8.5 


Areas Not Visibly Affected: 

pH 



Toe3 (between) 



4th-5th 

9.0 



Case 4. — A. K-, a lawyer aged 41, habitually 
carries a heavy brief case. He has a circum- 
script parakeratotic dermatitis in the center of 
both volae manus, a slight erythema on the 
dorsum of both feet, a symmetric scaly inflam- 
mation between the third and fourth and fourth 
and fifth toes, and a localized dyshidrosis (plus 
epidermophytosis between some toes). 


Forehead 

Breast 

Forearms 

Hands (unaffected) 
Dorsal 

Volar (close to 
affected area) 
Hands (affected — cen- 
ter of vola manus) 
Axillae 


pH 


pH 

4.2 

Feet 


5.8 

Dorsal (ery- 


4.8 

thema) 

Toes (epidermo- 

5.9 

5.9 

phytosis — be- 
tween) 

7.0 

6.4 

lst-2nd 


2nd-3rd 

6.5 

7.5 

3rd-4th 

7.6 

7.0 

4th— 5th 

6.4 


Evidently, dyshidrosis is characterized (and 
defined) by a marked lack of acidity. 

One might raise the objection that the fig- 
ures as well as the clinical aspect resemble 
eczema so much that a separation of the con- 
ditions is not justified. "We must, however, 
consider that the increase in pH of dyshidrotic 
persons may be present persistently without 


the interference of any dermatitis. A large 
part of the cases displays the characteristic 
disagreeable fetor due to the decomposition 
of sweat and the maceration of keratin, often 
associated with opaque hydration, desqua- 
mation, or reactive tylosis. If dermatitis is 
superimposed, it appears with the well-known 
blisters or with the characteristic red and soft 
plaques forming superficial lamellae, pre- 
ponderantly localized on the volar aspects and 
in the intertriginous spaces of hands and feet. 
The pH is increased particularly in these 
spaces often giving frankly alkaline values, 
as a rule, considerably higher than in true 
eczema. Naturally, it remains a matter of sub- 
jective classification whether or not one sub- 
sumes the dyshidrotic condition under eczema, 
too, but we consider a separation as indicated, 
because differentiation from eczema (and from 
the fungous diseases) is possible when con- 
sidering the origin, the acidometric findings, 
and the clinical picture. 

We enumerate once more the different pos- 
sibilities that may cause dyshidrosis: 

1. Low acidity of sweat from constitu- 
tional reasons— idiopathic or primary dyshi- 
drosis (Case 1). 

2. Secondary decomposition due to ex- 
ternal influences. The most common causes 
of this shift toward the alkaline direction are 
dust or neglect of cleanliness (Case 2). 

3. Decomposition with the consecutive 
lack of acidity due to insufficient evaporation: 
(a) from reason of anatomy, as between toes 
of certain individuals, in persons with flat 
feet, etc. (Case 3); (b) mechanically, by ex- 
ternal covering or pressure, as when habitually 
carrying loads (Case 4), trusses, or prostheses. 

Marchionini's conception of the nature of 
“bromidrosis” would make it come under 
(3a), but we disagree with his presumption 
that an increased perspiration, hyperhidrosis, 
is important for the development of this con- 
dition. It is obvious that the possibilities (2) 
and (3) occur more readily in persons with 
primary dyshidrosis (1) than in normals. But 
whether these changes appear in combination 
or single, whether they are associated with 
hypersecretion of sweat or not, they always 
represent one well-characterized condition that 
can be verified by pH determination. 

According to Marchionini's experiments, 
the decomposing influence of some staphyl- 
ococci — Bacillus graveolens, Bacillus foeti- 
dus, etc. — plays probably an important part 
for the increase in pH in dyshidrosis, par- 
ticularly in conditions (2) and (3). 

Dyshidrosis provides a disposition to fun- 
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Our findings in eczema agree with those re- 
ported before by Levin and Silvers. 3 We 
note a moderate increase of pH on acute erup- 
tions, a more marked one on subacute and 
chronic affections, and an outspoken one on 
the base of such fissures as often occur in 
chronic infiltrations. The inflamma tory exu- 
date plays a role in this reduction of acidity. 

In our 16 eczema cases, which all have shown 
similar results, we found that the normal 
acidity is reduced not only on the affected areas 
but also on the seemingly unaffected surround- 
ing, and even on far distant, parts. The de- 
viation from the normal is lessened in sites 
distant from the affected areas. These results 
raised the question as to whether or not the 
increase in pH of the “normal" areas is a dis- 
tant effect of the eczema or the consequence of 
an unavoidable lack of cleanliness or whether 
it precedes the affection for some reason, 
thus creating a disposition for the affection. 
All three possibilities have to be considered. 
The pH change is most marked in the advance 
stages of fresh eruptions even when the gen- 
eral status improves. The figures do not 
return to normal until some time after the 
disappearance of the visible manifestations of 
the disease. This observation is in accord- 
ance with the histochemical experience that a 
previously eczematous tissue may remain al- 
kaline for a rather long time (three weeks) 
after the process has cleared up clinically 
(Gans 13 ). 

In 2 cases we had an opportunity to observe 
the skin pH of eczema patients under the in- 
fluence of alkali — in 1 case, after a bath with 
sodium bicarbonate; in the other case, re- 
peatedly after washing with water and sapo 
medicatus. The pH of the seemingly normal 
skin in the former case went up* (to 8.5 on the 
lower legs) and did not return to the original 
values (6.5) until twenty-four hours after the 
bath. In the latter case the pH increased 
(to 7,2 on the dorsum of the hands) and did 
not return to “normal” (4.5) until ten hours 
after washing. These findings indicate a par- 
ticular lack of fatty acids (see above) in ec- 
zema. We thus supplement Hansen’s findings 
that in eczema positive patch test reactions 
with soap are rather “an expression for the 
reduction of the buffer value of the skin.". 

In hyperhidrotic conditions we find just 
what one would expect: The reaction, ex- 
cept the one in the axilla, is acid (3.2-5.5), 
somewhat, but does not excessively deviate 
from the normal average toward the acid 
side On inflamed areas these figures are of 
the same order, thus suggesting that the 


dermatosis is due to an excess of sweat- The 
abnormality is obviously not qualitative but 
is a quantitative one only. In 2 cases of re- 
tention of abundantly excreted sweat with a 
consecutive formation of vesicles (miliaria 
crystallina), the liquid contents have shown 
the same figures as the surrounding skin. The 
pH figures obtained in those vesicles are not 
excessively low, i.e., not lower than if there 
would have been no efflorescences at all. Our 
findings agree with those of Marchionini, who 
also had such an acid reaction in the vesicles 
of this type. 

The classic condition due to hyperhidrosis 
is the formation of grouped vesicles as de- 
scribed by T. Fox 1 * (dyshidrosis). But hyper- 
hidrosis does by no means lead regularly to 
inflammatory changes; nor are such changes, 
if they appear, bound to be vesicular and to 
be localized on the hands or feet. They may 
be mieropapulous and may involve any are3 
without demarcation. Thus, they may not 
differ from eczema except in the lack of the in- 
crease in pH. 

The other one of the two most frequent con- 
ditions which may resemble a dermatosis 
merely due to hyperhidrosis is dyshidrotic 
inflamm ation. Dyshidrosis like hyperhidrosis 
is not necessarily conducive to inflammation. 
The fundamental difference between hyper- 
hidrosis and dyshidrosis is to be seen in the 
merely quantitative nature of the former, 
and the qualitative abnormality present m 
the latter. Dyshidrosis can be associated wit 
an increased excretion of sweat, but this is no 
the rule. These differentiations are justihe 
by our results. All of the 12 cases of our group 
show remarkably high pH figures. These are 
found in some persons all over the body, m 
others, only locally, frequently on the fee , 
on the hands and feet, between the toes, e c. 
Four examples follow to illustrate the p ®" 
nomenon. 


Case Reports 

Case l.—G. H. A., a man aged 37, has no 
hypersecretion of sweat but does have dy s 
sis as indicated by the figures. below.. He nas* 
tendency to acquire dermatitis, particular) 


the hands and feet. 


Forehead 

pH 
' 6.0 

Cheeks 

6.1 

Chin 

5.9 

Breast 

6.2 

Abdomen 

6.5 

Axillae 

8.0 

Forearms 

6.0 

Hands 

Dorsal 

6.3 

Volar 

6.5 


Feet 

Dorsal 
Plantar 
Toes (be- 
tween) 
lst-2nd 
2nd-3rd 
3rd-4th 
4th-5th 


pH 


5.5 

7.2 


7.0 

7.2 

7.2 

7.5 
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Normal Areas: 

pH 


pH 

Forehead 

5.0 

Forearms 


Face 

5.0 

Volar 

5.4 

Breast 

5.3 



Affected Areas: 

pH 


pH 

Skull 

5.0 

Breast 

4.0 

Face 

5.0 

Elbows 

3.S 

Case 8. — Y. B 

a man 

aged 59, has had ; 

iasis for three months. 



Normal Areas: 

pH 


pH 

Forehead 

5.4 

Thighs 


Breast 

5.3 

Dorsal 

6.1 



Knees 


Forearms 


Dorsal 

5.0 

Dorsal 

5.3 



Hands 




Dorsal 

5.1 



Affected Areas ( Thick Scales): 




pH 


pH 

Breast 

5.8 

Thighs 


Forearms 


Dorsal 

6.4 

Dorsal 

6.3 

Knees 


Hands 


Dorsal 

6.2 

Dorsal 

5.1 




Possibly the increased pH on the plaques of 
the second type is explained by the lack of a 
normally perspiring epithelium. The excessive 
para- and hyperkeratosis might have con- 
cealed the physiologic acid formation, as well 
as other changes in pH, in the deeper layers of 
psoriatic plaques. 

Conditions with deficiency of eccrine sweat 
secretion have proved to be associated with a 
lack of skin acidity. Thus, the normally acidi- 
fying factor has been found missing in myxe- 
dema and in atrophic conditions, such as in 
senile atrophy. Accordingly, pH values have 
been found in the following 2 cases: 

Case Reports 

Case 9. — I. H., a woman aged 60, has had 
myxedema for one year. 



pH 

pH (Nine and One- 
Half Hours After 
a Bath with Soap) 

Forehead 

6.2 

6.5 

Forearms 

Dorsal 

6.3 

6.9 

Flexor 

6.3 

6.9 

Hands 

Dorsal 

6.3 

6.9 

Volar 

6.3 

7.0 

Breast 

6.3 

6.5 

Back 

6.3 

8.0 

Abdomen 

6.3 

6.5 

Axillae 

6.5 

7.0 


Case 10. — G. H., a man aged 68, has had atro- 
phia senilis. 


Forehead 

PH 

5.8 

Hands 

pH 

Nose 

6.2 

Dorsal 

6.1 

Cheeks 

5.8 

Volar 

6.1 


In the case of myxedema, again the defi- 
ciency in fatty acids finds its expression in the 
fact that the figures have not returned to 


normal nine and one-half hours after the use 
of soap. 


Summary 

I. (a) A convenient method of testing the 
acidity on the skin is described, using a uni- 
versal indicator and capillaries. 

(b) Additional evidence is given that the 
acidity on the normal skin is increased dur- 
ing hot days, that the skin is alkalized by 
washing with soap, and that the reduced 
tendency to soap dermatitis in summer can 
be e.xplained by the increase in (free) perspira- 
tion. 


II. (a) In eczema the pH in the affected 
region is moderately higher than on the normal 
s kin of the same individual. This change 
becomes manifest not only on the affected 
places themselves but also, to a less degree, 
on the normal surrounding region and on fur- 
ther distant areas. This change remains for 
some time after an apparent cure. 

(b) Hyperhidrosis shows pH values that are 
either normal or on the acid side. These per- 
sist on hyperliidrotic, inflammatory areas. 

(c) Dyshidrosis is characterized by a lack 
of acidity. This lack can be either (1) pri- 
mary, idiopathic and generalized (most 
marked in intertriginous places, as in the 
spaces between the toes); or (2) secondary, 
caused by external factors, as uncleanliness, 
dust, etc.; or (3) localized on places with re- 
duced evaporation due to anatomic peculiari- 
ties; or (4) circumscript, due to mechanical 
factors from outside. 

(d) In intertriginous mycoses the figures 
are similar to those in eczema. A presence of 
fungi may be indicated by the finding of an 
“inner” area of lower pH within a surrounding 
zone of mere dyshidrosis which has a higher 
pH. 

(e) The normal acidity is reduced when 
formation of compact scales, atrophy, or 
other degenerative alterations prevent the 


skin from imbibition with sweat; for example, 
myxedema and senile atrophy show low figures 
all over the body. 
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gous infection. Growth of fungi is favored 
by the lack of fungicidal acids (Peck, el al* b ), 
as well as by a secondary increase of moisture, 
i.e., hydration of the keratin. It is, there- 
fore, easily understood why ringworm infec- 
tions are found with preference in intertrigi- 
nous spaces, the axillae, the groins, between 
the toes, etc., and why dyshidrosis increases 
the susceptibility for these infections. 

There is, however, restriction of fungous 
growth on the alkaline side, too. Marchi- 
onini found the pH on mycotic efflorescences 
near to the neutral point in contrast to both 
the alkaline figures in dyshidrotic dermatitis 
and to the acidity found in vesicles due to pure 
hypersecretion of sweat. 

Although our own material does not yet 
allow definite conclusions, we can state that 
on the plaques of 10 cases of various primary 
mycoses (8 cases of epidermophytoses, 1 of 
which was associated with vesicular epider- 
mophytid on hands and feet, and 2 cases of 
trichophytoses) pH was found to range be- 
tween 6.3 and 7.5. These figures confirm 
Marchionini’s 5 and Levin’s and Silvers’ 
findings 3 and to a certain extent (see below) 
Marchionini's suppositions. The figures show 
a deviation from those of the corresponding 
normal skin toward the alkaline. But their 
rather wide range causes difficulties in a dif- 
ferential diagnostic evaluation, and eczema, 
as well as dyshidrosis, can give similar figures. 
One peculiarity, however, characterizes the 
presence of fungi. It has been seen in 4 out 
of our 10 mycotic cases, all of which have been 
epidermophytoses, 1 localized on the hands 
and 3 in between the toes. Two examples 
follow. 


Case Reports 

Case 5— Dr. H. S. T„ a man aged 42, has dys- 
hidrosis and epidermophytosis. 


Normal Skin: 


Hands and Finger 
Volar 
Dorsal 


pH 

7.3 

7.0 


Affection, Mainly in Interdigitol Spaces: pH 6.3 

Case 6. — J. I., a man aged 24, has dyshidrosis 
and epidermophytosis. 


pH 


s.o 

s.o 


7.8 

8.5 



pH 

Toea (affected 


areas — between) 

6.5 

3rd-4th 

■Ath-oth 

7.0 


Feet (unaffected 
areas) 

Dorsal 
Plantar 

Toes (unaffected 
areas — ■between) 
lst-2nd 
2nd-3rd 

On the affected areas we see more acid fig- 
ures than in the normal areas, i.e., nonmflamed 


surrounding regions. There is, therefore, a 
possibility of a differentiation if inflamed 
plaques show a lower pH, mostly near the 
neutral point, within a dyshidrotic area that 
has a high pH. According to the experi- 
ments of Peck, et al., %h we may presume that 
this phenomenon is due to the ability of fungi 
to produce their own pH optimum. 

An exception among the mycoses seems to 
exist in pityriasis versicolor, for in 2 cases 
we have obtained repeatedly acid figures not 
differing from the pH of the normal surround- 
ing region (breast: in 1 case, 5.3; in the other 
ease, 4.5). Mierosporon furfur is obviously 
less susceptible to (the fungicide) acids than 
other fungi. Thus, the localization of pityri- 
asis versicolor on the freely perspiring sur- 
faces may be explained. In 1 case of pityriasis 
rosea we did not find any marked pH devia 


tion on the lesions. . ,. 

A review of the pH variations in con 
tions that may present equal or similar clini- 
cal features allows the following conclusions. 
The pH compared with the figures 
normal skin of the same individual is. U 
moderately increased in eczema, 2) unchangai 
or reduced in hyperhidrosis, (3) strong)' 
creased in dyshidrosis, (4) moderate y 
markably increased in mycosis-a rate cn 
acteristic for fungous infection results . , L. 
the areas show a lower pH than dy 
surroundings. It is evident that thm jhffer 
entiation will be of importance for diag ! 

In order to establish the practical value s of tne 
pH test in differential diagnosis, hmvfwer, 
more extended experience is needed J 
particular value for insurance cases wifi oe 

^hetTrofpsoriasis tested have shown 
divergent findings. In 4 patient ; the fig^es 
on the plaques have been the same « ^ 
acid than on the normal skin. lac t 

differ clinically from the other 2 by tQ 
of excessive desquamation, par y ^ 
prior treatment, even though form . 

discontinued some time before ^ in 

mee of the test. An mcreased acidity ^ 
igreement with the findings . .. coa . 
others who proved, histoGheimca y Qa 
liderable acidity within Pf ona 0 tlC q ^ th ' e p H 
die thick scales of the other 2 cases, t P 







STy”, . mm «ed 41, ta tad 
s for twenty-three years. 



Therapeutics 


CONFERENCES ON THERAPY 


'-THESE are stenographic reports, slightly edited, of conferences by the members of the 
Departments of Pharmacology and of Medicine of Cornell University Medical College 
and the New York Hospital, with collaboration of other departments and institutions. 
The questions and discussions involve participation by members of the staff of the col- 
lege and hospital, students, and visitors. The nest report will appear in the April 1 
issue and will concern “Treatment of Pulmonary Tuberculosis from the Standpoint 
of the General Practitioner.” 


Treatment of Some ] 

Ds. Wilson G. Smillie: The subject of 
the conference today is the treatment of the 
co mm on parasitic infections of the intestinal 
tract. This will include not only treatment 
of the intestinal worms but also of amebic 
dysentery. 

The discussion will be opened by Dr. 
Mackie, who will consider the clinical signifi- 
cance of the helminthic infestations. 

Helminthic Infestations 
Dr. Thomas T. Mackie: I shall not at- 
tempt to discuss the use of the anthelmintic 
drugs but shall refer briefly to the indications 
for therapy presented by the various helmin- 
thic parasites. 

The worm infections of man may be di- 
vided into two principal groups: the flatworms 
or cestodes and the roundworms or nema- 
todes. 

Of the flatworms there is only one that is 
really pathogenic for man — the pork-tape- 
worm, Taenia solium. Fortunately, it is 
rare in the United States. This parasite is 
dangerous to man because under certain cir- 
cumstances man may become the intermediate 
host and harbor, in consequence, the larval 
form of the worm, the Cysticercus cellulosae. 
The adult tapeworm inhabiting the intestinal 
tract does not of itself produce disease. Un- 
der conditions of reverse peristalsis, mature 
proglottides or ova may be regurgitated into 
the stomach, and the action of the digestive 
juices liberate the contained embryos. These 
penetrate the mucosa of the stomach or the 
upper part of the small intestine, enter the 
blood stream, and are carried to various 
organs, particularly the brain, where they 
localize and undergo atypical development. 
The resulting cyst, the C. cellulosae, pro- 
duces the pathologic picture of a slowly ex- 
panding tumor to which the clinical designa- 
tion cysticercosis is given. 


itestinal Infestations 

The normal intermediate host of the pork- 
tapeworm is the pig. Man becomes infected 
by the ingestion of undercooked pork. For- 
tunately, this parasite is rare, but the grave 
sequelae attendant on man’s accidental func- 
tion as an intermediate host render important 
the recognition and treatment of T. solium 
infestation. 

The common tapeworm of man is the Taenia 
saginata or beef-tapeworm. The human 
cannot function as an intermediate host for 
this parasite and, consequently, harbors only 
the adult worm, which is acquired by inges- 
tion of raw or too rare infected beef. Apart 
from symptoms resulting from the mechanical 
action in the intestine, particularly when 
more than one parasite is present, the T. sag- 
inata does not produce disease in the host. 
The indications for treatment, therefore, are 
not imperative. 

The fish-tapeworm, Diphyllobothrium 
latum, has an interesting life cycle and 
medical history. In addition to man, the 
list of definitive hosts includes a number of 
fish-eating mammals. It is endemic in 
Northern Europe and is not uncommon in 
the northwestern part of the central United 
States. The ova excreted in the stool of the 
definitive host release the contained embryo 
in fresh water. They then parasitize a water 
insect, cyclops, within which they undergo 
partial development. Certain fresh water 
fish ingest the cyclops, the larval worms un- 
dergo further development in the muscula- 
ture of the fish, and man becomes infected by 
eating the raw or poorly cooked meat of the 
fish. The adult worm then develops in the 
intestinal tract of man. 

Historically, the fish-tapeworm is of some 
interest since, prior to the elaboration of the 
mechanism of pernicious anemia, infestation 
by this parasite was believed to be a cause of 
macrocytic ane mi a. This concept has been 
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Discussion 

Dr. Herman Sharlit, New York City— This 
report carrying on the recorded interest of Her- 
mann and coworkers in the “mass” character 


of the chemistry on the skin surface is corrobora- 
tive of most of the work already recorded in this 
field. However, the technic of the use of an 
universal indicator recoverable after applica- 
tion to the skin in capillary tubes for reading is 
ingenious and simple. 

Unquestionably, the readings are most in- 
fluenced by the imperceptible perspiration pres- 
ent at the site of testing, though definitely af- 
fected by sebaceous matter and protein detritus. 
There is yet to be established a meaningful ap- 
plication of studies such as these in clinical 
dermatology. 

However, more and more correlations such as 
are presented in this report may eventually 
lead to clinically usable data. At any rate, the 
simplicity of their technic should serve to en- 
courage others to similar interests. 


WINTER DRIVING 

The National Safety Council’s Committee lists 
nine specific winter traffic problems and makes the 
following definite suggestions to traffic authori- 
ties and drivers on how to offset these added 
hazards of winter driving. 

1. Reduced speeds and the use of tire chains 
when roads are slippery will help keep 
traffic delays and accidents at a mini- 
mum, particularly on secondary roads. 
Chains reduce the distance required to 
stop after brakes are applied on snow or 
ice by 40 to 50 per cent, as compared with 
bare tires. 

2. Street and highway departments should 
improve secondary roads to facilitate snow 
plowing. Shoulders may need widening. 
Sharp turns, dips and other hazardous 
spots should be eliminated if possible. 

3. New points of accident concentration or 
traffic congestion should receive effective 
snow and ice removal or treatment. 


4. Drivers should check weather and road 

conditions before starting trips and post- 
pone or interrupt trips when heavy snow- 
storms or fogs occur. , 

5. Reduce speeds at night. Use proper heM- 

light beam — lower beam in snoiv storms 
and in fog, unless vehicle is equipped 
with fog lights. . , , . 

6. A traffic safety educational appeal shown 

be made to drivers in every comm unit), 
warning them of the greater skill requir 
for safe driving in winter. . 

7. Owners should have their vehicles 
spected periodically for safe brakes, win 
shield wipers, lights, tires, etc. m sno 
storms and fog, light beams aimed 
high are reflected and blind the driver. 

8. Commercial vehicle operators s , ou r _ 
low more time for regular routes than 
ing the summer. 


PSYCHIATRISTS ORGANIZE TO TREAT 

A group of psychiatrists in New York City, 
with temporary headquarters at the Payne 
Whitney Clinic of New York Hospital, has 
formed a committee to prevent and treat mental 
disorders in children affected by air raids or 
other war upsets. The name — The New York 
Society for Child Psychiatry — has been tenta- 
tively adopted. 

Dr. Lauretta Bender, senior psychiatrist at 
Bellevue Hospital, is the chairman. Another 
member of the organizing committee is Dr. J. 
Louise Despert, research associate in psychiatry 
at Cornell University Medical College, who ex- 
plained the proposed work of the group. 


WAR FEAR IN CHILDREN , 

At present there is no provision for specw i® 
scientific handling of the problems o P 
among children in case of air raids or s 
evacuation. The psychiatrists will °“ e j r„ nse 
services to the Red Cross, the civilian a , 
authorities, city health and education a P 
ments and to other agencies that would be 
for children in emergencies. They wilt 
offer instruction in how to prevent panic am 
children to air-raid wardens, nurses, tea 
and others. Another part of the organizat 
volunteer work would be with the emerg 
medical units. The program also cans, to 
increase in psychiatric research among cnma 
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that hexylresorcinol is the drug of choice. 
Its great advantage is its safety. The chief 
limitation to its widespread use is its high 
cost. Oil of chenopodium, or its active prin- 
ciple ascaridol, is the most effective agent 
against ascaris, hut the margin of safety is 
small. We have recently been reminded of 
this fact by newspaper reports of the death 
of a child given four times the usual thera- 
peutic dose of chenopodium. Toxicity can 
be quite considerably reduced by administer- 
ing chenopodium in castor oil. Carbon 
tetrachloride is probably the most effective 
agent for hookworm, but as we have said, it is 
a dangerous drug. Tetrachlorethylene, in 
adequate dosage, is probably as effective, 
or nearly as effective, as carbon tetrachloride 
against hookworm and is less toxic. The 
importance of iron administration in the treat- 
ment of hookworm was also discussed. The 
removal of the worms will not cure the anemia 
of hookworm, unless large amounts of iron are 
made available. In the treatment of pin- 
worm infestation, which has been considered 
one of the most difficult of the intestinal worms 
to eradicate, not only must a vermifuge be 
employed but also strict attention must be 
paid to general hygiene. 

In what way should we now modify these 
statements of about three years ago? 

In the first place, during the past few years 
progress has been made in the therapy of oxy- 
uris or pinworm infestation. Heretofore, it 
has been found difficult to cure this infection 
by the usual methods of treatment which are 
based on a single dose of the anthelmintic. 
Frequently, repeated doses of the vermifuges 
available heretofore cannot be given with 
safety. The reasons for the failure of the 
single-dose treatment of pinworm infection 
have been clarified by the recent studies of 
Nolan and Reardon on the distribution of the 
ova of this parasite in household dust in 
homes where the family as a whole is in- 
fested. They demonstrated that this may 
he an air-borne infection. For instance, 
viable pinworm ova were recovered from 
nearly all dust samples obtained from every 
room in the house and from all levels — from 
top moldings of doorways and from ceiling 
lights — to which the ova could be transported 
only by air currents. Since living embryos 
were hatched from a considerable proportion 
of the ova recovered, it seems certain that pin- 
worm infection can be acquired by inhalation 
of such dust. This might explain the per- 
sistence of pinworm infection in some adults 
who pay great attention to doctor’s orders 


and to personal cleanliness and in whom re- 
infection by the usually recognized means 
seems unlikely. 

The likelihood of reinfection by inhalation 
of ova is an indication for a method of treat- 
ment extending over a long enough period of 
time to insure the death of all dust-borne ova. 
This apparently will take place during the 
course of a few days. 

The repeated administration of gentian 
violet seems to satisfy these requirements. 
It has proved to be the most successful method 
of treatment of pinworm infestation yet de- 
vised. It was shown by Wright and Brady, 
and more recently by P ’Antoni and Sawitz, 
that this method will cure about 90 per cent 
of these cases. Gentian violet is given 
orally in enteric-coated tablets. Several 
schemes of dosage have been employed — 
namely, 1 grain three times a day by mouth 
for eight days, followed by a seven-day rest 
period and then a similar course for eight 
days, making a total period of twenty-one 
days; or 1 grain three times daily for four 
five-day courses with a three-day rest period 
between each, making a total period of treat- 
ment of twenty-nine days; or s / 2 grain three 
times a day continually for thirty-five days; 
or 1 grain three times daily for ten consecu- 
tive days. All of these courses have yielded 
about the same percentage of cures. A satis- 
factory plan is to administer V» grain three 
times a day for a couple of w r eeks, or a little 
longer if the patient will tolerate it, or to give 
I grain three times a day for a ten-day period 
provided toxic effects do not result. If toxic 
.effects appear, the dose may he reduced or 
omitted for a day or two and then treatment 
resumed. 

Gentian violet causes symptoms o! gastro- 
intestinal irritation. Quite frequently, it 
causes nausea, vomiting, or diarrhea. In 
most of the cases this does not seem to inter- 
fere much with the treatment, and serious 
toxic effects have not been noted. However, 
the drug has not been given to individuals 
with heavy ascaris infestation or with cardiac, 
renal, or hepatic disease, so we do not know 
how toxic it might be to such patients. 

Since our last conference one of the signifi- 
cant advances in connection with anthelmin- 
tics is the clear-cut demonstration in nnimaH 
that a specific acquired immunity to nema- 
tode infections may develop. Cort and Otto 
have recently reported that dogs subjected 
to repeated infections with small numbers of 
hookworms were not made ill by subsequent 
test inoculations with enormous numbers of 
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disproved, and it is now known that the ef- 
fects of the fish-tapeworm upon man are 
limited to the mechanical effects in the intes- 
tinal tract. Various investigators have de- 
liberately infected themselves with the di- 
phyllobothrium and harbored the parasite 
for several years without untoward effects. 

The second group, the roundworms, are 
more important from the standpoint of patho- 
genicity. Of these, the Ascaris lumbricoides 
is one of the commonest. Infestation is ac- 
quired by the ingestion of food or water con- 
taminated by human excreta and containing 
mature ova. This parasite inhabits the small 
intestine and in the presence of heavy infesta- 
tion, especially in children, may produce in- 
testinal obstruction. The ascarides, like- 
wise, may migrate into the common bile duct, 
the stomach, and even up the esophagus into 
the nose or paranasal sinuses. Probably all 
of you have seen the adults of this species. 
It is obvious from their size that their pres- 
ence in considerable numbers may cause 
mechanical effects. This is their sole mode 
of action. 

More important is the hookworm. It is un- 
questionably related to much physical and 
sociologic backwardness in many parts of the 
world and its effects have been notorious in 
certain parts of our southern states. 

Under suitable conditions of soil and cli- 
mate, the ova contained within human feces 
release an embryo which, after a period of 
free existence, develops the forms infective 
for man. These penetrate exposed skin and 
are carried by the blood stream to the lungs, 
whence they reach the small intestine via the 
trachea and esophagus. Here, they reach 
maturity, attach themselves to the intestinal 
mucosa, which they lacerate with cutting 
blades in the pharynx; and live literally at 
the expense of the host’s blood. Heavy in- 
festation by hookworm produces severe ane- 
mia due to chronic blood loss and causes a 
variety of gastrointestinal symptoms that 
are the reflection of mechanical irritation. 

The Trichinella spiralis should likewise 
be mentioned because the incidence of the 
disease it causes in man, trichinosis, is in- 
creasing. Pathologic examinations of human 
diaphragms have shown that the general in- 
cidence is about 10 to 15 per cent of the 
sampling of the population. The pig is the 
important intermediate host, and man ac- 
quires the infection by eating underdone pork. 

It is important to understand that meat in- 
spection cannot insure that meat is free from 
the larval infective forms. Infected meat, 


however, is rendered safe for human consump- 
tion by refrigeration at low temperatura for 
a sufficient period of time and, likewise, by 
proper cooking. When infected pork is 
eaten, the larvae contained within the meat 
are released in the host’s intestinal tract, 
burrow into the mucosa of the small intestine, 
and develop to maturity. Fertilization of 
the females occurs, and for a period of some 
two or three weeks the gravid females release 
living embryos which enter the blood stream 
and are transported throughout the body, 
localizing permanently in striated muscle. 

The clinical picture that parallels these 
stages of invasion is a varied one. During 
the stage of invasion of the intestinal mucosa 
and the stage of propagation there is apt to 
be diarrhea and abdominal pain. During 
the period of migration through the blood 
stream there may be a severe skin reaction 
with scarlatiniform rash. This is not particu- 
larly common but is striking when present. 
The electrocardiogram may show transitory 
abnormalities. The larvae finally lodge in 
striated muscle where they become encysted. 
This last stage is accompanied by muscle 
pain and tenderness, which may be trouble- 
some. However, no permanent disability 
results. . , 

Pinworm infestation may be accompanied 
by pruritus ani due to irritation of the. pen- 
anal skin which is produced by the migra 
ing females that pass out of the anal cana 
for oviposition. In young children and in 
fants heavy infections by this parasite may 
produce appendicular colic with many o e 
symptoms and signs of acute appendicitis. 

Dr. S.uillie: Some pharmacologic as 
pects of the therapy of the helminths will 
discussed by Dr. Travel! , 

Dr. Janet Travbll: May . I take a 
minutes to review what was said at our con^ 
ference on this subject about three years ago- 
In considering the drugs used for t e 
pulsion of intestinal worms, it was agree 
for tapeworms oleoresin of aspidium was 
drug of choice. Hexylresorcinol and 
chlorethylene are also useful but muc 
effective. Carbon tetrachloride is the m 3 
effective agent for flatworms, but its use 
even the ordinary therapeutic dose is at n 
by the risk of serious poisoning and ea • 
The likelihood of poisoning by carbon tet 
chloride, however, can be greatly reduce 
attention to certain precautions. 

For the roundworms— except the winpwor 
and, of course, trichinella— it was 3gr 
i J.A.M.A. 113: 410 (July 29) 193?. 
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the efficiency of the anthelmintic by removing 
any worms that may have been only tempo- 
rarily depressed by the vermifuge and which 
may subsequently recover, or to reduce the 
toxicity of the anthelmintic for the host. 
This last seems to be important. For in- 
stance, castor oil greatly reduces the toxicity 
of chenopodium. Similarly, castor oil re- 
duces the toxicity of thymol, hexylresorcinol, 
and aspidium. This is supported by experi- 
mental evidence, although contrary state- 
ments appear in the literature. 

Should the cathartic be given simultane- 
ously with, or some hours after, the vermi- 
fuge? Usually, an interval of an hour or 
more is allowed to elapse between their ad- 
ministration, the theory being that the an- 
thelmintic must be allowed time to act on the 
worms. Hall, however, has shown in dogs 
that chenopodium is as effective when castor 
oil or another purgative is given, simultane- 
ously or hours later and that santonin when 
given together with calomel is as effective as 
when it is followed hours later by the purga- 
tive. Since the main object of giving the 
purgative is to reduce toxicity, it would seem 
that this may be accomplished best by giving 
these two agents simultaneously. 

Db. Smuxie: In opening the discussion, 
I shall confine my remarks first to the ques- 
tions Dr. Travell has raised. 

Chenopodium is much less toxic if mixed 
with castor oil, but it is also less effective. 
We found this to be true in our dog and hog 
experiments, and in the worm count tests in 
humans we also found that mixing the two 
substances greatly lowered the effectiveness 
of the chenopodium. However, oil of cheno- 
podium may be extremely toxic. If, for ex- 
ample, bile is added to oil of chenopodium 
and the two substances are given in capsules 
to a dog, death will result in a short space of 
time because the drug is absorbed so rapidly. 
Thus, the advantage to be gained by mixing 
castor oil with chenopodium is that rapid ab- 
sorption of the drug is avoided, since the castor 
oil prevents rapid action on the chenopodium 
by the bile. Thi3 advantage applies especially 
to children. Severe intoxication with oil of 
chenopodium is most likely to occur in young 
children because they absorb the drug more 
rapidly than do adults. 

Oil of chenopodium is a neurotoxic sub- 
stance. The first symptoms of poisoning are 
tingling in the fingers and toes and then in 
the whole body.. There is intense headache, 
projectile vomiting, prostration, and then 
convulsions. The convulsions are purposive 


in type. In the dog they simulate running 
movements. Unconsciousness follows in five 
or six hours. Convulsions may be prolonged 
for twenty-four to forty-eight hours, and death 
will occur after many hours of agony. 

The toxicity of carbon tetrachloride is due 
to the fact that it affects the liver directly. 
Small doses may produce a fatal termination. 
The average therapeutic dose of carbon tetra- 
chloride is 3 cc. I have seen an individual 
die who received only 1 cc. of the drug. It is 
especially toxic in persons who have lately 
taken large amounts of alcohol. The cases 
of intoxication which we saw in the South 
and in Brazil were in individuals who had 
taken large amounts of alcohol just previous 
to the administration of the drug. The 
symptoms of poisoning appear in forty-eight 
hours or less and are accompanied by high 
fever and muscular pain and, shortly there- 
after, by severe pain over the liver. The 
urine is suppressed and often contains large 
amounts of blood. The picture is that of 
acute central necrosis of the liver, which may 
be rapidly fatal. 

Oxyuriasis is a family infection. If one 
finds infection in 1 individual, one should not 
treat that person only but examine all the 
members of the family. Most of them, if 
not all of them, will be infected. 

You are familiar with Hall’s newly devised 
method for the diagnosis of oxyuriasis. It 
consists simply of a small glass tube over 
which is folded a piece of cellophane the size 
of a cover glass. This is held in place with a 
rubber band. The whole is placed in a test 
tube. It is a small and convenient piece of 
equipment. The cellophane is rubbed care- 
fully about the anal folds and picks up the ova 
to a surprisingly accurate degree. The test 
tube with its contents is then sent to the 
laboratory. It may be sent by mail, and a 
delay of several days is of no consequence. 
On reaching the laboratory, the rubber band 
that holds the cellophane in place is folded 
back, with a small pair of forceps the cello- 
phane is placed on a glass slide, and when 
water is added it flattens out like a cover 
glass. A direct examination is then made 
with satisfactory results. 

When treating fa m ilies with oxyuriasis it 
is necessary to go into the general hygiene of 
the whole family in great detail. The chil- 
dren must be watched in relation to such 
things as short fingernails, and every attempt 
made to keep them from putting their un- 
washed fingers to their mouths because, of 
course, reinfection occurs largely from scratch- 
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larvae, up to 200,000, whereas practically all ence of specific immune substances in the 

the litter mate controls not previously im- blood remains to be demonstrated. How- 

munized were killed by the test infection, ever, we have no reason to believe that the 

At autopsy, up to 30,000 worms were present host-parasite reactions in man differ funda- 

in the intestine of the controls and only a mentally from those observed in the dog. If 

few worms, 50 to 200, were contained in the this is so, dietary deficiency and other de- 
intestine of the immunized animals that were bilitating factors, by interfering with the im- 

sacrificed. This seems to be a conclusive mune defense mechanism as in the case of the 

demonstration. dog, would account for the occasional fatality 

The immunity to hookworm induced in or severe case of hookworm disease in a pop- 
the dog by repeated small infections is not ulation that is pretty uniformly exposed to 
absolute, since a few worms from the im- hookworm and harbors hookworms in the 
munizing infections remain in the intestine intestine almost continually. In this case 
and, if these are removed by chemotherapy, measures to improve the nutritional status of 
a few more worms develop when the animals the population may be more important in the 
are exposed to reinfection. control of nematode infections than is ckemo- 

In the dog a number of factors may modify therapy, 
the phenomenon of immunity to hookworm. Next, I want to make some remarks on the 
Age is one factor. Age resistance has been subject of the use of cathartics in conjunction 
recognized for many years. A generally de- with vermifuges. There seems to be some 
ficient diet — that is, a diet deficient in vi- confusion as to when and why cathartics are 
tamins and proteins — or anemia may com- indicated, and I should like to raise certain 
pi etely prevent the development of immunity, questions for consideration. 

Moreover, a deficient diet may cause the loss First, has the purgative any anthelmintic 
of a previously acquired immunity. When action? Although an anthelmintic action 
the diet is made adequate again there is a has been claimed for castor oil, none has been 
rapid return of the immunity for the second demonstrated. Hall has shown that mag- 
or third time, as shown by the spontaneous nesium sulfate and castor oil are almost en- 
loss of worms acquired while the animals were tirely ineffective as vermifuges, 

on the deficient diet. Thus, nutritional de- Has the anthelmintic any effect on gastro- 
ficiency or anemia may seriously impair the intestinal motility? Oil of chenopodium as 
mechanisms for the development and reten- been reported as being constipating, and or 
tion of immunity to hookworm infections. that reason purgation may be indicated in 

The immunity of the host to nematode in- the case of this vermifuge. On the o cr 
fections is general and not local. Cort and hand, this reason would not apply to cer in 
Otto have shown that dogs immunized by other anthelmintics, such as carbon ra^ 
repeated oral inoculation with hookworm are • chloride and areca nut, which themselves av 
refractory to test infections given subcutane- a mild purgative action. . 

ously and vice versa. Furthermore, the work Why should a purgative be given P n ° r 
of Taliaferro and Sarles indicates that the the vermifuge? Why is this _P roce ^ 
specific immunity acquired by rats to a followed in the case of some vermifuges a 
nematode similar to the hookworm is largely not in the case of others? For instance, 
dependent on humoral antibodies such as orous purgation is usually carried ou P ^ 
precipitins. These antibodies are formed ceding the administration of aspidium ^ 
chiefly in response to the secretions and excre- not recommended in the case of hexy 
tions of the worms. Precipitates are formed cinol. That seems to be largely a ma 
around the worms in the tissues and in the tradition. Theoretically, preliminary P 
intestinal tract of the host, immobilizing the tion should increase the anthelmm ic 
worms and sometimes killing them. Otto by avoiding dilution of the drug by eca 
has also shown that when the larvae of the terial and insuring more complete eon c 
canine hookworm are placed in the blood the worms. However, I do not kn°'J . use 
serum of imm unized dogs precipitates appear experimental evidence that shows tha ^ 
around the mouths and excretory organs, of a cathartic prior to a vermifuge m 


whereas no such precipitates appear when the 
larvae are placed in the serum of nonimmun- 
ized dogs. Furthermore, larvae exposed to 
immune serum tend to lose their infectivity. 

In h uman helminth infestations, the exist- 


its effectiveness. . e 

The purpose of giving a cathartic all \. 
vermifuge is said to be to avoid toxic reac ^ 
if the host to the so-called “endotoxins 
;he dead worms in the intestine, to 11101 
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Dr. Gold: Are we agreed that that is 
the most effective and least toxic? 

Db. Trayell: Hexylresorcinol is cer- 
tainly the safest and is quite effective. 

Db. S millte : It is not so effective as the 
other drugs, but the toxicity is so low it can 
be used to great advantage. A single admin- 
istration removes about 80 per cent of the 
ascaris. Chenopodium removes 90 to 95 
per cent. 

Visitor: I saw a statement by Faust 
that carbon tetrachloride is the most effec- 
tive in the treatment of roundworms. 

Dr. S millie: It is effective in round- 
worm treatment, but there are cases of severe 
intoxication by carbon tetrachloride. 

Dr. Gold: I take it that we are not agreed 
on the answer to my question. 

Dr. Mackie : I think the greatest diffi- 
culty with carbon tetrachloride is that there 
is so little difference between the toxic dose 
and the effective dose that it is quite possible 
to kill if great care is not used. This is true 
for chenopodium also. 

Dr. Travell: The recent work of Best 
and his collaborators at Toronto gives promise 
of a means of protection against the disastrous 
toxic action of carbon tetrachloride on the 
liver. By the addition of large amounts of 
choline to the diet it has been found possible 
in rats to prevent almost completely the fatty 
degeneration of the liver commonly seen after 
this vermifuge. Calcium is also known to 
have an antidotal action in carbon tetra- 
thloride poisoning, but the mechanism of pro- 
cection by choline differs fundamentally 
from that afforded by calcium. Calcium 
antagonizes the symptoms of poisoning, thus 
permitting survival, but it does not prevent 
the pathologic process in the liver. Fortu- 
nately, if the poisoning is survived, the fatty 
degeneration of the hepatic lobules is ap- 
parently reversible. Choline, on the other 
hand, has a prophylactic value, at least in 
animal experiments. 

Student: Is tetrachlorethylene safer than 
carbon tetrachloride? 

Dr. Travell: It seems to be. No deaths 
and no serious toxic effects on the liver after 
tetrachlorethylene have as yet been reported. 
However, Sandground recently described 2 
cases of coma lasting several hours which 
followed shortly after the usual oral thera- 
peutic dose of about 5 cc. of tetrachlorethyl- 
ene. Two similar cases had previously been 
reported. All 4 patients recovered. This 
effect is in line with the well-known narcotic 
action of both tetrachlorethylene and carbon 


tetrachloride, which is similar to that of 
chloroform. We probably have not yet had 
the full story of the toxicity of tetrachlor- 
ethylene. 

Amebic Dysentery 

Dr. Smillib: We will take up next the 
treatment of amebiasis, which will be dis- 
cussed by Dr. Mackie. 

Dr. Mackie : I want to call your atten- 
tion very forcibly to two misconceptions 
about amebiasis. The term amebic dysentery 
is ill advised, since dysentery is an uncom- 
mon manifestation of this infection. In the 
second place, the reference in the older 
literature to chronic treatment-fast infec- 
tions is incorrect. The infection can be 
eliminated by proper choice and proper ad- 
ministration of the drugs that are available 
for therapy. 

Perhaps it would be better before discussing 
details of treatment to state the problem. 
It is this: We are dealing with an infection 
of the colon, particularly the cecum. The 
amebae are present in the intestinal contents, 
on the surface of the mucosa, and likewise 
within the tissues of the mucosa and the sub- 
mucosa. To effect protozoologic cure it is 
necessary simultaneously to detroy the ame- 
bae in each of these situations. 

The antiamebic drugs fall into several 
different classes. The first comprises the 
pentavalent arsenicals — carbarsone, treparsol, 
and stovarsol or acetarsone. Treparsol and 
stovarsol are relatively efficient amebicides 
and have been highly recommended in the 
past. However, they are not an infrequent 
cause of arsenic poisoning. Carbarsone, on 
the other hand, most nearly approaches the 
ideal antiamebic drug. Its index of toxicity 
is low. It is active against the amebae in all 
these areas referred to, but it is not 100 per 
cent effective. 

The hydroxyquinoline derivatives com- 
prise the second group of which there are 
several preparations marketed under different 
trade names, including ehiniofon, vioform, 
anayodin, and quinoxyl. These are not dis- 
similar chemically from the original German 
preparation, yatren. These compounds are 
effective against amebae in the intestinal 
contents and on the surface of the mucous 
membrane. Absorption is negligible and, 
consequently, they are ineffective against the 
amebae present in the tissues of the host. 
When used alone these preparations give 
only a low percentage of cures. 

The third group includes the alkaloids of 
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ing around the itching portion of the rectum. 
It is necessary to pay particular attention to 
the sterilization of linen and underclothing, 
and the clothing that cannot be boiled or 
scalded should be ironed with a hot iron. 

The prolonged treatment for oxyuriasis 
may seem to you to be entirely unnecessary. 
It is necessary because of the peculiar life 
cycle of this parasite. The fact that imma- 
ture worms and mature males live in the up- 
per part of the intestine and only mature fe- 
males migrate to the lower part of the intes- 
tine makes it difficult to eliminate this para- 
site. Continuous treatment over a consider- 
able period of time must be followed in order 
to be successful. 

Dr. John Watt, a parasitologist working 
in my department, has recently done some 
interesting work on hookworm of rats, a para- 
site which is in many ways similar to the 
hookworm of dogs and human beings. He 
finds that immunity to rat hookworm infec- 
tion may be transferred passively, and he has 
produced immunity in the younger rats by 
giving them serum from one of the older rats 
which has been hyperimmunized. In one 
stage of its life cycle the hookworm larva 
passes through the lungs, and in the immune 
rats the larvae are held there in a stage of re- 
tarded development; they may remain there 
for a considerable period of time. If an 
animal is put on a low nutritional basis, it 
may lose its immunity, and the larvae that 
were retarded now go on to complete develop- 
ment in the intestine of the rat. 

Dr. Travell discussed the issue of nutrition 
versus chemotherapy in the control of hook- 
worm disease. You will remember that 
Castle and Rhoads in their work in Puerto 


was given at a measured interval before or 
after the vermifuge. The results showed 
that in hookworm disease a preliminary pur- 
gative is not necessary at all. It is quite 
necessary in the treatment of flalworms. 
The best time to give the purgative in the 
treatment of hookworm disease is one hour 
after the administration of the last dose of 
the vermifuge. This technic combines the 
least danger of toxicity with the greatest de- 
gree of effectiveness. 

One roundworm was not mentioned which 
is of considerable interest because it causes 
creeping eruption. This infestation is quite 
common in the sandy coastal plain of the 
southern states. It is Aneylostoma brazil- 
iense, a hookworm of dogs. The normal life 
cycle of this worm is in the dog, but the larvae 
will penetrate the skin of human beings. 
When it does so, it does not seem to know 
what to do, so in its distress it simply bur- 
rows around under the skin instead of going 
through the usual life cycle. The worst case 
of creeping eruption that I ever saw occurred 
in a plumber who went under a house to do 
some plumbing work. The dogs were ac- 
customed to defecate under the house and 
the larvae were there in the sandy soil. The 
plumber’s entire back was a solid mass of 
creeping eruption. Treatment is relathel) 
simple once the diagnosis is made. One 
freezes the skin in the area of the advancin 0 
worm. The difficulty is that one may freeze 
in one place because it seems that the worm 
is going to be there today, whereas the worm 
has really turned back or gone another way. 
The subject is now open for discussion. 

Dr. Harry Gold: Is there any proof of 
immunity to any of these worms m lU 


Rico suggested that all that one needed to do mans? . 

was to give plenty of iron to the patient with Dr. S.uillie : No experiments have 
hookworm disease and, in many instances, done which have given proof of immun 
the patient would regain normal health with- Is that right, Dr. Travell? 
out the elimination of the worms by a vermi- Dr. Travell: I do not know of any. 

fuge. Recent work has shown clearly that if Dr. Smillie: We think an analogy ^ 

one gives plenty of iron to these patients be drawn from the results of the anima 
they do improve, even though one does not periments. _ . , 

treat them at all for their hookworms. How- Dr. Mackie: I think there is some ^ 

ever, the relief is only temporary. It is ob- onstration of immunity by skin tests. ^ 
vious that one must first get rid of the parasite sitization occurs, but there has been no Q ^ 
that is continually drawing blood from the titative estimation of the type that nas 
patient. Nutritional treatment is supple- done in dogs. , 5 

mentary, with the addition of iron, of course. Dr. Gold: Of the ten or eleven ^ 

The disadvantage of the plan of administer- that are used for treatment of rciuiidvvor 
ing the purgative with the vermifuge is that the there one that you would say is 
former detracts from the full effectiveness of and most effective, or are these two q 
the vermifuge. This was shown in extensive not found in one and the same drug. 

experiments in South America; the purgative Dr. Mackie: It is hexylresorcinol. 
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and then without warning he may develop 
hepatitis or abscess of the liver. I have seen 
such an instance in an individual who ap- 
parently carried an unrecognized amebic in- 
fection for seventeen years without ever hav- 
ing dysentery. At the end of that period 
cholecystectomy was performed under mis- 
taken diagnosis, and a few weeks later the 
condition was proved to be a large amebic ab- 
scess of the liver. Furthermore, there are 
numbers of less dramatic illustrations of del- 
eterious effect upon the health of the in- 
fected individual. For these reasons, as well 
as for the possibility of infecting others, I 
feel strongly that every infected person should 
be treated. Furthermore, treatment is not 
hazardous provided the drugs are properly 
chosen and properly used. 

Dr. Smillie: These infections are not so 
rare as we think. In last year’s class of 
medical students we had 1 case of ascaris, 1 
case of hookworm, infection, and several eases 
of oxyuriasis. 

I am sorry that we must bring this interest- 
ing discussion to a close. 

Summary 

Dr. Tra.vell: In this conference on 
parasiticidal agents, we considered the kinds 
of intestinal worms one commonly encounters, 
their life history, and their clinical signifi- 
cance. It was emphasized that the beef- and 
fish-tapeworms, apart from symptoms result- 
ing from a mechanical action in the gastro- 
intestinal tract, do not cause disease in man, 
whereas the pork-tapeworm is capable of doing 
great harm due to the formation of larval cysts 
in certain tissues. In the case of the round- 
worms, the migratory ascaris may produce 
serious symptoms by mechanical obstruction 
of the intestine, appendix, bile duct, and so 
forth. The chief effect of the hookworm is 
anemia resulting from the blood-sucking 
activities of the worm and chronic blood loss. 
Infestation by the T. spiralis, which like the 
pork-tapeworm is contracted by eating under- 
done infected pork, may be a serious disease 


with varied symptomatology but, if recovery 
occurs, no permanent disability results. 
The pinworm causes symptoms due to local 
irritation around the anus or to invasion of 
the appendix. A hookworm of the dog may 
invade the skin in man, causing creeping 
eruption. 

The methods of eradication of intestinal 
helminths were outlined briefly, as presented 
in detail at our previous therapy conference 
on this subject about three years ago. Hexyl- 
resorcinol is still the safest vermifuge. Tetra- 
chlorethylene also appears to be safe, al- 
though its administration may rarely be at- 
tended by transient narcosis. 

Among the important recent advances is 
the demonstration that the ova of the pin- 
worm are dust-borne, a fact that helps ex- 
plain why this parasite infests whole families 
and is particularly difficult to eradicate. 
Gentian violet is now being used advantage- 
ously for the treatment of pinworm, since it 
can be given in repeated doses over a long 
enough period to insure cure of all members 
of the family simultaneously and to permit 
the ova-laden dust to become sterile. A 
course of Vs to 1 grain daily by mouth for ten 
to twenty days cures at least 90 per cent of the 
cases and produces only minor toxic symp- 
toms, such as nausea, vomiting, and diarrhea. 

In the treatment of amebiasis, it is impor- 
tant to remember that the organisms exist in 
two forms, cystic and motile. These are 
reached by different drugs because they are 
located in different places. Emetine attacks 
the amebae in the tissues; the hydroxy quino- 
line derivatives kill the free forms within the 
lumen of the gut, and carbarsone is active 
against the amebae in all locations. When 
either of these is used alone, a low percentage 
of cures is obtained. The disease is curable, 
however, at any stage, provided these drugs 
are properly used in combination and pro- 
vided secondary bacterial infection does not 
present a serious problem. Emetine is, how- 
ever, a dangerous drug, and its use should be 
attended by certain precautions. 


COMPETITION 

A high-powered orator we know was told off 
by one of the war charities to get a convention 
of undertakers to come across with a little 
something. Just before the meeting was called 
to order, the chairman took our friend aside and 
said, “Now, don’t expect too much from the 
boys. Business has been very bad lately.” 


Our friend said politely that he was sorry to 
hear it, and added that he had always thought 
that particular business maintained a constant 
level. “Oh, no,” the other man sighed. 
“ Thousands of people who should be dead are 
walking around today — that sulfanilamide, you 
know.” — The New Yorker. 
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ipecac, the most important of which is eme- 
tine. There are several modifications of 
emetine for oral use, such as emetine bismuth 
iodide, all of which are irritating to the gastro- 
intestinal tract and will not be considered 
here. Emetine hydrochloride for parenteral 
administration is the most important. It is 
a completely efficient amebicide for those 
amebae actually within the tissues of the 
host. It lias no effect against amebae on the 
surface of the mucosa or within the intestinal 
contents. When used alone emetine will 
eliminate the infection from not more than 
15 per cent of the cases. 

T-he last group of drugs includes the com- 
pounds of bismuth. These are more of his- 
toric than actual therapeutic interest. Their 
index of amebieidal activity is low, and they 
do not properly belong among the modern 
antiamebic preparations. 

Ambulatory cases may often be satisfac- 
torily treated by carbarsone according to the 
following plan: A dose of 250 mg. is given 
twice daily for a period of ten days, and the 
course repeated once or twice with interven- 
ing rest periods of ten to fourteen days. 
However, infections may persist even after 
repeated courses of carbarsone and, if these 
fail, intensive treatment with emetine and 
one of the hydroxyquinoline derivatives 
should be employed, preferably under hos- 
pital conditions. 

The acutely ill patient should be treated in 
a hospital or under competent nursing super- 
vision at home. The patient receiving eme- 
tine should be in bed. It is a general proto- 
plasmic poison, cumulative in action and 
slowly excreted. In overdosage it produces 
myocardial degeneration and cardiac death. 
For these reasons emetine should be given 
on the basis of body weight. The individual 
dose should not exceed 1 mg. per kilogram of 
body weight, and the total dosage in any one 
course should not exceed 10 mg. per kilo- 
gram. The course should not be repeated 
for at least two weeks. It is best given as 
the hydrochloride, one dose daily deeply in- 
tramuscularly. It should not be given in- 
travenously. When given subcutaneously 
it gives rise to painful nodules at the site of 
injection which persist for considerable pe- 
riods. Throughout the period of emetine ad- 
ministration, usually eight to ten days, one 
of the hydroxyquinoline derivatives such as 
anayodin should be given, 1 Gm. in enteric- 
coated pills three times daily before meals. 
These occasionally cause a moderately severe 
diarrhea which can, in almost all instances, 


be controlled by complete bed rest and an 
appropriate dosage of paregoric. This com- 
bined or intensive method of treatment is 
completely effective. 

Dr. Travell: I should like to ask Dr. 
Mackie if amebiasis is entirely curable by 
the combined method of treatment in all 
stages of the disease or only when treated in 
its early stages. 

Dr. Mackie: At any stage it is curable if 
the drugs are used in the proper way and if 
the infection is not too much complicated by 
secondary bacterial invaders. 

Dr. Travell: Which is more effective 
for eradication of the amebae within the lu- 
men of the intestine, carbarsone or one of the 
hydroxyquinoline compounds? 

Dr. Mackie . That is difficult to answer. 
Both will promptly make it impossible to find 
recognizable amebae in the stools of a pa- 
tient with acute dysentery. 

Dr. Travell: Owing to its high arsenic 
content, is carbarsone contraindicated in 
liver involvement such as amebic hepatitis 
or abscess? 

Dr. Mackie : It is certainly inadvisable 
to use any of the arsenicals in the presence of 
liver disease, and it is not necessary to con- 
sider them under such conditions. Emetine 
hydrochloride is completely effective both 
in amebic hepatitis and amebic abscess of the 
liver. In the latter case it may be necessary 
to aspirate the contents of the abscess cavity. 

Dr. Charles H. Wheeler: One gets the 
impression that in the majority of the drugs 
used in the treatment of helminthic infesta- 
tions, as well as of the amebic infections, 
the use of these drugs is attended with con- 
siderable risk. I wonder how worthwhile is 
it to treat some of these conditions when t e 
treatment itself apparently carries such a 
risk, or does the risk exist only when the drug 
is used incautiously or improperly? . 

Dr. Mackie: The answer depends ® 
part upon the clinical condition of the pa 
tient and in part upon the nature of the infoc 
tion. For example, in the case of infestation 
by the tapeworm T. saginata, there is sel to® 
a compelling indication for therapy, b 
wise one not infrequently sees 
with mild hookworm infestations. If e - 
are normally residents of the North an 
they have no anemia, treatment is unnec 


sary, 


With amebiasis, however, it is a different 
- over a 


matter. An infected individual may, 
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period of many years, present little in 
way of symptoms or signs that is note" or i< 
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him already and I dread to think of the ef- 
fect on him of the air-raid siren which is 
being installed not far from our home, and 
of worse noises which may follow. 

Most babies are frightened by sudden noise — 
some more than others — but they can get used to 
a surprising amount of racket of many kinds and 
learn to ignore it. This takes time. Fortunately 
these young babies have no idea of the meaning 
of these military noises. Children in London 
have learned to draw the covers over their ears 
and many o'f them have slept through bombings 
quite peacefully. Unless they sense our own 
feelings of threat through our tense nerves and 
muscles, we can probably help the babies to ac- 
cept the new kinds of racket in much the same 
way that we help them to live through thunder- 
storms or to sleep through the noise of elevated 
trains. Stay close to your child during unusual 
noises; let him feel your protecting body com- 
fort. Playing a kind of game about it may help 
to relax both parent and child. Imitating an air- 
plane or making other noises and translating into 
action the things of which he is scared may prove 
helpful. 

If you happen to live where bomb shelters 
may have to be used, desert island games and 
special picnic parties held in the shelters from 
time to time may help to give these places an 
everyday feeling. This will make them less 
threatening to little children in case of real emer- 
gency. But don’t be disturbed if some anxiety 
lingers on for a while. Your reassuring presence 
will do more than anything else to quiet him and 
eventually he is likely to get used to all kinds of 
noises. 

Caution or Fear 

How can parents avoid frightening their 
children and yet get them to take the neces- 
sary precautions for safety in case of air- 
raids? My children walk long distances to 
school every day and ought to know about 
signals and what to do. I am afraid that 
giving them information will only frighten 
them more. 

It is not what or how much you tell your 
children that frightens them, but how you tell it. 
Let you r manner be sensible and matter-of-fact. 
Of course you should give your children complete 
instructions, as these come from official sources. 
Then explain to them the reasons behind these 
instructions. Make what you have to say simple 
and brief. Don’t go into a dozen or so remote 
possibilities. Don’t repeat yourself, or beg your 
children to listen so as to be sure to understand 
what you are saying. They get you the first time. 
After you have told them, go about your business 
and let them go about theirs. Your composure 
and ability to attend to all the familiar routines 
will calm them more than any number of ser- 
mons on being calm. Fear in children comes not 
nearly so much from knowing the facts about pos- 
sible dangers and how to meet them, as from a 
“hush hush” atmosphere, or from feeling that 
their own parents are jittery and that there is 
something that is being hidden from them. 

Before They Understand 

How much can my four-year-old understand 


about the war? And how can I keep him 
from hearing all sorts of frightening things 
from his older brother and his brother’s 
friends and even from some grown-ups? 
Every once in a while when he sees me look- 
ing troubled he says, “Haven’t they caught 
Hitler yet?” 

It is true that little children cannot understand 
what the war is about. They have no clear idea 
whether the fighting is near or far away or what 
it is like or what it all means. They are likely to 
catch only a mood of terror. • Therefore “business 
as usual” and all the reassuring details and pleas- 
ures of their own small lives are the best thing 
for them. Young children will be better off if 
they don’t hear constant war-talk. But neither 
should we try to avoid the subject altogether. 
Perhaps you can put it up to your seven-year-old 
that he, and his friends too, have a real "war job” 
right now in seeing that the younger ones don’t 
get scared. That will mean watching their step 
with radio and conversations and seeing that 
others do too. 

Yet we cannot completely protect even the 
young child from knowing that there is a war 
and that there is danger. In addition to thought- 
less and idle talk there are likely also to be grim 
realities, and every family must take precau- 
tions. We can’t pretend the war isn’t here, and 
we will have to meet our children’s questions 
whenever they come and at whatever age. The 
attitude which seems to say “don’t bother your 
little head about such things” always defeats its 
purpose. Not only does this attitude give the 
child a feeling that he is not being told about 
something threatening, which makes it twice as 
frightening, but it also cuts him off from the 
comfort of being in on the whole thing with his 
parents. Even a small child who is puzzled and 
anxious may get a great relief from occasional 
direct and open talk about the war. 

Just Being Together Helps 

Isn’t there a danger in our overdoing the 
stoical act at this time? Why pretend that 
nothing unusual is happening? When times 
are special aren’t people’s needs special too? 

Of course you are right. Going about grimly 
pretending that life moves on in the same old 
way may not be the best thing for either parents 
or children. There is a kind of bravado which 
some people assume at this time which is emo- 
tionally unhealthy not only for themselves but 
also for the people who look to them for under- 
standing and support. While going about our 
business quietly, let us remember, too, that we 
need both to find extra strength and to give it. 
Just being together is one enormous strengthened 
let’s not get so busy, even with war work, that 
we overlook the emotional needs of our own 
families. Most of us now feel the need for more 
evenings at home~-we instinctively crave com- 
panionship with those who are closest. Even 
when we do and say commonplace things we get 
lots of comfort from just feeling that, come what 
may, we’ll at least see it through together. 

If you can’t be with your family as much as 
you’d like, a thoughtful phone call now and then 
may help to bring that necessary sense that you’re 
t hinkin g of each other anyway. H you’re going 
to be out of reach at times, have a st andin g ar- 
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W SS* t ™ r .u St - ike f ’.fi arents ’ thoughts turn at 
... ir]p °?°f no t p < ? fi t £ eir ch,Idren - No matter how 
wide or unselfish our sympathies, it is perfectly 

?„ a . t „ Ur f tllat the dr ?t pang should be for the weL 
(f p e ° If we have a son of fighting age 

rs httie we can do but sit tight and give him 
our backing whatever happens. But if our chil- 
dren are younger there are measures to consider, 
not for their safety alone but also for their 
emotional well-being. 

The attitude of parents as expressed daily in 
home life counts immediately and counts deeply. 

I here are things we have already learned from 
England about children in wartime, and the most 
important is that so far as their morale is con- 
cerned, it is the 'parents who determine the mood. 
In the last analysis it is the tone in our millions of 
homes that will determine the tone of the nation. 
1ms means that parents in these perilous times 
ieel a deep and special responsibility. 

Whatever morale means, it means something 
more than a “front.” It means more than grim 
silence or a pretense of courage. For families, it 
means a frank but balanced recognition of a com- 
mon danger, and a feeling of confidence that 
come what may, its members will stand by one 
another. 

We have long known how foolish it is to try to 
deceive children. If a surgical operation has to 
be faced, telling a child that “it won’t hurt a 
bit is not the best way to help him through it. 

On the contrary, we tell him — briefly, to be 
sure — that it probably will hurt some, but that 
his mother will be right beside him. We know 
too that it is not our words that convince, but 
rather the child’s feeling that his parents have 
matters under control, that they know just what 
has to be done and can do it. The same is true 
even of serious disaster. When death comes to a 
family and grief seems for a time to overwhelm 
and destroy everything, the child who finds that 
his parents do, after all, go on again with life 
and living, nearly always finds that he can, too. 

If parents are to keep their own balance it is 
important that their demands on themselves 


should not be superhuman. We are anxious- 
even fearful; and we are likely to be more so. 
There will be many times when we are tired and 
will feel and show the strain. We can’t be models 
of absolute seif-control, industry, and self- 
sacrifice. We can, however, comfort ourselves 
noth the knowledge that such occasional break- 
downs or signs of discouragement do no real 
damage. If the underlying loyalty is there the 
whole family will be sure to sense it and will find 
strength in it. 

This was sharply brought out in the replies of 
many children evacuated from London during the 
period of severest air-raids, when questioned 
about their homesickness. What they most re- 
membered was “my older brother teasing me,” 
“my father growling about who took his news- 
paper." Evidently it is such familiar common- 
places that spell home to us all and when we are 
most tried these are the things that stay with us. 

British experiences show us, too, that among 
children the worst emotional upsets are likely 
to appear in the pre-school and in the teen ages. 
This bears out what we have always known— 
that even in normal times it is the very early arid 
adolescent years that are the periods of child- 
hood’s greatest inner conflict. For children 
under seven the inability to grasp this large and 
threatening situation — to understand it or do 
anything about it — only increases the feeling of 
frustration and insecurity that go with being 
little. The recent rise in delinquency in Britain 
among children in the younger adolescent group 
also probably comes from frustrations. Young 
people always have a great need to do things, 
and when there is so much that needs to be done, 
ways should and must be found for making these 
older children feel that they are useful members 
of the larger group working to win the war. 

A,r n »TT norpnts. HOt 


♦Approximately 14,000 copies of this pamphlet have 
already been distributed, singly and in quantities. 
School superintendents have ordered them in lots of 500 
to 2,000 to give to parents. Many other organizations 
and groups have assisted in their distribution. 

Price: 5f5 per copy — 3j£ per copy in lots of 100 or more. 
Child Study Association of America, 221 West 57th 
Street, New York City. 


one larger group wurKiug to w in one 

Many questions will be asked by parents, 
all of which can be answered now. New and uB' 
predictable situations will arise. This booklet is 
issued in ansiver to some of the questions trial 
parents have already asked of the Child fetuoy 
Association and other agencies, in the hope o 
giving some help in the anxieties of parents an 
children in the present crisis. 

Babies Need Not Be Frightened 

My two-year-old is easily frightened by'loud 
noises. How can I help him in these dayo- 
Sirens and low-flying planes have terrified 


452 



March 1, 1942] 


CHILDREN IN WARTIME 


455 


Learning to Obey 

The air-raid warden in our apartment house 
has issued some directions which I question. 
And I am troubled, too, about some of the 
emergency regulations in force at my child’s 
school. Must I see that my family, obeys 
these rnles when I really doubt their wis- 
dom? 

If each one of us attempts to make his own 
rules, serious confusion and danger to the whole 
community will inevitably result. In an emer- 
gency some official plan, by which everyone is 
guided, is of utmost importance. If you are not 
satisfied that the present rules are the best pos- 
sible, it is your democratic privilege, as well as 
your obligation, to make suggestions for their 
improvement to the responsible authorities. 
But whether or not your suggestions are ac- 
cepted, it is imperative that you obey and teach 
your children to obey. Conforming to the regula- 
tions is essential for the common safety. Having 
such regulations for our welfare made by our 
own representatives is of the essence of democ- 
racy. Our way of meeting the emergency is a 
test of democratic morale. 

Most of us have lived in a world which made 
few demands on us for strict obedience and many 
of us have brought up our children under a sys- 
tem of discipline in which obedience played a 
minor role. It takes some readjusting for us to 
accept authority so unquestioningly now, and to 
help our children to do the same. This doesn’t 
mean that our way was the wrong way. On the 
contrary, our kind of discipline is needed to create 
free people for a free society. But the present 
situation is a test of our adaptability. To no 
small degree our own readiness and willingness to 
make this adjustment will determine the ease 
with which our children do their part. 


Mother’s Work 

How about the morale of mothers right now? 
If children depend so largely on mothers, 
what can be done to keep them from feeling 
useless and therefore discouraged? 

The trouble with much of woman’s work is that 
a great part of it — housework — is a lonely busi- 
ness. Now, of all times, we crave companionship 
with our own kind. Women have always found 
relief in keeping their hands busy with knitting 
and sewing and in the knowledge that this work 
brings comfort to the men who are fighting, or 
to children who need clothing. There is a par- 
ticular satisfaction in doing this, or any other 
work for which they find themselves suited, in 
groups. Through the women’s voluntary organi- 
zations, the local Red Cross and Civilian De- 
fense offices most of us can find some group work 
into which our particular abilities — the things 
we can do best— will fit. New needs will be 
arising all the time, such as special help in the 
schools, in the church, through parents’ associa- 
tions, or in the local community. 

It cannot be said too often that now is the time 
of all times when people of all ages need to herd 
together and to work not only for their fellow 
men but with them. 


On Being Airaid 

I am a somewhat nervous person even in 
normal times. Now everybody is telling 
us parents to keep calm. How can anybody 
be calm under these circumstances? I do 
my best to appear calm, but I am sure that 
my real feelings get through to my children. 
What can I do about it? 

Don’t try to be superhuman. Of course we 
are all more or less alarmed. Who wouldn’t be? 
No use pretending that there just isn’t a thing 
to worry about. But legitimate fear need not be 
allowed to become jitters. Let your children 
know that every normal person has certain dan- 
gers to face, and that it’s natural to be on guard 
against them. Nobody really intends that 
parents should deny either the dangers or the 
fears. But emphasize the steps that are being 
taken to avert or to meet these dangers. Of 
course if you're going to turn pale and stop 
everything you’re doing whenever an airplane 
passes overhead, you are going to communicate 
your state of mind to the children. But having 
acknowledged the realities, your children will be 
grateful to you for going on with your usual 
activities and keeping your home as normal as 
possible. There is something very reassuring 
and stabilizing in the carrying out of the usual 
routines. 

Women and the Home Front 

Is it the duty of every woman to find war 
or community work outside her home? Is she 
not serving her country just as faithfully if 
she attends to her own home, husband and 
children? 

Certainly her own family in nearly every case is 
a mother’s first responsibility. It seems a little 
foolish for women to rush around looking for war- 
work which may not yet exist and overlook their 
children’s anxieties or other problems. The 
young mother with several small children can 
perhaps do no better than to give them all she 
has. Even in wartime there is no more important 
job than seeing that our homes are real havens of 
peace, warmth, and safety. Yet when we have 
done our best for our own, there are plenty of 
women who find that there is still time over, and 
who today feel as never before the urge to serve 
not only their own homes but the larger com- 
munity too. Each woman will have to decide for 
herself whether she has energies to spare. There 
are times when a woman is a better mother for 
doing work outside as well as inside her home, 
and times when she is not. 

Schooling or Service — Which? 

What can we say to our children who can- 
not see the sense of going to school or college 
right now? Even the boys and girls of 
high school age are impatient about school 
and insist that they want to do something 
about the war. 

Their feeling is natural. We all want to do 
something about it and wish we knew what. Yet 
very many of all ages can make their best con- 
tribution by going on with their regular work. 
Many young people should be encouraged to 
serve directly. Others of high school or even 
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rangement with your children as to how they 
may get in touch with a neighbor or family 
friend in case of emergency, or even if there is 
no emergency, when they just feel the need of 
homelike support. 


Whistling to Keep up Your Courage 

My boy of ten seems almost angrily indif- 
ferent to the war. He is impatient with our 
conversations and constant listening to news 
reports. Apparently all the instructions 
given him at school irritate him. He in- 
sists there is no danger and that people who 
think there is are just silly. How can I 
make him more aware of the seriousness of 
what is going on? 

Don’t be fooled. Whistling to keep up your 
courage is a well-known device. Maybe for this 
particular boy it is a necessary kind of refuge — 
each must find his own way. Probably behind 
nil this belligerent indifference there is more 
anxiety than appears. Don’t try to force a more 
realistic attitude upon him. He probably knows 
as well as you do what is going on. Maybe some 
day you’ll find a chance to help him admit to 
more anxiety than he now shows. His discovery 
that it isn’t "sissy” to admit his fears will be a 
healthy one. 

Children manage their fears by different means, 
and react to danger in a variety of unpredictable 
ways. Don’t be surprised at anything. The 
child who seems altogether indifferent may be 
the very one who will show his concealed anxiety 
in ways that are apparently unrelated. This is 
true of children, not only in wartime, but in any 
situation in which they can’t admit their real 
feelings. Our experience with young children 
teaches us that they find ways of masking their 
feelings. For example, the unacknowledged 
jealousy of an older child toward a new baby may 
show itself in recurrences of bed-wetting, thumb 
sucking, disobedience, and other misbehavior 
even while he apparently “loves’ 1 the ^ baby. 
Similarly the child with whom war-anxiety is 
largely unconscious and who shows only indif- 
ference may now take to bullying the younger 
child — to demanding extra attention from his 
parents, or to expressing his hidden fears, m 
many 1 other indirect ways. Such misbehavior, 
while it lasts, will call for patience and under- 
standing from both father and mother. In time, 
these children are likely to get their second wind 
and quiet down. 


The Boy Who Is Thrilled with the War 

My eleven-year-old son seems delighted at 
the war. His walls are full of maps, he 
gets the news eagerly. He and his inends 
talk constantly about going out and blast- 
ing” Hitler. “Just my luck, he says, to 
live where there is no fighting. Boy! Would 
I love to have an air-raid!” I find it hard to 
believe he is really so bloodthirsty. Is there 
anything I ought to do about it? 

Remember that there is invariably athrillat 
the thought of real danger. It would be less 
than human not to be excited and stimulated. 
Inmany children the love of adventure is very 
, nnite» natural and is not so blood- 

thirsty” m it serins. The sight of the aggressive 


primitive male animal, when he happens to be 
our own son, is likely to shock his mother, 
though rarely his father. But your son is not 
abnormal, and the kinds of feeling he is expressing 
are for very many — both younger and older — 
certainly natural right now. 


Radio Listening — Is It Too Excidng? 


What about the radio? Aren’t we all over- 
doing it? Wouldn’t it be better for the 
children not to listen so continuously! 
Along with the terribly exciting and often 
distressing war news, they are also getting 
the exciting dramatic programs. It all adds 
up to a pretty heavy diet of excitement. 
Yet the children seem to be drawn to it use 
moths to the flame. 


Children are well aware of exciting thmgs hap- 
pening in the world around them, and radio o - 
fers one way for them to take part m thes 
happenings vicariously. One of our gto 
problems is to help children feel that they Tavea 
share in all this, that they play a part in it. 
radio, addressing as it does each hstener d recuy, 
makes the children part of the great wi or _ 
side. There are limits, of course; and a steady, 
nonstop stream of continuous radio sh 
avoided. In fact, the children themselves otto 
turn off the radio when they have had enoug . 
Children and adults too can be appealed ADO 
some moderation in this respect on a basis 
common sense and household peace. to 

have plenty of active things to do and that 
interests are not crowded out entirely. 


'laying at War 

The boys on our block play nothing but war 
these days. Their belts fairly are 

toy guns and makeshift ^a-p j sn 't 
constantly zooming of thing 

the world fuU enough of thus sort - t? 

without the children having to p y 
How can we stop it? 

Don't try to stop this working 

the language of children, their y at t [, e 
ut the matters that concern them deeply 
loment. Boys have always PJ s Cop3 an ,l 
ive release to their war-hke feel g • R ‘ in g e r, 
ibbers, Indian and cowboy, , y, e sam e 
uperman, or war games have players- 

>ot and much the same nieamng fo^l^ by 
A certain amount of such play Thor 

,ost normal young males nt “ f surges all 
led is even greater today when They 

joutthem. Girls, too, feel th , f ee ]; D g S , just 
ive to play out their heightene ^ q t . 



al safety-valve. You wm ^ *j m e goes 

excitement dies down somewhat as tQ _ 

Lry and struggle. 
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college age will, for the present at least serve 
anfl their C scho n o U l in ^ork d PamTts 

rarsa-a-sHi 

have already begun to see that their work can- 
§?* 0I f 08 lf n °* h “S unusual were happening 
Studies of many kinds will have to be re-directed 
so that school work will be more meaningful to 
youth in a world at war. to 

resIleL W and ll } S n t ^p’ PeCt i^ ese boys and S irls ta be 
restless and to demand some immediate part in 

he war effort. The best thought of our various 

youth organizations — Scouts, Y’s Bovs’ Cluhs 

wavs P ofd Gir '^ etc 'T Sh0uldbe Sven To fgg 

th/ v° ^uecting into useful community work 
the young people s energies and enthusiasms 
and capacity for high devotion. And parente 
. teacller ® should do their best to encourage 
the boys and girls to join in such projects. 

the y °uuK people in college— especially 
the boys of military age-the problem may be 
even more difficult. We can tell them how great 
will be the country s need for educated men in 
the days to come. But to many boys its present 
need for soldiers will seem more urgent. Com- 
p rVm r> Stud n , and military training in the 
n-U. i.u will be a satisfactory compromise for 
many I 0 others immediate enlistment will 
seem the only course. Each must make his 
decision in accordance with his own conscience 
l<or many the choice will be a difficult one. As 
parents we have not the right to interfere or to 
burden them further with doubts and reproaches 
V\e have to recognize, too, that for many the 
opportunity to do war work is a welcome libera- 
tion from an otherwise meaningless or disagree- 
able program. 
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The Over-Anxious Child 


bombs that might come, in terror for the safety 
of a father who is unlikely to be called, for a baby 
brother peacefully asleep in his crib, then we 
must realize that just as children fear giants or 
wnd animals in peacetime, these are not the 
tnmgs which are really frightening them, but 
are only the symbols with which the real cause 
has been masked. The real causes are not in the 
outside world but he within your child herself. 
Essentially she is afraid of certain of her oivn 
impulses and instincts which she has somehow 
learned to regard as “bad.” She may be afraid, 
for example, because beneath the surface, she 
hates the baby, or is jealous of her father, or 
feels that some of her sex thoughts or acts are 
forbidden.” Bottling these things up tight 
within herself — so tight that she no longer knows 
they are there — she cannot shake off the feeling 
that punishment must surely follow; she sees it 
lurking all about her and uses “the war” or other 
current experiences merely to give it body or 
justification. Ear too briefly and simply stated, 
this is the psychology of much of the exaggerated 
anxiety of those people who are forever dying a 
thousand deaths. 

You may help your child by trying to improve 
all her relationships to members of the family 
and to outsiders, by raising her self-esteem in 
every way possible, and by allowing her angry 
feelings and her natural sex curiosity some ex- 
pression. Children like these, if their parents 
will try to be especially reassuring and loving, 
usually grow out of this phase, and as their 
general morale improves their “war fears” tend 
to diminish. Meanwhile, such a child should not 
of course be subjected to constant reminders of 
danger, if we can prevent it. But it is important 
not to stop with such purely negative measures 
since the real causes lie elsewhere. 

If, in spite of all you can do, the child’s fears 
get worse intead of better, it might be well tor 
you to get advice from professional sources. 


In spite of all my efforts to "keep calm" (I 
am not a nervous person), my five-year-old 
daughter has been terrified ever since war 
was declared. Even before we went in she 
asked anxiously if every airplane she heard 
might not drop bombs. Now she has 
dreams and night terrors that her baby 
brother has been killed, that the enemy are 
coming right into the house. I have for- 
bidden all war discussion, news broadcasts, 
etc., in her presence but it hasn’t helped 
much. I am afraid that this will leave a per- 
manent impression and upset her nerves for 
life. Is there anything I can do? 

All the testimony of the British psychiatrists 
and others who have worked with children during 
the war shows that, like adults, children who are 
emotionally satisfied and generally well-balanced 
to begin with stand up well under enormous 
strain and recover even from what we might 
consider shattering experiences. Your saying 
that your child was afraid even before the war 
started raises the possibility that like many 
children from the age of two to six or seven, she 
has had some tendency to fears already. Her 
present state may be intensified by knowledge of 
real dangers, by hearing news bulletins and re- 
ports, but it is not caused by these things. 

When children are continuously afraid of 


Must We Teach Children to Hate? 


Until recent events forced us into.a horrible 
dilemma, my husband and I believed and 
taught our children that hate and war were 
the most destructive forces on earth. >; 
taught them also to respect and believe 
the reasonableness of human beings ol au 
races and nationalities. Now there is 
orgy of hate let loose. I believe my old 
children can keep their balance, but 
dread the effect on the little ones, ulus 
even the babies hate? 


A few days before war broke out one of 
radio news analysts said something like t ■ 
“I am going to say what within a week may ^ 
considered treasonous. I am going to say 
in spite of all that has happened, Japanese „ 
still human beings — Germans are still n 
beings. If Americans forget this, even th g 
they win the war, they are in danger of losing 
peace.” . , f or 

These are wise words, too wise p e ™ap 
children to understand. But if parents t > , 

them they cannot help making their at 
count with their children, even while they « 
heartedly give their full support to this wa . 
course there are countless decent Germans 
[Continued on pago 15SJ 
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[Continued from page 450] 

decent Japanese, and even many millions more 
who are just helpless and bewildered. But if we 
have brought up our children to believe that all 
people can be counted on to be just as reasonable, 
we have certainly deceived them and need to 
revise our teaching. Even the youngest child 
can be told that there are certainly dangerous 
people in the world, and when these get to be 
heads of government, they kill and rob people 
to get -what they want, 'if their own citizens 
don’t stop them, the time comes when others 
must do so. That means war. 

Perhaps this is too detached a view for people 
who have lost and suffered through the evil 
doings of others; it is only one possible attitude. 
Each of us will have to find where he stands. 
Meanwhile, perhaps, the best thing we can do is 
to help our children to be fair to others of enemy 
alien descent with whom they come in contact 
and who are certainly not responsible for this 
war. If they really love justice they will not 
tolerate ostracizing the classmate whose parents 
come from Germany, or ridiculing Japanese 
children in their community, or stealing fruit 
from the corner grocer whose name and accent 
are Italian. Feeling as we do, we must oppose 


these things even though in wartime they may 
be “natural.” If we can keep a spirit of justice 
and kindness alive in this practical sense we 
probably need not fear permanent injury to our 
children’s characters. If your children are 
emotionally sound, well-balanced personalities, 
all the wartime propaganda that they will run 
across in movies, radio, comics and elsewhere 
will probably leave them essentially unharmed. 

Remember too that there is a real distinction 
between an unhealthy and destructive type of 
hatred and the righteous indignation that a 
normal person feels toward cruelty and injustice. 
There are some kinds of action that should not 
be tolerated and that we are glad to see our 
children hotly resent. It is well for them to hate 
the oppression of weaker nations by stronger 
ones, to hate the suppressors of freedom, to hate 
race and religious persecutions. When they see 
in such persons as Hitler and Mussolini the very 
embodiment of cruelty, they can hardly help 
hating them too — for these are today the flesh 
and blood symbols of all that is detestable in 
men, all that stands in the way of decent human 
living. There are some things worse than war, 
worse than bloodshed. These are slavery and 
degradation. Let us not be afraid to say so. 


PHYSICIANS NEEDED IN THE PANAMA CANAL ZONE 


Physicians are urgently needed at the Panama 
Canal — one of the nation’s most vital defense 
areas. There is a splendid opportunity here for 
doctors to assist their country during the present 
emergency. 

The U. S. Civil Service Commission has just 
announced an examination to secure physicians 
for these important positions. The entrance 
salary is $4,000 a year, and free transportation 
by boat or plane is furnished from port of em- 
barkation, the salary beginning on the date of 
departure from the United States. Applica- 
tions will be accepted by the Commission in 
Washington, D. C., until further notice. There 
is no written test. 

Applicants must have been graduated from a 
Class A medical school with a degree of M.D. 
subsequent to May 1, 1920, and, in addition, 
must have had at least one year of experience in a 
hospital since graduation. Graduates from 
schools that require the completion of the intern- 
ship before granting the M.D. degree (five-year 
schools) will be regarded as having met the 
hospital experience requirement. Applicants 


must not have passed their fiftieth birthday; 
however, because of the arduous duties in ; tne 
tropical climate, applicants between 25 and oo 
years of age are preferred. 

Applicants must be in sound physical Jiealtu, 
they must be active and capable of arduous worn. 
Although appointees are required to pass a 
thorough medical examination, the physical 
requirements are not so high as for the Army or 
Navy service. 

The duties of the position are to serve as 
trict physician in a small government dispen- 
sary; have general supervision over all meaicm 
and surgical activities In the dispensapb ope 
ate a general medical and surgical clinic; ex- 
amine persons entering the Panama Canal er 
ice; visit patients day or night in their nom 
and on board ship; and be in charge of busm 
activities of the dispensary. 

Further information is given in the annoum. 
ments that may be obtained, with apphcatio 
forms, at any first- or second-class i post om < 
or from the U. S. Civil Service Commissio , 
Washington, D. C. 


.JENNY OR JOHNNY? BUT HAVE THEM 
Thirty thousand birth certificates, or one 
out of every four of the new birth certificates 
received last year by the Health Department, 
lacked the first name of the baby or the middle 
name, declared Health Commissioner John L. 
Rice in a recent radio address. He stated that 
this was due to the fact that the parents didn t 
make up their minds what to call the baby before 
the attendant physician sent in the required birth 
certificate. 


tEADY 

“The 30,000 birth certificates that came m 
last year without the baby’s given_ na , 
said Dr. Rice, “involved extra clerical 
stenographic work for the Health Departm • 
This extra time is needed right now to help 
with the certificates for the men and women » 
want to get into defense work. The fewer bi 
certificates we have to correct or change, 
more certificates we can get out for the auin 
every day.” 



SHOCK ABSORBER 



.impoules Kapseals 

rHEELIN and Theelol 

products of modern research offered to the 
medical profession by 


Theelin acts as a therapeutic cushion to heip 
absorb the physical and mental shocks so often 
caused by ovarian hypofunction during the 
menopause. Theelin accomplishes this by re- 
placing or supplementing declining ovarian 
secretion until such time as the endocrine sys- 
tem can adjust itself to the hormonal deficiency. 

Its clinical reputation is firmly established on 
the basis of millions of doses successfully 
Used. Indications: the climacteric, senile 
vaginitis, kraurosis vulvae, gonorrheal 
vaginitis in children, and certain other 
conditions due to estrogenic insufficiency. 
Theelin was the first estrogen to be isolated 
in pure crystalline form. Each lot is physio- 
logically and chemically standardized 
before releasebythelaboratoriesof Parke, 

Pavis & Company and by the Biochem- 
ical Laboratory of St. Louis University. 

Theelin Suppositories for vaginal use 
and Kapseals Theelol for oral adminis- 
tration are available where sustained 
therapy between injections is desired. 


PARKE, DAVIS & COMPANY Detroit. Michigan 
OVER SEVENTY- FIVE YEARS OF SERVICE TO MEDICINE AND PHARMACY 


♦Reo-U. S. Pat. Off, 



Maternal Welfare 


From time to lime under this heading articles appear on obstetric subjects which ore 
deemed of importance as aids to improvement of maternal welfare in New York State. The 
members of the Committee are Charles A. Gordon, M.D., chairman; Alexander T. Marlin, 
M.D.; James K. Quigley, M.D.; and Ferdinand J . Schoeneck, M.D. 

Standards for the Care of Pregnancy Complicated by Heart Disease, Part II 


"THE following article is the second and con- 

eluding portion of the Standards as published 
by the Maternal Welfare Committee of the 
County of Kings. The first half of the article 
appeared in the February 15 issue. 

Shall the Cardiac Patient Be Advised to Avoid 
Pregnancy? 

Just because a woman has organic heart 
disease, it is not necessary to advise her to avoid 
pregnancy or to interrupt an existing pregnancy. 

Many women with organic disease of the heart 
are able to have babies apparently with little or 
no ill effect, provided the size of the family is 
not too large. Women with organic disease of 
the heart will not tolerate, as a rule, more than 
three pregnancies. 

It is the woman with serious disease of the 
heart who should be advised against becoming 
pregnant. 

What do we mean by serious organic disease of 
the heart? 

First, those who have had an attack of cardiac 
decompensation should not become pregnant. 
Once a heart has failed under the ordinary strain 
and stress of life, that heart usually will not with- 
stand the strain of pregnancy. 

Second, women who functionally arein Class 3 
that is, those who are not able to carry on the 
stress and strain of ordinary life without great 
discomfort— are not good subjects for pregnancy. 

Third, gestation in women in Class I is danger- 
ous, and such women should be urged not to be- 
come pregnant. 

Fourth, the anatomic type of cardiac lesion 
must be considered. Women whose hearts are 
definitely enlarged withstand pregnancy badly— 
the larger the heart, the greater is the likelihood 
of the occurrence of decompensation. 

The finding ofalongrumbling diastolic murmur 

at the apex in. mitral stenosis is not a favorable 
sign. This usually denotes a high degree of 

stenosis of the mitral valve. 

Women who have had rheumatic disease of the 
heart for over fifteen years are usually not good 
r isks , nor are those over 35 years of age. 

Young women who develop an attack of acute 
rheumatic fever or chorea should be advised to 
avoid pregnancy for at least two years after the 
subsidence of the attack. An acute attack of 
chorea or rheumatic fever occurring in a cardiac 
patient during pregnancy is rare and serious. 
Interruption of the pregnancy may become neces- 
sary. 


In the older age group, women with auricular 
fibrillation should never become pregnant. They 
usually decompensate in pregnancy. 

Care of the Patient During the Prenatal Period 
In addition to the usual prenatal care, cardiac 
patients should be carefully evaluated early m 
pregnancy by a competent cardiologist who is 
familiar with the stress and strain of pregnancy 
and labor. Consultation and supervision by the 
cardiologist should be continued throughout t e 
pregnancy. . 

A diagnosis should be made of the anatomic 
lesion, and the patient should be grouped accord- 
ing to the classification of the New York Heart 
Association as approved by the American 
Association. . , , , „„„ 

The obstetrician and cardiologist should 

sider; , . 

1. Whether the patient can probably 
carried to term; the type of de very 
chosen as it seems best when term 

2. Whether she can probably be earned 
viability and be delivered by cesarean, 

or without sterilization. . ...j, 

3. Whether her condition lssenoiB en g 
to warrant immediate interruption of the pre„ 
nancy, with or without sterilization. 

There is no specific preventive treat ® l '^ t - 10rl 

cardiac disease. Prevention of t | ec0 ®'P e A ftese 
is the goal for which we strive m the care o 

P For prevention of decompensation the impor 
tant factors are: . 

1. Frequent observation and esamw 
for early signs of decompensation. 

2. Avoidance of physical effor 

cause extra strain on the ^' art ; ,. eepe r 3 in 

3. Employment of visiting homekeep 

the home. . - WP fr,ht. 

4. Avoidance of excessive gam m mis 

5. Prompt digitalization for early sign 

of congestive cardiac failure. , i{ de _ 

6. Absolute bed rest m a hospital 

compensation occurs. . 

If the patient decompensates 

nancy, she should be v ‘|°f ^ pr L n ancy be 
Under no circumstances should the preg 
terminated until compensation has 3S ; 3 

or until the patient has recovered asm 

probable. Then, the pregnancy may tive 
nated. If decompensation continue , P® 
[Continued on page 462] 
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ARGYROL 



V^-XxT'7'' 



X 


Effective Antisepsis without Toxicity: Decongestion without Vasoconstriction. 


The fact that ARGYROL has been employed 
repeatedly in the sinuses, the renal pelvis, and 
the bladder w ith good effect, and alw av s w ith- 
out undesirable toxic effects, is evidence of its 
complete freedom from s) stemic toxicit) . But 
ARGYROL also has many other advantages 
which make it truly “the mucous membrane 
antiseptic of choice.” 

No Ciliary Injury. The “ciliary sweep” is a 
vital factor in throwing off upper respiratory 
infections. ARGYROL, despite its protective 
consistency, does not injure ciliary action. 

Decongestion Without Vasoconstriction. 

It is a common observation that the continued 
use of vasoconstrictors may lead to soggiuess 


and loss of tissue resiliency. -fRGYROL lessens 
turgescence but induces no pow erful artificial 
vasoconstriction. 

Unique Physical Properties. ARGYROL is 
more than just a chemical germ -killer. Its 
mechanical action is detergent and pus-dis- 
lodging. It is demulcent, soothing and inflam- 
mation-dispelling. It effects a “phj siological 
w ashing of the mucous surface.” 

ARGYROL’S colloidal dispersion is finer, and 
the hv drogen ion concentration and silver ion 
concentration of ARGYROL solutions are care- 
fully and properly regulated, so that solutions 
of ARGYROL in any strength from 1% to 50% 
are equally bland and non-irritating. 


A C. BARNES COMPANY, NEW BRUNSWICK, N. J. 

Z__ ANTISEPTIC EFFICIENCY PLUS 

1. SOOTHING AND INFLAMMATION-DISPELLING PROPERTIES 

2. NO CILIARY INJURY— NO TISSUE IRRITATION 

3. NO SYSTEMIC TOXICITY 

4. NO PULMONARY COMPLICATIONS 

5. DECONGESTION WITHOUT VASOCONSTRICTION 


SPECIFY THE ORIGINAL ARGYROL PACKAGE 
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MATERNAL WELFARE 


IN. Y. State J. M. 


[Continued from page 460] 

delivery will be of little avail, and it will be wise 
to let nature take its course. 

Care of the Patient During Labor 

The labor and delivery should be in a hospital. 
Cardiac disease is too serious a complication of 
labor to allow the patient to be delivered at 
home. It is good policy to hospitalize the patient 
for observation at least two weeks before the on- 
set of labor. 

_ Delivery by cesarean section is only occa- 
sionally indicated. The patient may be ill as a 
result of the operation, and her convalescence 
may be complicated. Delivery by cesarean sec- 
tion should be advised in cases when known 
dystocia is present, when dystocia develops early 
in labor or when, at the onset of labor, the pa- 
tient shows symptoms of impending decompensa- 
tion. In the primipara, and especially in the 
elderly primipara, cesarean section should be 
preferred to a long labor. If she should decom- 
pensate during pregnancy, a cesarean should be 
done when compensation has been restored. 
The anesthetic of choice is local or open drop 
ether with oxygen. 

In general, if the patient has no signs or symp- 
toms of decompensation at the onset of labor and 
if there is no observed or probable dystocia, 
delivery will be best accomplished by allowing 
the patient to go through the first stage of labor 
under considerable morphine analgesia, with for- 
ceps delivery under local anesthesia, or open 
drop ether-oxygen anesthesia, as soon as the 
cervix is fully dilated. The cardiac requires a 
maximum amount of rest and analgesia during 
labor. 

The expulsive efforts of the second stage of 
labor are harmful to the cardiac patient. There- 
fore, she should usually be delivered as soon as 
the cervix is fully dilated. 

Care of the Patient During Puerperium 

Mental and physical rest are extremely im- 
portant during the puerperium. 


If the patient is decompensated after deliver)', 
proper treatment for that condition should be 
instituted. She should be kept in bed for a 
minimum of two weeks and ex amin ed by a 
cardiologist before she is allowed out of bed. 
She should then, if her condition warrants, be 
allowed up for only short intervals each day for 
a period of a week. She must take on her usual 
duties slowly and avoid exertion, particularly 
during the first few months after she is ambula- 
tory. Each pregnancy shortens the life expect- 
ancy of the cardiac patient. 

Except in mild cardiac patients, nursing the 
baby is to be avoided. The breasts should be 
dried up as soon as lactation begins and the 
baby bottle fed. 

Visiting nurses and visiting housekeepers will 
be of great benefit to the cardiac mother after 
she returns home from the hospital. 

Follow-up Care of the Patient 

Every cardiac patient should be under regular 
observation at monthly intervals, or oftener if 
she requires it, for the first six months after 
pregnancy. Thereafter, the follow-up may be 
at more infrequent intervals, but she should never 
be discharged from medical observation. 

She should now be carefully evaluated and 
advised with regard to the avoidance of future 
pregnancies or sterilization. 

Patients with cardiac murmurs should be 
thoroughly evaluated early in their pregnancy. 
If the patient shows evidence of definite cardiac 
disease, it will be wise to consult with a cardiolo- 
gist for definite diagnosis and suggestions as to 
treatment. . , 

The obstetrician should confer frequently witfi 
the cardiologist, and the latter should see an 
examine the patient periodically during P r ®£ 
nancy, labor, and the puerperium. It is only )’ 
this dual observation and treatment of P re S 
nancy complicated by cardiac disease that ® 
patient can be carried through her pregnancy, 
labor, and puerperium in the most careful an 
successful manner. 


AWARD TO BE GIVEN 

The American Urological Association offers an 
annual award, not to exceed S500, for an essay 
(or essays) on the result of some specific clinical 
or laboratory research in urology. The amount 
of the award is based on the merits of the work 
presented and, if the Committee on Scientific 
Research considers none of the offerings worthy, 
no award will be made. Only residents in 
urology in recognized hospitals and physicians 
who have practiced urology for not more than 
five years may compete. 

Essays should be in the hands of the secretary, 
Dr. Clyde L. Deming, 789 Howard Avenue, New 
Haven. Connecticut, on or before April 1, 1942. 


SECTION ON ANESTHESIOLOGY 

The program committee of the Section « 
Anesthesiology wishes to announce that Q 
tions desired brought up for the Roimd j 
discussion to be held at the State meeting P , 
29, 1942, at the Hotel Waldorf-Astona be mauea 
to the secretary of the section: Dr. M. 0. 
son, 303 East 20th Street, New York City. 

The topics for discussion are: (1) Inhala 
Anesthesia, (2) Regional and Spinal Anestn = > 
(3) Inhalation Therapy, and (4) Resuscitation; 

The members of the Round Table Pan® 

Dr. F. A. D. Alexander, Dr. E. J. Delmomco, 
Dr. M. C. Peterson, Dr. E. A. Rovenstine, ami 
Dr. Paul M. Wood. 



OF THE PNEUMONIAS 


Sulfathiazole exerts a pronounced and rapid bacteriostatic 
effect upon the most common causative organisms of 
pneumonia (pneumococci, hemolytic streptococci, staphyl- 
ococci). It is not necessary to delay treatment of pneu- 
monia until the laboratory report on sputum typing has 
been received. 

In the vast majority of cases Sulfathiazole is administered 
by mouth; occasionally it is necessary to resort to injec- 
tion. Only in certain circumstances is specific serum also 
indicated. 

Write for booklet on Sulfathiazole which includes also a 
discussion on the treatment of gonococcus and staphyl- 
ococcus infections. 

HOW SUPPLIED 

Tablets of 0 5 Gm. (7 72 grams), bottles of 50. 100 and 500. 

Also primarily for children tablets of 0 25 Gm. (3 8G grains), 
bottles of 50. 100 and 500 

Powder in bottles of 5 Gm,. Vi lb. and 1 lb. 


SfLecijtf 

SULFATHIAZOLE 


q( meri t for the phys icia n 
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Postgraduate Medical Education 


Programs arranged by the Council Committee on Public Health and Education of the 
Medical Society of the State of New York will henceforth he 'published in this section of the 
Journal. Members of the committee are Oliver W. H. Mitchell, M.D., chairman (428 
Greenwood Place, Syracuse); George Baehr, M.D.; and Charles D. Post, M.D. 


Joint Program 

A joint program has been arranged for Dela- 
ware and Otsego County Medical societies. 
The lectures will be held oil Friday evenings, 
at 6:30 p.m., with dinner at the Oneonta Hotel. 
Oneonta, New York. 

March 13. — Relation of the Family Physician to 
the Cancer Problem. 

Frederick S. Wetherell, M.D., associate 
professor of clinical surgery, Syracuse 
University College of Medicine, Syracuse. 
March 27. — Bursitis, Sprains, Strains. 

Willis W. Lasher, M.D., assistant clinical 
professor of surgery, College of Physicians 
and Surgeons, Columbia University, 
New York City. 

April 10. — The Treatment of Burns and Hand 
Infections. 

David Goldblatt, M.D., assistant traumatic 
surgeon, Post-Graduate Medical School, 
Columbia University. 

April 24.— Fractures in General. The Treat- 
ment of Common Fractures. 

Henry H. Ritter, M.D., professor of clinical 
surgery, New York Post-Graduate Medi- 
cal School, Columbia University. 

May 8. — Prenatal and Postnatal Care; Care of 
Newborn; Pelvimetry. 

Merton C. Hatch, M.D., instructor in 
obstetrics, Syracuse University College of 
Medicine. 

May 15. — Toxemias of Pregnancy. 

Edward C. Hughes, M.D., professor of 
clinical obstetrics, Syracuse University 
College of Medicine. 

May 22. — Rheumatic Fever — Rheumatic Heart 
Disease. 

Alexander T. Martin, M.D., clinical profes- 
sor of pediatrics, New York University 
College of Medicine, New York City. 

The lectures on cancer, obstetrics, and rheu- 
matic fever are given in cooperation with the 
State Department of Health and the Medical 
Society of the State of New York. 

Traumatic Surgery 

A course in traumatic surgery was arranged by 
Dr. Henry H. Ritter, Reconstruction Unit, 
New York Post-Graduate Medical School, Colum- 
bia University, New York City, for the Cayuga 
County Medical Society. The meeting on March 
3 will be held at 4: 00 p.m. in the staff rooms of the 
Auburn City Hospital, Auburn, New York. 


The remainder of meetings will be held at 8:30 

p.m. in the same place. 

March 3. — Surgery of Trauma; Treatment of 
Bums. 

Henry H. Ritter, M.D., professor of clinical 
surgery, New York Post-Graduate Medi- 
cal School, Columbia University, New 
York City. 

March 10. — Fractures of Leg and Ankle. 

Walter D. Ludlum, Jr., M.D., New York 
City. 

March 17. — Head Injuries. 

Carl A. Peterson, M.D., New York City. 

March 24. — Hand Infections. 

Ernest W. Lampe, M.D., New York City. 

March 31. — Fractures of Forearm, Wrist and 
Hand. . 

Willis W. Lasher, M.D., assistant clinical 
professor of surgery, College of Physicians 
and Surgeons, Columbia University. 

April 7. — Fractures of the Femur. 

Emmett A. Dooley, M.D., New York City. 

April 14. — Treatment of Wounds, Tendons, ana 
Nerves. ,. 

David Goldblatt, M.D., assistant traumatic, 
surgeon, Post-Graduate Medical school 
Columbia University. 


War Medicine and Surgery 
Fracture Lecture 

A single lecture, arranged for Onondaga 
County Medical Society, is to be held at Syraats 
University College of Medicine, Syracuse, 

New York, on Tuesday, March 3, 1942, at 8. 

P.M. 

Fractures in General. Treatment of Common 
Fractures. „ , ; „„i 

Henry H. Ritter, M.D., professor of con °a 

surgery, New York Post-Graduate Medical 
School, Columbia University, New 7 
City. 

Neurology Lecture 

A single lecture, arranged for Monroe •■Com 9 
Medical Society, is to be held in the Academy 
Medicine Auditorium, Rochester, New ’ 
Tuesday evening, March 17, 1942. 

Nervous Conditions Associated with Warfare- 
Foster Kennedy, M.D., professor of chmcai 
neurology, Cornell University College 
Medicine, New York City. 


A pat on the back develops character. . . . if 
' administered young enough, often enough, and 
?ow enough. -Canadian Doctor 


Question: What is physical culture? 
Nurse: "Physical culture is to make acultur 
of physic.” —Medical 
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VITAMINS 



ART NOT TROUGH 

An increasingly impressive medical literature asserts the frequency 
of multiple deficiencies in both vitamins and minerals . . . and that for 
maximum effectiveness, vitamins are needed together with minerals. 

As prophylaxis against multiple deficiencies, and as an aid in speed- 
ing recovery hy support of the system’s nutritional defenses . . . many 
physicians today make certain their patients receive, in addition to 
the usual diet, a supplement which . . . 

SUPPLIES BOTH VITAMINS AND MINERALS 

VISYNERAL 


VITAMIN CAPSULE 


[FUNK-DUBIN] 


\ 

// 


Literature and Sample. 
Upon Request 


U. S. VITAMIN CORPORATION 
250 E. 43rd St., New York, N. Y. 


Contains VITAMINS: A-B,-B 2 (G)-C-D-E and other B Complex 
factors, fortified with MINERALS: calcium phosphorus, iron, 
iodine, manganese, magnesium, copper and zinc . . . separately 
balanced for each age group: 

111 ADULTS (2) INFANTS AND CHILDREN (3) ADOLESCENTS 
(41 EXPECTANT AND NURSING MOTHERS (Si SPECIAL GROUP 
(MIDDLE-AGED AND AGED PATIENTS.) 
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Medical News 


County News 


Broome County 

Dr. Silas D. Molyneaux, chairman of the 
Preparedness Committee of the county society, 
reported on “A Unified Plan for Emergency 
Treatment in Major Disaster” at the February' 
meeting of the society. 

Other physicians who took part in the pro- 
gram and their subjects were: Dr. Charles D. 
Squires, “Emergency Treatment of Open 
Wounds”; Dr. H. J. King, “Emergency Treat- 
ment of Burns”; Dr. C. L. Pope, “Emergency 
Treatment of Fractures Referable to Spine and 
Extremities”; Dr. C. B. Henry, “Emergency 
Treatment of Compound Fractures”; Dr. M. H. 
Williams, “Emergency Treatment of Chest 
Injuries”; Dr. J. Worden Kane, “Emergency 
Treatment of Head Injuries.” 

Members of the Broome County Dental So- 
ciety were invited to the meeting. 

At the request of the State Society, Dr. E. R. 
Dickson, county society president, has ap- 
pointed a subcommittee on the “Hard of Hear- 
ing and the Deaf.” Members are Dr. Hiram 
Randall, chairman, Dr. J. D. Bowen, and Dr. 
Windsor R. Smith. 

Cattaraugus County 

The county society bestowed a life member- 
ship upon Dr. A. W. Smallman, Ellicottville, 
the oldest practicing physician in the county, 
at their meeting in the Olean House, Olean, on 
January 22. Dr. Smallman has been practicing 
medicine for fifty-four years and is widely known 
throughout that region. 

Cayuga County 

See page 464 for postgraduate lectures. 
Delaware County 

See page 464 for postgraduate lectures. 

Erie County 

“Stated Meetings [of the society] are yours 
and your problems should be discussed and de- 
cisions made in the Stated Meetings inasmuch as 
the society does represent the medical profession. 
This is much better than sitting around in the 
staff rooms offering criticisms and suggestions, 
which result in no particular, definite action for 
. your welfare or that of the society. . - - - 

“Your committees are always willing to help 
you or to listen to suggestions for the good of its 
members or the profession as a whole. 

f 1 „ r ,A ikof +l-iza 


think of ourselves and our own convenience 
rather than the profession and the practice of 
medicine as a whole.” — Nelson Slrohm, M.D . , 
retiring president. 

Elsewhere in this issue (page 435) there is an 
item about the resolution adopted by the society 
at the January meeting in which the society 
pledged itself to encourage civilians to walk 
more. In offering the resolution Dr. Harry 0. 
Guess cited the great use made by Germany ol 
walking tours to build up civilian health, he 
added that, mentally, walking would be good, lor 
it will give people at least tiventy minutes lor 
thought and reflection. . , , 

Dr. Harvey P. Hoffman in his inaugural ad- 
dress as president of the society stressed 
challenge of the times to the medical prolu- 
sion: “We cannot fail! We must meet these 
stern facts with action.” 

Greene County . 

At the meeting in January- Dr. WU ; 

Hoffman, New York City, addressed the^ociety 
on “Present Day Treatment of Cancer. 

The Emergency Medical CommiUeeofthe 
Green County Defense Council, .under the toe 
tion of Dr. M. H. Atkmson, ^airman, is appef 
ing to all citizens of Grrene County tP« a. 
themselves immediately to their f am y I’ 3^ 
cian for immunization against smallp • . 

typhoid fever. The committee also feels it adyL 
able to . have all children inoculated against 

^committee also feels tliere isafeat^- 
sibility that if Greene County suddei y be ^ 

the residence of a large number o®j» there 
evacuees from the metropolitan brought 

would be a great danger of disease being 

into the county. , , 1L , re ed to 

The doctors of Greene County have ag ^ ^ 
do this work at a reduced fee i t)|e bene - 

every person in the county can re 
fits of this immunization. 


Herkimer County „,. oa ;rient 

Dr. Byron G. Shults is the new 
of the Herkimer Academy of Medicine 
ing Dr. Howard C. Murray. ... ry r Janies 
Other officers are vice-presiden > ■ p p, 

F. Gallo; second vice-president, ££ f 
Alnisio* secretary. Dr. Fred C. Deveu 


Aloisio; secretary, Dr. Fred - “executive 
treasurer, Dr. Harold T. » Tqmes 

committee, Drs. Shults, Aloisio, James 
Graves, A. L. Fagan, and Murray, 


\V. 


biuueio u l UJUC1 jnoioLWiu^ — • 

“I am firmly convinced that the profession Graves y l Fagan, and ruurny . 
should take the offensive instead of the defensive Nicholas D Lill, Dolgeville, gave a paper 

which has been our habit m years gone by ..... Dr. iNicliolas jj. n , o ^ February 10 at the 
“We must keep the practice of medicine free before the munty soc f C l ub in^Herkuner. 


from politics. We must insist always on free 
-choice of physician by the patient. We must 
1 maintain that precious doctor-patient relation- 
shin. We must keep the quality of the practice 

of medicine foremost and not let quantity take New York Coumy j.^ NeW 

“*» York ‘<S£ KStonii 
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Mohawk Valle/ Count™ cum re - 

Dinner was served at 6.00 i. - comp leted 
ports and presentation of specim 
the program. 

New York County 



D0DERLE1N 
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MONILIA 

5J lots 


gonococci] 

6.8 to 83 


TRICHOMONAS STAPHYLOCOCCI 

VAGINALIS STREPTOCOCCI 

5 '= 4 B. COLI 

5.3 to 78 


gr Afc- pH 

^ "Hydrogen ton concentrations favorable to growth of common organisms 

The modern conception of corrective therapy in vaginal leukorrhea 
V. insists upon readjustment of the vaginal acidity to normal and consequent re-estab- 
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FLORAQUIN 

acts not only by destroying Trichomonas Vaginalis and other offending organisms, 
but also by encouraging the growth of the normal flora, replenishing depleted mucosal 
glycogen and readjusting vaginal acidity to a normal pH. 

Horaquin contains the protozoacide, Diodoquin (5-7- 
diiodo-8-hydroxyquinolme), together with specially pre- 
pared anhydrous dextrose and lactose, adjusted by acidula- 
tion with boric acid to a hydrogen ion concentration which 
produces a normal pH of 3-8 to 4.4 when mixed with the 
vaginal secretions. 
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of the United States held on February 12 at the 
Waldorf-Astoria, New York City, the following 
officers were elected for two years: president, 
Rear Admiral James C. Piyor, M.C., U. S. Navy 
(Retired), re-elected; vice-presidents, Colonel 
Howard W. Barker, U. S. Veterans Facility re- 
elected; Colonel Charles M. Walson, M.C., U. S. 
Army, Surgeon Second Corps Area: secretary- 
treasurer, Colonel Samuel Adams Cohen, Med.- 
Res., U. S. Army. 


Oneida County 

A series of radio talks, Hints to Health Pro- 
gram, arranged by the Utica Academy of Medi- 
cine, has recently been concluded. They were: 
January 19— Dr, Ward W. Millias, “The Emo- 
tions as a Cause of Illness”; January 26 — Dr. 
T. Douglas Kendrick, “Scientific Experiment 
and Medicine”; February 2 — Dr. William F. 
Coxon, Jr., “Modem Anesthesia”; February 9 — 
Dr. Walter F. Duggan, “The History of Spec- 
tacles”; and February 16 — Dr. Lynn M. Mac- 
Connell, “The Story of Anesthesia." 


Onondaga County 

At the meeting of the society on February 3 
Dr. Louis Gussow talked on “Discussion of 
Boeck’s Sarcoid with Report of a Case. Dis- 
cussion w’as opened by Drs. Carlton F. Potter 
and James G. Derr. _ , 

At the same meeting Dr. Eugene Boudreau 
spoke on “Psychosomatic Medicine; the Con- 
tribution of Shock Therapies, including Elec- 
tro-Shock; Case Reports.” Dr. Harry A. 
Steckel opened the discussion. 


The subject, “Recent Advances in the Diagno- 
sis and Treatment of Cancer of the Prostate, 
was presented to the county society on January 
6 bv Dr. Leo E. Gibson and discussed by Drs. 
T. F. Laurie and Robert Brewer. “This presents 
a new and rather hopeful outlook to patients suf- 
fering from inoperable carcinoma of the pros- 
tate,” says the Bulletin. “By performing a bi- 
lateral orchidectomy and the administration of 
stilbestrol, the male hormone, which undoubt- 
edly has a stimulatory effect on such a growth, 
is presumably eliminated. 

‘‘When metastasis occurs, there may be an 
increase in the serum acid phosphatase. this 
usually slowly returns to normal after orchidec- 
tomy and the administration of stilbestrol. A 
large proportion of these patients are distinctly 
benefited as shown by relief of pain, gam m 
weight, and even a disappearance of bone metas- 
tasis. The whole subject is so new and the re- 
sults are so gratifying that it l^too early to pre- 
dict what it may finally lead to. 

Dr. George B. Andrews presented a paper on 
“Insulin Allergy,” which was discussed by Dr. 
W A. Groat. The importance of continuing 
insulin in patients where it is distinctly indicated 
^ stressed, an d those who are sensitive to 
it should be desensitized in order that they 
may have the benefit of insulin therapy. 

See page 464 for postgraduate lecture. 
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Syracuse University Medical College addressed 
the society on bums with special, emphasis on 
treatment of shock caused by injuries of this 
nature. 

“The majority of deaths from bums are caused 
by shock rather than the injury itself," Dr. 
Wetherell pointed out. "This may come on 
immediately or it may appear in later stages of 
the patient’s confinement,” he added, explain- 
ing the methods of treatment and the value of 
blood plasma in this type of medical work. Ac- 
cording to reports of the American Medical 
Society, 60 per cent of the casualties at Heart 
Harbor were attributed to bums. 

Dr. Wetherell’s topic was enlarged upon by a 
demonstration of the Hematocrit, a device for 
determining the approach and degree of. shock 
in injuries, by Dr. C. K. EWer. The mstru- 
ment is in use at the Oswego Hospital and is an 
invaluable aid to prescribing the proper type ot 
treatment for shock, as Dr. Elder lllus 
with several case histories. 

Otsego County 

Rotarians in Oneonta who bea l\ , ' e°?L 
W. Mackenzie, Cooperstown. on February 
undoubtedly better informed on medical topics 
than they were prior to that date. E) ■ . 

enzie’s subject xvas “What is Next , 

cine?” but rather than prophesy he^ a w “ 
what had been happening in the ™ de b “ tween 
medicine, pointing out that the time lag M 
the scientific developments of medicme and tn 
general application to reduce i lness is hep 
cipal challenge not W 

fession but to the people of „ tb ®f h ° . “This 

Of the “miracle drugs he ^yS' 
story of the sulfonamides is a fascmatmg 
first, because it was made possible by 

taking experunents of the chemists f^ c ; n ating 

on the methods of science, it is a im ^ 
story also because it illuminates a 

human mind. „ „r .wplnmnent of 

“Several times m the course of d P. [,; m 
the sulfonamides an individual had but 
in the face a discovery of great impo «an^ ^ 
failed to appreciate the s if n £ c ?“f® gating be- 
before him. Third, the story oes “ m etimes see 
cause the doctor now usually doe i som ^ 
miracles. Patients who formerly wow are 
been doomed to die now not infrequen y, 

rapidly cured and restored to healtn. f . 

‘‘We may well ask: ‘What nexi a ‘hem.^ 

amides?’ . Almost certainly we s U q{ them 

sulfonamide drugs. Perhaps Already 

will be better than those we have now. tr) . 
we know, that fully 25,000 people “the 
will survive pneumonia each y , ‘Wh&t 

would have died.* We. may well as 
next in other fields of medicme. 

See page 464 for postgraduate lectures. 

Queens County , „ p ro- 

The borough president ° f . ,1 in con- 

claimed March 9-16 as Nutrition Wee (he 
nection with an educational P t0 eat in 
county society to teach consumers wba 
war time to preserve their healtn. ^ary 

The society, with the help ot tne a 


See "Competition,” page 451.— Editor- 
[Continued on page 470) 
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and the Queens Council for Social Agencies has 
been at work some time in drawing up a country- 
wade program of nutrition education. 

Nutrition Week will be launched March 9 
with a meeting in the Medical Society Building 
in Forest Hills, at which experts in the field of 
dietetics will speak. The following day there 
will be a symposium for professional social 
service workers so that they in turn can instruct 
those with whom they come in contact. 

A nutrition exhibit also will be set up at the 
medical building, with a lecture on hand each 
day to explain the various subjects. 

Rensselaer County 

At the county medical society meeting, which 
was held in the Hendrick Hudson Hotel in 
Troy on February 10, Dr. Charles H. Wheeler, 
assistant professor of clinical medicine at New 
York Medical College, spoke on the sulfonamides. 

Dr. John O. Sibbald, president of the society, 
presided and Dr. C. J. Handron introduced the 
speaker. 

Richmond County 

The following are the newly elected officers 
of the county medical society: president, Dr. 

H. Lynn Halbert, Tompkins ville; vice-presi- 
dent, Dr. D. Vincent Catalano, West Brighton; 
secretary, Dr. William H. Barlow, St. George; 
treasurer, Dr. Curtis J. Becker, St. George.— 
William, H. Barlow, M.D., Secretary. 

Schenectady County 

Dr. Judson B. Gilbert of Ellis Hospital ad- 
dressed the county society on "New Develop- 
ments in Cancer of the Prostate” on February 3 
in the nurse’s home auditorium at the hospital. 

A business meeting preceded. 

Dr. Walter Brown, radiologist of the Ellis 
Hospital, has left to begin a Fellowship in In- 
ternal Medicine at the Mayo Clinic in Rochester, 
Minnesota. His appointment began January 

I, 1942, and is for three years. 

Dr. C. E. Mitton has been appointed radiolo- 
gist of the Ellis Hospital. 

Suffolk County 

A joint meeting of the Huntington Hospital 
and the county society was held on January 28. 

A symposium on hypertension was presented. 


[N. Y. State J. M. 

The following speakers participated: Dr. H. A. 
Schroeder, Rockefeller Institute, "Experimental 
Aspects"; Dr. H. 0. Mosenthal, New York Post- 
Graduate Hospital, “Medical Aspects”; Dr. 
H. G. Bugbee, St. Luke’s Hospital, “Urological 
Aspects”; Dr. I. P. Sobel, Lenox Hill Hospital, 
“In Children”; Dr. Carnes Weeks, New York 
Post-Graduate Hospital, “Neuro-Surgical Treat- 
ment.” 

During January the Huntington Hospital con- 
ducted a symposium on cardiovascular dis- 
eases including hypertension and the speakera 
were Dr. Emanuel Libman, Dr. Samuel Silbert, 
Dr. Benjamin Jablons, and Dr. Saul Samuels, all 
of New York City. 

Dr. Morris R. Keen was chairman of the 
program committee. 

Dr. George M. Lott, director of the Division 
of Mental Hygiene, Suffolk County Health 
Department, has an article in the February News 
Letter on “Mental Hygiene in the Present Emer- 
gency.” After reviewing the experiences as 
related by an English psychiatrist he concludes 
with this news of his locality: 

The Mental Hygiene Division of the Suffolk 
County Department of Health is focusing its 
clinical and educational activities on the forma- 
tive phases of character development. _ To this 
end as much work as possible is being done 
with parents, teachers, and school children. 
The early years are a critical period in every- 
one’s health history. The correction of physical 
and emotional defects at this time enables the 
child to face school and social competition with- 
out handicap and makes for 3ound health later 
on. Permitted to stand, many of the trivial dis- 
orders of childhood develop into chronic or im- 
paired capacity in adult life. 

Westchester County 

At the January meeting it tvas announced 
during the business session that the entire 
savings fund of the society is to be invested m 
Defense Bonds, and the special committee on 
medical preparedness under the chairmanship 
of Dr. Erich H. Restin, Mount Vernon, who is 
also chief of emergency medical service of the 
County Defense Council, announced that the 
society has assisted the county and local defense 
councils in perfecting medical services against 
all emergencies. ' 


Deaths of New York State Physicians 


Name Age 

Irving G. Cameron — 

Dennis D. Daly 66 

Justin Herold 80 

Levi E. Hinshaw 77 

Samuel W. Lambert 82 

John McAllister 90 

G. Jordan Mehlei 40 


Christopher J. Patterson 

William Richter 
Ernest S. Steinitz 


Medical School 

Date of Death 

L. I. C. Hospital 

February 1 

Syracuse 

February 5 

Bellevue 

February 3 

Dunham Chicago 

January 21 

P. &. S. N. Y. 

February 10 

Albany 

February 6 

Univ. & Bell. 

February 1 

P. & S. Ontario 

February 1 

N. Y. Univ. 

February 2 

Breslau 

February 1 


Residence 
Brooklyn 
Ellen burg Depot 
Scarsdale 
DeRuyter 
Manhattan 
Manhattan 
Lynbrook 
Hopewell 
Junction 
Manhattan 
Manhattan 



IN WHOOPING COUGH 
ELIXIR BROMAURATE 

IS A UNIQUE REMEDY OF UNIQUE MERIT 

Cuts short the period of illness, relieves the distressing cough and gives the child rest and sleep. Also valuable in other PERSISTENT 
COUGHS and in BRONCHITIS and BRONCHIAL ASTHMA. In f our -ounce original bottles. A teaspooniul every 3 or 4 hours. 

GOLD PHARMACAL Co., New York 


CROSS-REFERENCE . . . It may be necessary at times to check the informa- 
tion provided in an advertisement on some particular product to be prescribed. To facili- 
tate this a cross index of advertisers and advertised products is published in every issue 
of the JOURNAL. We hope you will find it a convenient and useful instrument. In 
this issue see pages 400 and 471. 


INDUSTRIAL ACCIDENTS IN N. Y. STATE 

The number of industrial accidents by years is a fairly 
accurate barometer of employment or lack of employ- 
ment. For example, the total dropped 10 per cent the 
first year after the crash and at the peak of the depression 
years had dropped about twenty-five per cent. 

From then on there has been a steady increase in the 
number of industrial accidents until the year 1910 it was 
again equivalent to the total in 1929. 

Fatal accidents, however, in the plants of New York 
State after a decided drop following the crash, have de- 
cided to stay down. For the past eight years fatal 
accidents have been around 1300 to 1400 as compared 
to some 2,000 in peak prosperity years. 

This may mean that better safety measures are being 
taken, although the total number of all types of industrial 
accidents does not indicate such improvement. And 
while fatal accidents show such a satisfactory reduction, 
permanent disabilities have continued to increase right 
through the years of unemployment. 

If there is any reason for the lower mortality rate in 
industrial accidents it can well be that we have had some 
improvement in medical attention and technique. Even 
though this may mean that the injured worker has been 
saved from death only to survive with a permanent dis- 
ability, still it is an achievement that, next to e limin ating 
the hazard entirely, can be viewed with considerable 
satisfaction. 


OUR TRANSIENT POPULATION 
DECREASES 

In 1940, over 130 million persons entered and left the 
City of New York on trains and ferries alone. This is 
the equivalent of one visit by every man, woman and 
child in the United States. In addition, of course, there 
were countless more who used motor cars and buses ex- 
clusively'. 

Commuting included in the above figure comprises 
over 91 million of the total visits and 182,684,185 trips 
in and out of the city. However, this was almost 14 
million less trips than in 1939 which in turn had over 
4 million less commuter trips than 1938. 

Apparently commuting is on the wane, but what is 
largely responsible for the steady reduction is not clear. 
The change in 1940 may be due to a shift in industry 
because of defense work, but the reduction in 1939 
appears a little early for such a cause. 

Ferries carrying privately owned vehicles seemed to 
fare better with a slight increase. In 1940, total traffic 
on such ferries reached 14,125,941 as compared with 
14,029,673 in 1939. However, other privately owned 
ferries reported a reduction of passengers from 27,812,879 
in 1939 to 24,010,536 in 1940. 

Persons using the vehicle tunnels and bridges in 1940 
were 13,328,803 in the Holland Tunnel; 3,900,000 in the 
Lincoln Tunnel; 8,455,000 over the George Washington 
Bridge; 696,000 over the Goethels; 370,000 over the 
Outer Bridge Crossing; and 638,000 over the Bayonne 
Bridge. 


HARRY F. WANVIG 

Authorized, Indemnity Representative 

of 

ISlje jiRelrical jsmcietu of fire nf jNefix Uork 

70 PINE STREET NEW YORK CITY 
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Hospitals in New York City Are 
Ready. . . . 

TF an emergency were to arise at this very 
-L moment, 2,000 cases, at least, could be ac- 
commodated, according to Dr. Edward Ber- 
necker, of the Department of Hospitals, chief 
of the Emergency Medical Service, New York 
City. In a published interview in the current 
Modern Hospital Dr. Bernecker s umm arizes the 
defense preparations that are being made by 
hospitals in the New York City area. 

He says that the number 2,000 will be raised 
to 5,000 and more when all existing facilities are 
organized and greater coordination of the vari- 
ous defense units has been accomplished. 

Emergency medical field units, made up ac- 
cording to the Medical Division Bulletins of 
the Office of Civilian Defense, are a part of 
eighty city and voluntary hospitals. These 
units are directed to predetermined spots near 
the scene of the disaster for the treatment of 
minor injuries. Those in charge of these casualty 
stations must decide which cases should be sent 
to the hospitals.* 

Dr. Bernecker says that one of the biggest 
problems facing the New York hospitals is the 
realignment of their staffs owing to the demands 
of the government upon the medical profession. 
With interns having only one year of training 
and with the elimination of residents it is neces- 
sary that the attending staffs assume new respon- 
sibilities. 

Another readjustment that hospitals must 
make is the elimination of intern service on am- 
bulances. f [This went into effect on all am- 
bulance services of city hospitals in New York 
City on February 16. Qualified emergency first 
aiders are replacing the interns. It is expected 
that private hospitals will inaugurate the change 
in a few weeks.] 

The realignment of duties follows on through 
nurses and voluntary nursing aids, graduate 
nurses assuming duties previously performed by 
doctors and the nursing aids doing some of the 
work of the nurses. Dr. Bernecker estimates 
that 1,000 women have been trained for these 
posts but that the quota calls for approxi- 
mately 10,000. 

Dr. Bernecker concludes with the advice that 
“Safe and Sane Defense” might be a slogan for 
every institution, but he does not recommend 
that hospitals go to extremes in preparing them- 
selves for possible air raids or disaster from 
sabotage. He points out that while, at present, 
it is ridiculous to abandon the use of operating 
rooms on top floors it is equally foolish not to 
protect all skylights adequately. He added that 
every hospital should provide for an emergency 
operating room lower down in the building or on 
the first floor and that it would be well to rear- 


range space allotments, where possible, to pro- 
vide ward facilities adjoining these emergency 
operating rooms. 

To administrators of hospitals Dr. Bernecker 
says that they should know their institutions as 
never before, not counting on assistants for cer- 
tain knowledge .... and, as executive officers 
in charge, they should be ready for call at any 
time. 

Newsy Notes 

Twenty-three physicians and surgeons deemed 
to have contributed most toward the creation of 
Polyclinic Hospital were honored on February 
10 when their portraits were unveiled in the 
faculty room of the hospital which is located at 
341 West Fiftieth Street, New York City. 
Seven of the honored men are living. They are 
Drs. Bryson Delavan, Bernard Sachs, Frederick 
Whiting, Charles G. Kerley, Orrin S. Wightmnn, 
Frederick H. Dillingham, and Royal Whitman. 


Dr. Bernard S. Oppenheimer was recently 
honored by his fellow physicians of the Mount 
Sinai Hospital, New York City, when he was 
presented an 869-page volume of medical papers. 
It is Volume VIII, Number 5 of the Journal of 
the Mount Sinai Hospital, consisting of 106 papers 
especially contributed for the occasion. Among 
the authors of these papers are many of the 
leading medical men of America, not a few of 
whom began their careers as Dr. Oppenheimer s 

^ The hospital is celebrating its ninetieth year of 
service. 

Four hundred leaders of the medical profes- 
sion attended a dinner on February 7 at the 
Waldorf-Astoria Hotel dedicating the recently 
opened Adelphi Hospital in Brooklyn. Dr. 
Thomas A. McGoldrick, chief medical officer 
in charge of civilian defense of Kings County, 
said the responsibilities of the new hospital at 
Greene Avenue and Adelphia Street were 
greater than had been anticipated because of its 
location near the Navy Yard, where thousands 
of men are working. 


Mrs. Edmond Borgia Butler, director of the 
Corps of Volunteers of St. Vincent s Hospital, 
New York City, has laid down three crisp 
rules for the 100 women who work under her. 

“Know your place, find your place, and keep 
your place,” she advises each recruit. _ 

The volunteer service at the hospital is re- 
puted to be outstandingly good. 


* The recent Normandie disaster afforded these emer- 
gency medical field units the opportunity to function on 
a large scale and, as a whole, their performances were 
xc ell en t. — E di t o r . 

See January 15 issue, page 176. 


With the addition of about 25,000 subscribers 
and dependents last year, the Rochester Hos- 
[Continued on page 474] 
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f^ffeecialized Treatments 



PINE WOOD 

Route 100 Westchester County Katonah, New York 

Licensed by the Department of Mental Hygiene. Emphasizing 
diagnosis and treatment of Neuro-psychiatric cases. 

In addition to the usual forms of treatment (occupational therapy, 
physiotherapy, outdoor exercise, etc.) we specialize in more specific 
techniques. Insulin , Mctrazol and Electro shock. Psychological 
and physiological studies. Psychoanalytic approach. 

DR. JOSEPH EPSTEIN, Physician-in-Charge 

Dr. Max Fried emann ) Resident Tel: KATONAH 775 

Dr. Leon Gottfried j Physicians YONKERS 3-5786 

N. Y. Office: 25 West 54th St. Tuea. & Fri. by appointment 
Circle 7-2380 

G1ENMARY 

SANITARIUM 

For individual care and^ treatment of selected number of Nervous 
and Mental cases, Epileptics, and Drug or Alcoholic addicts 
Strict privacy and close cooperation with patient’s physician at 
all times. Successful for over 50 years. 

ARTHUR J. CAPRON, Physician-in-Charge 

OWEGO, TIOGA CO., N.Y. 


DEFINITE TREATMENT • FIXED CHARGE ® MINIMUM HOSPITALIZATION 

for Alcohol and Drug Sickness 

CHARLES B. TOWNS HOSPITAL 

293 Central Park West, New York EST. 42 YRS. Telephone: SChyler 4-0770 


“QUICKIE” VACATIONS— AND WHAT NEXT? 


If there is anything wrong with this country at present, 
it is not that we are too complacent about the war but 
rather that as a whole we are too inconsistent. 

On one hand we have the boosters of greater efforts in 
defense work and on the other hand those preaching 
vacations. We are told to put more push behind the 
machinery of industry — to take more vacations so we 
can keep healthy and strong enough to bear the strain of 
increased hours of work and increased tension. 

Mow comes the “Quickie” vacation so you or your 
overworked patient can take short relaxation , periods 
with a minimum loss of time from work. 


Gone are the days of “leisurely” spent vacations. 
Now if Mr. Average Man can get away from work at 
high speed, he is advised to rest “at high speed.” Yet 
there is something sensible back of it all. 

We were always inclined to spend more time getting 
to a place of rest and back again than actually in resting. 
If we can shorten the transportation time, and the air 
lines certainly have helped us this way, then surely we 
can lengthen the hours of relaxation. 

Just as we have come to know concentrated foods, so 
it appears we may yet come to understand “concen- 
trated” vacation benefits. 


FALKIRK 

IN THE 

RANAPOS 

A sanitarium devoted exclusively to 
the individual treatment of MENTAL 
CASES. Falkirk has been recom- 
mended by the members of the medi- 
cal profession for half a century. 

Literature on Request 

ESTABLISHED 1889 

THEODORE W. NEUMAN, M.D., Phys.-in-Chg. 
CENTRAL VALLEY, Orange County, N. Y. 


BRIGHAM HALL HOSPITAL 

AT CANANDAIGUA, N. Y. 


FOR MENTAL AND NERVOUS PATIENTS. An un- 
institutional atmosphere. Treatment modern, scientific, 
individual. Moderate rates. Licensed by Dept, of Men- 
tal Hygiene. (See also our advertisement in the Medical 
Conn.) Address inquiries to 
MARGARET TAYLOR ROSS, M.D., Physician-in-Charge 


HALCYON REST 

754 BOSTON POST ROAD, RYE, NEW YORK 
Henry W. Lloyd, M.D., Physician-in-Charge 
Licensed and fully equipped for the treatment of nervous, 
mental, drug and alcohol patients, including Occupational 
therapy. Beautifully located a short distance from Rye Beach. 
Telephone: Rye 550 
Write for illustrated booklet 
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pital Service Corporation boasts a membership of 
about 185,000, Sherman Meech, director, has 
announced. 

The per capita rating of the association to the 
territory it covers is one of the largest in the 
country, Meech said. 

His report coincided with an announcement 
by the American Hospital Association Hospital 
Service Plan Commission showing that 2,500,- 
000 persons became members of associations 
in the nation last year, bringing the total mem- 
bership to 8,500,000. 


“The Alumni Association of the Jewish Memo- 
rial Hospital of New York City announces, 
with great pleasure, the appointment of Dr. 
Philip Slater, as roentgenologist of the Sea View 
Hospital.” 


In a building erected as a memorial to Queens 
men who served in World War I, Jamaica Hos- 
pital passed its fiftieth milestone girding for 
World War II. 

On February 17 — exactly a half-century since 
the charter for the hospital was granted — a 
dinner-dance was held in the Waldorf-Astoria 
Hotel, Manhattan. The celebration, however, 
was but a respite from the serious business of 
preparing to handle casualties that might come 
to Queens from enemy air attacks. 

Fifty years ago the hospital opened its first 
building— a frame house with 5 beds at Jamaica 
Avenue and 168th Street. 


lum, Utica, January 15, to discuss the part to be 
played by the institutions during blackouts 
and in event of emergency service resulting from 
air raids. Represented were the five hospitals in 
Utica, Ilion Hospital, Little Falls Hospital, 
Memorial Hospital in Herkimer, Pine Crest 
Sanatorium at Salisbury Center. 

Also, Lowville Hospital, Oneida City Hos- 
pital, Rome City Hospital, Oneida County 
Hospital at_ Rome, Rome State School, Utica 
State Hospital, Mercy State Hospital, Good 
Samaritan Hospital in Watertown, and Broad- 
acres Sanatorium. 


Improvements 

The capacity for patient care of Mount Ver- 
non Hospital’s x-ray department has been in- 
creased 75 per cent by the installation of new 
equipment at a cost of S6.000 according to Arthur 
B. Solon, superintendent. 


Action of the Office of Production Management 
in Washington listing the new St. Mary’s Hos- 
pital in Rochester a “defense project,” with a 
preference rating of A-4, has cleared the way for a 
financial campaign with a goal of S275,000 which 
was held January 23-February 2. 

The new hospital will aid powerfully in meeting 
what health experts term Rochester’s greatest 
need in the field of health, supplying low-cost 
hospital beds for patients suffering from acute 
illness. 


Conferences with laymen and physicians of 
Harlem to discuss establishment of a voluntary 
hospital in that community have been in prog- 
ress for some time, the third annual report of the 
Hospital Council of Greater New York discloses. 
The council is a community agency to improve 
hospital and health services throughout the city. 

Such an institution, the report sets forth, 
would afford staff affiliations for qualified Negro 
physicians and accommodations for their pri- 
vate patients and additional ward beds for in- 
digent patients. 


“Wake up and forget Pearl Harbor,” was the 
advice given by Dr. Ralph W. Sockman, pastor 
of Christ Methodist Church, New York City, 
at the recent annual dinner meeting of the Vas- 
sar Brothers’ Hospital in Poughkeepsie. “For- 
get the vindictive, vengeful slogan, ‘Remember 
Pearl Harbor,’ and substitute for it a remem- 
brance of the valiant defense of Wake Island,” 
he urged. “We can nun without the vengeance 
motive, win the war and win the peace to come 
after it.” 


Superintendents and superintendents of 
mrses in hospitals of seven counties m central and 
lorthern New York met in Broadacres Sanator- 


A S22,000 extension that will increase ac- 
commodations by 17 beds will be constructed at 
the Saranac General Hospital. 


To the welfare of the sick in peace or war, 
Archbishop Francis J. Spellman on J anuarv 4, 
dedicated a new r nine-story building constructed 
as the major part of a SI, 300, 000 moderniza- 
tion program at St. Vincent’s Hospital. 


Formal opening of the new extension of the 
Westchester Square Hospital, Seddon Street 
and St. Raymond Avenue was held on January 
20 . , , 
The addition provides space for 110 beds ami 
30 bassinets, which increases materially the hos- 
pital facilities of the North Bronx section. 
The hospital, although privately operated, will 
continue its policy of taking care of emergency 
needs of the neighborhood. Dr. John Golan, 
president, announced. 


With the skyscrapers of lower Manhattan and 
their 1,000,000 working occupants particularly 
subject to enemy air attacks, plans have been 
made for setting up emergency facilities in 
Beekman Hospital and for raising 5500, UUU to 
cover the cost. 



Hospitals 

Institutions of 



Sanitariums 




Specialized Treatments 


PINE WOOD 

Route 100 Westchester County Katonah, Now York 
Licensed by the Department of Mental Hygiene. Emphasizing 
diagnosis and treatment of Neuro-psychiatric cases. 

In addition to the usual forms of treatment (occupational therapy, 
physiotherapy, outdoor exercise, etc.) we specialize in more specific 
techniques. Insulin, Mctrazol and Electro shock . Psychological 
and physiological studies. Psychoanalytic approach. 

DR. JOSEPH EPSTEIN, Physician-in-Charge 
Dr. Max Friedemann 1 Resident Tel: KATONAH 775 

Dr. Leon Gottfried 1 Physicians YONKERS 3-57S6 

N. Y. Office: 25 Wes t SI th St- Tues. & Fri. by appointment 
Circle 7-2380 


GLENMARY 

SANITARIUM 

For individual care and treatment of selected number of Nervous 
and Mental cases. Epileptics, and Drug or Alcoholic addicts 
Strict privacy and close cooperation with patient’s physician at 
all times. Successful for over 50 years. 

ARTHUR J. CAPRON, Physician-in-Charge 

OWEGO, TIOGA CO., N. Y. 


DEFINITE TREATMENT • FIXED CHARGE • MINIMUM HOSPITALIZATION 

for Alcohol and Drug Sickness 

CHARLES R. TOWNS HOSPITAL 

293 Central Park West, New York EST. 42 YRS. Telephone: SChyler 4-0770 


“QUICKIE” VACATIONS— AND WHAT NEXT? 


If there is anything wrong with this country at present, 
it is not that we are too complacent about the war but 
rather that as a whole we are too inconsistent. 

On one hand we have the boosters of greater efforts in 
defense work and on the other hand those preaching 
vacations. We are told to put more push behind the 
machinery of industry — to take more vacations so we 
can keep healthy and strong enough to bear the strain of 
increased hours of work and increased tension. 

Now comes the “Quickie” vacation so you or your 
overworked patient can take short relaxation , periods 
' v 'th a minimum loss of time from work. 


Gone are the days of “leisurely” spent vacations. 
Now if Mr. Average Man can get away from work at 
high speed, he is advised to rest “at high speed.” Yet 
there is something sensible back of it all. 

We were always inclined to spend more time getting 
to a place of rest and back again than actually in resting. 
If we can shorten the transportation time, and the air 
lines certainly' have helped us this way’, then surely we 
can lengthen the hours of relaxation. 

Just as we have come to know concentrated foods, so 
it appears we may y'et come to understand “concen- 
trated” vacation benefits. 


FALKIRK 

IN THE 

R AM APOS 

A sanitarium devoted exclusively to 
the individual treatment of MENTAL 
CASES. Falkirk has been recom- 
mended by the members of the medi- 
cal profession for half a century. 

Literature on Request 

established 1SSS 

THEODORE W. NEUMAN, M.D., Phys.-in-Chg. 
CENTRAL VALLEY, Orange Comity, N. Y. 


BRIGHAM HALL HOSPITAL 

AT CANANDAIGUA, N. Y. 

FOR MENTAL AND NERVOUS PATIENTS. An un- 
inatitutional atmosphere. Treatment modern, scientific, 
individual. Moderate rates. Licensed by Dept, of Men- 
tal Hygiene. (See also our advertisement in the Medical 
and Conn.) Address inquiries to 
MARGARET TAYLOR ROSS, M.D , Physician-in-Charge 


HALCYON REST 

754 BOSTON POST ROAD, RYE, NEW YORK 

Henry W. Lloyd, M.D. f Physician-m-Charge 
Licensed and fully equipped for the treatment of nervous, 
mental, drug and alcohol patients, including Occupational 
therapy. Beautifully located a short distance from Rye Beach. 
Telephone: Rye 550 
Write for illustrated booklet 
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Woman’s Auxiliary 

To the Medical Society of the State of New York 


A REPORT of the Executive Board meeting 
held February 16-17, 1942, at the DeWitt 
Clinton Hotel, Albany, will appear in the March 
15 issue of the Journal. 

Also watch for more State Convention News 
The dates: April 27, 28, 29, 30, 1942. The 
place: The Waldorf-Astoria, New York City. 

The following is a list of the chairmen of the 
Convention committees: 


Columbia. To the business meeting and 
luncheon at the General Worth Hotel, Hudson, 
January 27, each member was privileged to in- 
vite two guests. The guest speaker was Henry 
James, chairman of the Columbia County Red 
Cross Chapter. 

A decision was made to assist Dr. Ralph 
Spencer in the cancer control program. A dona- 
tion of S10 was given to the Red Cross IVar 
Fund Drive. 


Mrs. L. E. Van Kleeck — Cochainnan 
Acknowledgments, Mrs. S. W. S. Toms 
Dinner, Mbs. L. M. Lally 
Entertainment, Mrs. C. Potter 
Flowers, Mrs. F. E. Elliot 
Headquarters, Mrs. L. Harris 
Hobby Show, Mrs. H. L. Hirsch • 
Hospitality, Mrs. B. D. St. John 
House of Delegates, Mrs. W. J. Lavelle 
Information, Mrs. M. Schultz 
Junior Ushers, Mbs. F. Towne 
Luncheon, Mbs. J. McKeever 
Printing, Mbs. George Smith 
Publicity, Mrs. E. A. Griffin 
Registration of Delegates, Mrs. W. Davis 
Registration— General, Mbs. H. Mencken 
Resolutions, Mbs. A. M. Bell 
Supplies, Mbs. Otto Pfaff 
Tea — Wednesday, Mbs. Wm. Carhart 
Tickets, Mrs. M. Bergman 
Finance, Mrs. D. J. Swan 


Fulton. At the last meeting Mrs. Alfred Mad- 
den, state legislative chairman was guest speaker. 
The topic was “What Physicians' Wives Can 
Do in the State Program of Medicine.” After 
the meeting the members did Red Cross work. 

Montgomery. Mrs. George B. Adams, of 
Auburn, president of the New York State Aux- 
iliary, was guest speaker at the monthly meeting 
which was held at the Town Honse. Preceding 
the meeting a luncheon was served. Mrs. E. A. 
Bogdan reported that it will be possible to place 
the Hygeia. in the junior and senior high schools 
of the city and county. There was no February 
meeting. The next meeting will be on the second 
Monday in March, 

Nassau. The auxiliary sponsored a nutrition 
forum. In March they are having a Cancer In- 
stitute. 


These women are busy building the founda- 
tion for your convention. Please remember, sister 
members, we are counting on your help in the 
completion of its structure. More news in the 
next Journal. 

Be seeing you at the convention. 

Mabel A. Pohlmann 

County News 

Cattaraugus. At a luncheon meeting in the 
Colonial Room of the Olean House an instructive 
talk on “Blood and Plasma" was given by Dr. 
David J. Maloney, who illustrated his topic. 
The membership decided to continue to have 
physical check-ups once a year. 

Chautauqua. The wives of the doctors were 
entertained at the Eighth District meeting. Mrs. 
George B. Adams, state president, stressed the 
permanent value of the organization. The ladies 
joined the doctors for luncheon, after which they 
were taken on a tour of the furniture building, a 
rare privilege for guests. Afternoon tea at the 
home of Dr. and Mrs. Harold A. Blaisdell com- 
pleted the afternoon plans. At the previous 
meeting the members were conducted by Dr. 

F. R. Weedon on a visit to the Municipal Labo- 
ratory. 


Oneida. The outst anding project of the aux- 
iliary for the year is “blood typing.” Within 
the group there are two first-aid units, one the 
advanced. 

Onondaga. A general plan of defense work is 
being carried on. At the last meeting Mrs. 
James R. Witson gave an outline on “Organized 
Housewives.” The March meeting will be an 
heirloom party. In April, Dr. Louis H. Bauer 
will speak on “Nutrition." 

Oswego. The auxiliary gave a S50 donation 
to the Red Cross, the proceeds from the fashion 
show. Mrs. Porter Butts gave an informative 
talk on the defense program. 

Queens. Mrs. Alfred Madden was guest 
speaker at the January meeting. A donation 
was given to the Red Cross War Fund Drive. 
The amount was S10- 

Rensselaer. The last meeting was held at 
the McKean House of the Leonard Hospital. 
Mrs. Eugene F. Connelly was elected president, 
succeeding Airs. John J. Rainey. Airs. Arthur 
W. Benson was made president-elect. The 
regular annual reports were given. Tea and a 
delightful party followed the meeting. 
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THE MAPLES INC,, ROCKVILLE CENTRE, L. I. 

A sanitarium especially for invalids, convalescents, chronic 
patients, post-operative, special diets, and body building. Six 
acres of landscaped lawns. Five buildings (two devoted exclu- 
sively to private rooms). Resident Physician. Rales $18 lo $35 Weekly 

MRS. M. K. MANNING, Supt. - TEL: Rockville Cenixe 3660 


‘INTERPINES’ 



Goshen, N. Y. 


Phone 117 

Ethical — Reliable — Scientific 

Disorders of the Nervous System 
BEAUTIFUL— QUIET— HOMELIKE 

Write for Booklet 

FREDERICK W. SEWARD, M.D., Director 
FREDERICK T. SEWARD, M.D., Resident Physician 
CLARENCE A. POTTER, M.D., Resident Physician 



TERRACE HOUSE 

for ALCOHOLISM 

A. private sanatorium offering a specific treatment for alcoholism, 
formulated to relie\e the craving for alcohol and with re-education 
working toward permanent abstinence. Homelike surroundings. 
Competent medical and nursing care. 16 miles from Buffalo. 
Moderate rates~- Enquiries invited 

64 Maple St. - East Aurora, N. Y. - Phone 784 


BRUNSWICK HOME 

A PRIVATE SANITARIUM. Convalescents, postop- 
erative, aged and infirm, and those with other chronic 
and nervous disorders. Separate accommodations for 
nervous and backward children. Physicians* treatments 
rigidly followed. C. Ii. MARKHAM, M.D., Supt. 

B’way & Louden Ave., Amityville, N.Y., Tel: 1700, 1, 2 

N. y. Office — 67 w: 44th Street Tel: MUrray Hilf 2-8323 


HOSPITALS IN NEW YORK STATE 

According to the most recently released official figures 
on number of hospitals, New York State has 571 with a 
total bed capacity of 188,985 and 8,286 bassinets. 

A recent edition of a hospital directory lists only 492 
for the State but classifies them as: 346 General, 36 
Mental, 34 Tuberculosis, 21 Obstetric, 12 Children’s, 
11 Prison, 8 Contagious, 5 Eye, Ear, Nose and Throat, 
4 Convalescents, 3 Chronic Cases, 2 Incurables, 1 Ner- 
vous and Neurotic, 1 Special Type, and 8 unclassified. 

As to ownership, the directory listed them as — 181 by 
non-profit associations, 72 by churches, 52 corporation 
owned or controlled, 43 by cities, 33 by the State, 28 by 
counties, 27 by individuals, 14 by the Federal Govern- 
ment, 4 by partnerships, 2 by fraternities and 9 were 
unclassified. 

In other words 118 were maintained by taxes, 255 are 
maintained purely on a Samaritan basis, and 83 for 
commercial reasons — yet all serve a common and neces- 
sary need. 


TWO HUNDRED YEARS AFTER 

In 1975, two hundred years after the shot that was 
ward around the world — we will be an old nation in 
years and an old nation in population. 

According to the Census Bureau’s estimate, in that 
^ lu h'* ,ure with a total population of some 
0-, 000, 000 beings, only 19.4 per cent of the population 
vi 1 be youths 14 years of age or less. Today this age 
period constitutes 25.1 per cent of the nation. 


CREST VIEWr — — 

SANITARIUM Greenwich 

For Nervous, Mildly Mental, Digestive and Cardiovascu- 
lar cases, and special care for ELDERLY PATIENTS. 



In line with this prediction, we will also have less 
fighting men of the best soldier age — the early twenties. 
So if we are going to make the world safe for “non- 
aggressor nations,” we had better do it before 1975. 

But perhaps by then, we will be also older and wiser 
as a nation as well as individually. 









Books 


Brooklyn N Y S V j * f° , the ® ook Review Department at 1313 Bedford Avenue, 
ficfent no’tifieatinn A i ?dgl ? ent of .receij>t will be made in these columns and deemed suf- 
ficient notification. Selection for review will be based on merit and interest to our readers. 


RECEIVED 


Administrative Medicine. Haven Emerson, 
M.D., Editor. Quarto of 839 pages, illustrated. • 
(Loose-leaf.) New York, Thomas Nelson & 
Isons, 1941. Cloth, S7.50. 


Dr. Haven Emerson has done a good job in 
bringing together in one volume a description 
of the various organized medical and community 
health activities in operation today. 

It is a far cry from the simple forms of the pri- 
vate practice of medicine which prevailed for 
several generations to the present complex inter- 
relations of private practice, disease control and 
health promotion. 

More than fifty men and women, each qualified 
and active in his or her special field, have con- 
tributed to the subject matter set forth. The 
author divides the book into three fundamental 
parts, as follows: 

1. The Organized Care of the Sick. Hos- 
pitals predominate in this group and all types 
are discussed, general, rural, communicable 
diseases, tuberculosis, mental, chronic diseases, 
and convalescent. The more recent develop- 
ments such as organized medical care in the 
home through social service and by visiting 
nurses are considered next. Sickness surveys 
and voluntary hospital care insurance complete 
this group. 

2. Public Health Services. Several sections 
are given over to the administrative features of 
governmental health agencies of various kinds. 
Then follow more than a score of functional 
activities, each discussed in a separate section. 

3. Inclusive Medical Care for Prevention and 
Treatment. Under this rather vague heading, 
various medical services operating under govern- 
mental auspices in the armed forces and at 
colleges and universities are described. 

It would seem that in this third group the 
modern community work done by county medical 
societies as units might be included. Again, 
those phases of industrial health work as admin- 
istered in large and medium-sized corpora- 
tions might have been given more attention as 
their work constitutes a major factor in this 
field. 

Fortunately, the loose-leaf type of book 
selected for this publication will permit an early 
inclusion of subject matter that is lacking or the 
replacement of material becoming obsolete. 
And that is an admirable feature of this book. 

Alfred E. Shipley 


I the author describes the executive duties of 
the physician in industry, activities that have to 
do with organization of the first-aid room or dis- 
pensary, the application of first aid, and the care 
of the injured workmen, medical examinations, 
records, and statistics. 

Part II deals with industrial hygiene, which 
the author classifies under advisory func- 
tions, and under this heading he treats ventila- 
tion, lighting, the effects of noise, speed of work, 
weight lifting, and motion at work. 

Part III is devoted to industrial psychology, 
which the author deems is of importance, and 
under this title he includes the occupational 
neuroses and miners’ nystagmus. 

Part IV, Industrial Medicine, is devoted to a 
description of industrial poisons; the skin dis- 
eases of occupation; the pneumoconiosis; the 
effects of gases, smoke fumes, and toxic dusts; 
and the infections and the traumatic diseases of 
occupation. 

Part V discusses the British Factory Act 
(labor laws in the United States) and also the 
application of the British Workmen’s Compensa- 
tion Act. There is a bibliography of six pages 
and an index. 

The book is written in an interesting manner 
but is from the point of view of an English phv- 
sician and British industrial life which the Ameri- 
can physician, as a rule, has difficulty in under- 
standing, since processes and occupations often 
have names not familiar in American industrial 
life. However, the author’s treatment of the 
subjects — executive duties, industrial hygiene, 
diseases incidental to occupation, and industrial 
psychology — is for a small volume quite compre- 
hensive and would be of aid to physicians in the 
United States who are engaged in the practice 
of industrial medicine. 

Charles T. Grahaji-Rogeks 


Outlines of Industrial Medical Practice. By 
Howard E. Collier, M.D. Octavo of 440 pages. 
Baltimore, Williams & Wilkins Company, 1941. 
Cloth, S5.00. 

The author states that the work was originally 
designed for a textbook of industrial medicine 
but 'that the relevant material was published in 
a modified and curtailed form as an Outline of 
Industrial Medical Practice, a statement that 
fully describes the book. 

The work is divided into five parts. 


Cardiac Clinics. A Mayo Clinic Monograph. 
By Frederick A. Willius, M.D. Octavo of -Jo 
pages, illustrated. St. Louis, C. V. Mosby 
Company, 1941. Cloth, S4.00. 

This monograph is a compilation of the Cardiac 
Clinics published by the author in the weekly 
publication of the staff meetings of the Mayo 
Clinic. The subject matter is uniquely presente 
insofar as each cardiac symptom is discusser 
with a case in point to illustrate the desired clini- 
cal feature. . , 

The cases are presented briefly and concisely! 
and the discussion is pointed after a style tna 
characterizes all the author’s publications, -in 
arrhythmias are well presented. There are lei 
but well-selected photographic illustrations. 
The book is written primarily for the busy prac- 
titioner and is, therefore, depleted of investiga- 
tional data and all but the most pertinent facts. 

It makes light reading and is well worth tn 
effort. It should have a definite place in tnc 


In Part 


library of every general practitioner. 

Bill Greenfield 
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Editorial 

Immunization Urged 


The vast program of production now 
under way in the war effort will necessi- 
tate enormous shifts in population. 
Crowded housing conditions and over- 
taxing of sanitary facilities in many com- 
munities must inevitably afford oppor- 
tunity for the spread of communicable 
disease. 

Anticipating this possibility, Assembly- 
man Lee B. Mailler, chairman of the 
New York State Health and Prepared- 
ness Commission, has set up an Immuni- 
zation Committee in that body. The 
personnel is composed of Dr. E. S. 
Godfrey, Jr., New York State Com- 
missioner of Health; Dr. Claude C. 
Pierce, medical director, U. S. Public 
Health Service; and Dr. John L. Bice, 
commissioner, New York City Depart- 
ment of Health . 1 

“The Immunization Committee was or- 
ganized to study and make recommendations 
regarding widespread i mmuni zation proce- 
dures to be instituted for the protection of the 
public from the standpoint of civilian de- 
fense and possible evacuation. 

“Another disease [in addition to smallpox] 
against which the committee recommends 
vaccination is diphtheria. Particular efforts 
should be made to obtain the immuniz ation 
of a larger percentage of children under 9 
years of age. This should include all children 
under that age who have not previously been 
immunized, with particular emphasis on those 
less than 5 years old. 

1 Defease Digest, Defense Information Commission of 
State Council of Defense, February 15. 

1312, page 4, 


“The committee points out that while it is 
obvious that provision should be made for 
ample stocks of typhoid vaccine the primary 
emphasis in the prevention of typhoid fever 
should be placed on proper sanitation of en- 
vironment, which would include the safety of 
water, the pasteurization of milk, and safe 
sewage disposal systems. 

“The committee refused to recommend vac- 
cination against other diseases for which 
specific vaccines of varying efficacy exist. It 
was stated that to include these diseases would 
detract from the effectiveness of efforts made 
to secure immunity against those diseases for 
which reliable and highly effective immunizing 
agents exist and whose prevalence in this 
country constitutes immediate and constant 
health hazard.” 

The principal emphasis in the organi- 
zation of the medical aspects of civilian 
defense so far has been rightly placed on 
the hospitals and their ancillary services 
in order that they might function effi- 
ciently in the event of civilian catastro- 
phes. But it must not be forgotten that 
the ordinary, as well as the extraordinary, 
functions of medical practice, health, 
and sanitation must go on. 

Smallpox, diphtheria, and typhoid we 
have with us always. Parents can be en- 
listed in a more vigorous program of im- 
munization of their children if each phy- 
sician will stress the fact that in this way 
they can make a contribution to the bet- 
terment of the national health in a crucial 
period of our existence. 

School physicians, school nurses, and 
local health departments should ma- 
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tarialiy assist the private practitioners 
by an active campaign of education di- 
rected to this end. The shortage of phy- 
sicians and nurses now making itself felt 
throughout the state is an additional 


reason for striking hard at this time to 
prevent the occurrence and spread of 
communicable disease. An ounce of pre- 
vention is, more than ever, worth a pound 
of cure. 


Early Deficiency States 


Much attention is being paid to the sub- 
ject of nutrition by government, the pro- 
fession, and the laity. Some of it is well 
directed. Of the rest, the less said the 
better. 

It is probable that early nutritional 
failure is somewhat prevalent in the 
nation. Early deficiency states are diffi- 
cult to recognize even by well-trained ob- 
servers. Since it is not known how wide- 
spread these may be, it is difficult to as- 
say the value of much of the present 
teaching in nutrition. 

The current report of the subcommittee 
on Medical Nutrition, Division of Medi- 
cal Sciences, National Research Council, 
is therefore of exceptional value at this 
time. Commenting editorially on the 
report published in the J.A.M.A. for 
February 21, 1942, 

“The Subcommittee warns that no symp- 
toms or physical signs can be accepted as 
diagnostic of early nutritional failure. It saj's, 
however, that symptoms and signs ‘when veri- 
fied by a competent physician and when 
other possible causes have been ruled out 
should be considered as significant indications.’ 

“Those symptoms in infants and children 
which parents or teachers might observe 
are as follows : lack of appetite, failure to eat 
adequate breakfast, failure to gain steadily 
in weight, aversion to normal play, chronic 
diarrhea, inability to sit, pain on sitting and 
standing, poor sleeping habits, backwardness 
in school, repeated respiratory infection, ab- 


normal intolerance of light, and abnormal dis- 
charge of tears. The physical signs are bad 
posture and sores at angles of the mouth. 

“The symptoms in adolescents and in 
adults are as follows: lack of appetite, lassi- 
tude and chronic fatigue, loss of weight, lack 
of mental application, loss of strength, history 
of sore mouth or tongue, chronic diarrhea, 
nervousness and irritability, burning or 
pricking of skin, abnormal intolerance of 
light, burning or itching of eyes, abnormal 
discharge of tears, muscle and joint pains, 
muscle cramps, and sore bleeding gums. 
Sores at the corner of the mouth are the only 
physical signs listed in adolescents and adults 
which might be observed by laymen.” 

A careful reading of the symptoms, and 
signs will indicate the difficulty in mak- 
ing a clinical diagnosis of early deficiency 
states and emphasizes the warning of the 
subcommittee. Physicians will do well 
to call to the attention of teachers the 
medical facts of the subcommittee’s ad- 
monition. Most of the defense coun- 
cils now in operation have a committee 
on nutrition. It is composed of lay 
people in most places. As these become 
active and attention is drawn to possible 
instances of early deficiency states, phy- 
sicians will be consulted by anxious par- 
ents. It is well that they should bear in 
mind the fact that no acceptable diag- 
nostic criteria exist and that a diagnosis 
should be made only when all other causes 
have been ruled out. 


Buy U. S. Defense Bonds and Stamps 
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Industrial Health in Wartime 


On February 26, 1942, the Committee 
on Public Health and Education of your 
Society, through the Subcommittee on 
Industrial Health, presented ' its first 
program at Buffalo, New York, under 
the auspices of the Medical Society of 
the County of Erie, the University of 
Buffalo School of Medicine, the Division 
of Industrial Hygiene, New York State 
Department of Labor, and the New York 
State Department of Health. 

Under the chairmanship of Dr. Herbert 
H. Bauckus, a program including indus- 
trial pulmonary diseases, technics of 
physical examinations in industry and 
medical standards for rejection, systemic 
effects of various substances commonly 
used in industry, traumatic surgery with 
emphasis on the treatment of wounds 
and shock was presented by a distin- 
guished group of industrial physicians 
and surgeons. 

The membership of six interested ad- 
jacent county societies was invited to 
attend as well as third- and fourth-year 
medical students of the University of 
Buffalo School of Medicine. Industrial 
organizations and the local Chamber of 
Commerce together with other interested 
civic groups proved to be most co- 
operative. 

Industrial medical personnel in this 
period of wartime speedup is needed in 
three principal fields according to the 
J.A.M.A. for February 21, 1942: “(1) 
the government services, (2) govem- 
mentally owned but privately operated 
ordnance works, and (3) private plants 
with war contracts. . . . Under the pres- 
sure of events neither employers nor phy- 
sicians yet fully comprehend how vast a 
contribution could be made to the war 
effort by a well organized industrial 
health program. . . . 

“Medical organizations, in company 
wth trade and manufacturing associa- 
tions, are beginning to undertake the dual 
obligation of educating industry to the 
benefits of modem industrial health and 
developing physicians able to respond to 


this created demand for medical super- 
vision. The process must be accelerated 
lest some form of compulsory medical 
supervision be imposed on industry, as 
has already occurred in England. The 
ability to bring the physician into the 
plant under terms agreeable to industry, 
to the worker and to medicine will be 
enhanced if suitable education and pro- 
motion can be developed." 

Certainly the first program of the Com- 
mittee on Industrial Health is a step 
forward in the promotion and imple- 
menting of such a well-organized en- 
deavor as that called for by the Council 
on Industrial Health of the A.M.A. We 
hope this is the first of a series that will 
eventually cover the entire state. At 
the same time some forethought must be 
given to the practical issue of the reser- 
vation of especially trained personnel. 
A contribution to this problem is offered 
by the J.A.M.A. 

“If a substantial demand is created, much 
will depend on the ability of the Procurement 
and Assignment Service to avoid the dis- 
location of the existing supply of competent 
industrial physicians who are doing an essen- 
tial job of keeping indispensable men at work. 
A physician under 45 who is physically fit and 
who wishes to remain in his industrial position 
would need to be certified as absolutely essen- 
tial to industry by the industrial establish- 
ment which employs him. Industrial physi- 
cians in the 45 to 60 age groups might be dis- 
located if certain specialist classifications 
should be called. In the over 60 group, dis- 
location is considered unlikely. New medical 
personnel for industry will be located and 
assigned under advice from corps area, state 
and county referees, with the assistance of the 
Procurement Board’s Advisory Committee on 
Industrial Health and Medicine. As substi- 
tutes for eligible and replaceable industrial 
physicians, principal reliance will no doubt 
be placed on physically unfit male physicians 
under 45-” 

Since the percentage of rejections for 
full military duty in the age group 45 to 
65 will undoubtedly be high, it would 
seem to us that a special appeal to this 
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group by the Society’s Committee on 
Industrial Health to attend its educa- 
tional courses in industrial hygiene would 
prove valuable. Through the services 
of the newly formed P. and A. state office 


A Word to 

For those of you who are preparing to 
read a paper at the Annual Meeting, and 
which subsequently will be published in 
the Joubnal, we are printing in this issue 
two pages of “suggestions.” The one 
opposite deals primarily with the prepara- 
tion of the manuscript which, if followed, 
will greatly expedite the publication of 
the paper. The suggestions on page 574 
(if followed), will make the paper more 
enjoyable for its readers. 

A word also to those discussing papers: 
often these remarks are given without 
preparation yet should be printed as a 
part of the program. For this reason, 
before the discussions are handed in, 
they should be prepared for publication 
with regard to typing, continuity, and 
brevity. 


it should shortly become possible for the 
first time in this war for the Society to 
reach any particular group of physicians, 
thus increasing materially its postgradu- 
ate educational efficiency. 


Our Authors 

Papers that are often received enthusi- 
astically at a meeting are not necessarily 
so satisfactory in print and, because of 
this fact, much care and thought should 
go into the preparation of a manuscript. 
“When the paper is published the personal 
equation does not enter in and the cour- 
tesy of the listener has vanished; it is 
now in cold type." 1 

“Brevity, conciseness, the elimination 
of unnecessary details and the avoidance 
of branching off into unrelated and irrele- 
vant subjects and of the use of colloquial 
language” should be the goal of authors. 

Pardon our “preaching” but since you 
must be our readers as well as our authors 
the editors feel justified in making every 
effort to give you a still better Joubnal. 

1 Medical Writing, A.M.A. Press. 


Correspondence 


To the Editor: 

We have all heard about the number of “social 
gains’’ that should not be surrendered during the 
stress of war. One of the keystones of the pro- 
gram of “social gains” consists in what is called 
a standard work week. In certain trades 
“overtime pay” begins after thirty hours per 
week, and in some other occupations excess rate 
pay begins at forty hours a week. The sky is 
the limit as to the number of hours an individual 
may work on an overtime pay basis. 

I realize that life is always full of iniquities, 
and that there is reasonably good evidence that 
artisans of various sorts engaged in _ defense 
production may be so much in demand just now 
that one should not envy the carpenter getting 
paid S150 a week or an average pay check of 
from S60 to S100 a week for individuals who are 
qualified in semiskilled occupations. 

It also happens that at the present tune there 
is a shortage in the supply of physicians, and 
that the shortage is noticeable in certain special 
branches of medicine. 


It is now obvious that physicians will materi- 
ally increase their civic responsibilities and add 
to their quota of voluntary and unpaid work in 
hospitals. It seems to be true that physicians 
are going to be called upon to devote additional 
unpaid time to various preparedness and defense 
duties. 

There is no reason to believe that revenue from 
private practice will materially increase for the 
physicians who remain on a civilian status. 
They may do more work but purchasing power 
impairment will be reflected in fees received. 

The gist of all this is that physicians can 
hard ly be put in the class of those who are 
profiting from the war or increasing their incomes 
in proportion to the increase in the number ot 
hours per week spent in professional work. 

Sincerely, 

George H. Htslop, M.D. 

February 12, 1942 



If You Are Reading a Paper 
at the 1942 Annual Meeting . . . . 


The New York State Journal of 
Medicine will appreciate your following 
the suggestions listed below in the prepa- 
ration of your manuscripts. These sug- 
gestions have been devised in order to 
save correspondence, avoid return of 
papers for changes, minimi ze the work of 
preparation for the printer, and save the 
high costs of corrections made on galley 
proof. 


Size of Articles. — It is earnestly desired that 
scientific articles shall not exceed ten Journal 
pages at the outside. Even that number of 
pages tends to ion er reader interest. An average 
of five or six seems to be the most desirable from 
this point of view. Calculation can readily be 
made by multiplying the number of double 
spaced typewritten manuscript pages by the 
fraction two-fifths. 

Manuscripts. — Papers must be typewritten 
on one side only of white sheets consecutively 
numbered, and be double spaced with one-inch 
margins They should be prepared with great 
care so as to be typographically correct. All 
headings, titles, subtitles, and subheadings 
should be typed flush with the left-hand margin. 

Titles. — The title should be brief and typed in 
capital letters. The subtitle can be longer and 
should be typed in cap and lower case letters 
Under the title, or subtitle, if there is one, should 
appear the name of the author and city m which 
he fives. 

Subheadings. — Subheadings should be in- 
serted by the author at appropriate intervals. 

_ References. — It is the unfailin g practice of the 
New York State Journal of Medicine to use 
specific “references” rather t han “bibliography ” 
There should appear m the text reference num- 
bers, typed above and to the right of the word to 
which there is a reference. A list, consecutively 
numbered, should mclude the following items. 

a. Boots — author’s sur nam e followed by 
initials; title of book; edition; location 
and n am e of publisher; year of publica- 
tion; volume; and page n um ber. Thus, 
Osier, W.: Modem Medicine, ed 3, 


Philadelphia, Lea & Febiger, 1927, vol. 5, 
p. 57. 

b Periodicals — author’s surname followed by 

initials; name of periodical, volume, page, 
month (day if necessary), year of publica- 
tion. Thus, Leahy, Leon J.: New York 
State J. Med. 40: 347 (Mar. 1) 1940. 

Note: The Journal does not mclude titles 
of articles. 

Case Reports. — Instead of abstracts of hos- 
pital histones, authors should write these reports 
in a narrative style with properly completed 
sentences. All unimportant details should be 
deleted with such general negative statements as 
fit the case. 

Tables. — While tables are very useful on 
lantern slides m the reading of papers, they fail 
of this purpose to a large extent in the printed 
page. For that reason it is urged that they be 
incorporated in the text 

Illustrations. — These should be kept to the 
minimum necessary to make clear the points to 
be registered by the author. In some instances 
they are imperative to proper undemanding, in 
others they are merely picturesque 

Where illustrations are to be used they should 
accompany manuscripts and each should always 
be referred to in the text, preferably by number. 
Drawings or graphs should not be larger than 
12 X 16 inches, and must be made w ith jet black 
India ink on white paper or tracing cloth. Do 
not use typewriter for lettering. The smallest 
lettering on 8 X 10 inch copy should be no less 
than Vi inch high. Cross-section paper (white 
with black fines) may be used, but should not 
have more than 4 fines per inch. If finer ruled 
paper is used, the major division lmes should be 
drawn in with black ink, omitting the finer 
divisions. In the case of finely ruled paper, only 
blue-fined paper can be accepted. Lettering 
and all markings must be large enough to be 
readable after reduction. Mail rolled or flat 
Photographs should have clear black and white 
contrasts and be on glossy white paper. 

Whenever possible “crop” photographs, i.e., 
mark portion that can be excluded when repro- 
duced. Crop marks should be on margin of 
photographs— not on the photographs. 

It is important to mark the top of the illustra- 
tion on the back, also its number as referred to 
m the text, thus, Fig. 1, 2, and the name and 
address of the author. 

Legends should be typewritten on one sheet of 
paper and attached to the illustrations 
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House of Delegates— Reference Committees 


'THE Speaker, Dr. Louis H. Bauer, announces 
- 1 - the appointment of the reference committees 
or the meeting, April 27, 1942. 

Report of: 

Credentials 

Peter Irving, Chairman, New York 
Archibald K. Benedict, Chenango 
Lyman C. Lewis, Allegany 
Charles F. McCarty, Kings 
Edward C. Podvin, Bronx 

President 

Carlton E. Wertz, Chairman, Erie 
Stephen H. Curtis, Rensselaer 
John S. Kenney, New York 
Dan Mellen, Oneida 
Herbert B. Smith, Steuben 

Council — Part I 

Postgraduate Education 
Albert F. R. Andresen, Chairman, Kings 
Conrad Berens, New York 
Corbet S. Johnson, Tioga 
Charles A. Prudhon, Jefferson 
James Walsh, Cortland 

Council — Part II 

Public Health Matters 
Peter J. Di Natale, Chairman, Genesee 
J. Lewis Amster, Bronx 
Robert Brittain, Delaware 
Morris Maslon, Warren 
Irving S. Wright, New York 

Council — Part III 

School Health Program 
Leo F. Schiff, Chairman, Clinton 
John D. Carroll, Rensselaer 
Thomas M. D’Angelo, Queens 
Louis A. Friedman, Bronx 
Ralph Sheldon, Wayne 

Council — Part IV 

Publications and Medical Publicity 
Andrew A. Eggston, Chairman, Westchester 
Charles A. Anderson, Kings 
Albert A. Cinelli, New York 
James Greenough, Otsego 
William A. MacVay, Monroe 

Council — Part V 

Medical Expense Indemnity Insurance 
F. Leslie Sullivan, Chairman, Schenectady 
Albert A. Gartner, Erie 
H. P. Mencken, Queens 
William B. Rawls, New York 
Andrew Sloan, Oneida 

Council — Part VI 
Medical Relief 

Roy B. Henline, Chairman, New York 
George H. Burgin, Herkimer 
Maurice J. Dattelbaum, Kings 
Guy S. Philbrick, Niagara 
Bernard S. Strait, Yates 

Council — Part VII 
Legislation 

Walter P. Anderton, Chairman, New York 
Eugene H. Coon, Nassau 
B. Wallace Hamilton, New York 
Leo E. Reimann, Cattaraugus 
Moses A. Stivers, Orange 


Council — Part VIII 

Medical Preparedness 
Frederic W. Holcomb, Chairman, Ulster 
Emil Koffler, Bronx 
Albert G. Swift, Onondaga 
Arthur F. Heyl, Westchester 
Thomas B. Wood, Kings 

Council — Part IX 

Workmen’s Compensation 
Coburn A. L. Campbell, Chairman, Suffolk 
Robert F. Barber, Kings 
Milton S. Lloyd, Richmond 
Charles L. Pope, Broome 
William W. Street, Onondaga 

Council — Part X 

Miscellaneous (1) 

Otto A. Faust, Chairman, Albany 
John J. Buettner, Onondaga 
Walter D. Ludlum, Kings 
Henry W. Miller, Putnam 
Romeo Roberto, Westchester 

Council — Part XI 
Miscellaneous (2) 

Harry S. Bull, Chairman, Cayuga 
Emily D. Barringer, New York 
Kenneth F. Bott, Greene 
Thurber LeWin, Erie 
G. Scott Towne, Saratoga 

Secretary, Censors, and District Branches 
Stephen R. Monteith, Chairman, Rockland 

f William G. Cooper, St. Lawrence 
Edwin A. Griffin, Kings 
W Leon M. Kysor, Steuben 
r ‘Denver M. Vickers, Washington 

Treasurer and Trustees 
William Klein, Chairman, Bronx 
Clifford F. Leet, Chemung 
Joseph C. O’Gorman, Erie 
Stanley C. Pettit, Richmond 
Joseph Wrana, Queens 

Legal Counsel 

Moses H. Krakow, Chairman, Bronx 
Samuel E. Appel, Dutchess 
Joseph P. Henry, Monroe 
John B. Lauricella, New York 
Henry S. Martin, Wyoming 

New Business A 

Leo F. Simpson, Chairman, Monroe 
David W. Beard, Schoharie 
DeForest W. Buckmaster, Chautauqua 
Thomas A. McGoldrick, Kings 
John L. Sengstack, Suffolk 

New Business B 

John J. Masterson, Chairman, Kings 
W. Guernsey Frey, Jr., Queens 
Homer L. Nelms, Albany 
Charles C. Trembley, Franklin 
Louis A. Van Kleeck, Nassau 

New Business C 

Harry C. Guess, Chairman, Erie 
John B. D’Albora, Kings 
John L. Edwards, Columbia 
Alfred M. Heilman, New York 
John F. Kelley, Oneida 
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Symposium on the Mortality of Ampliations for 
Diabetic Gangrene 

DIABETIC LOWER EXTREMITY AMPUTATIONS 
A Report Over a Five-Year Period at St. Luke’s Hospital 
Fred W. Solley, M.D., New York City 


T HE following is a statistical study of all 
types of amputation involving the lower 
extremity in diabetic patients admitted to 
the wards at St. Luke’s Hospital during the 
five-year period from 1934 to 1938, inclusive. 
In order to evaluate properly the results of 
such a survey, a brief general outline of the 
methods used in handling these cases seems 
desirable. 

Outpatient Department 
The medical diabetic clinic is exceedingly satis- 
factory, being well organized under the direc- 
tion of Dr. James Ralph Scott. It has surgical 
and orthopaedic consultants in regular attend- 
ance, as well as a podiatrist who has attended 
the clinic for over five years under both medical 
and surgical supervision. 

The outpatient department surgical care of the 
diabetic patient is fair, being handled by the 
general surgical clinic. It is chiefly a matter of 
luck whether the patient is seen by a surgeon 
who is particularly interested or experienced in 
"diabetic surgery.” 

The follow-up is managed by the general sur- 
gical follow-up clinic, and each surgeon usually 
sees the cases upon which he has operated. 

Hospital Care 

The actual surgery is done by any surgeon 
on the attending staff, since there is no real 
specialization. Medical consultations, when re- 
quested, are excellent as to cooperation and 
judgment, but here, also, any medical attendant 
may he called, since there is no actual organized 
teamwork. More recently, and especially since 
the period covered in this case report, the at- 
tempt has been made to insure experienced con- 
sultations for diabetic patients, both medical and 
surgical, with gratifying improvement in our 
results. 

Anesthesia is in no way specialized for the 
diabetic patient. Each surgeon selects the 
anesthetic he desires at the time of operation. 
All anesthetics are given by resident physicians 
specializing in this work, and not infrequently 
decision as to the type of anesthesia for a given 

P°siutn read at The New York Academy of Medi- 
v® ^ , r auspices of the Committee on Surgery of the 
" ¥ork Diabetes Association, Inc., December, 13, 1940. 


diabetic case is left to the anesthetist. Person- 
ally, I believe anesthesia for these cases to be in 
the following order of desirability: (1) low 
spinal (with inhalation of oxygen as needed), 
(2) cyclopropane (or ethylene) and oxygen, (3) 
nitrous-oxide and oxygen, (4) ether added to the 
above gases, (5) open ether, (6) local novocain 
(rarely useful except for the incision and drain- 
age of a well-localized superficial abscess), (7) 
chloroform — never l 

Preoperative preparation of the extremity is 
usually done by the attending surgeon, or 
under his supervision by the resident, after the 
anesthesia has been started. 

As a rule, tincture of iodine is applied to the 
skin and then partially removed with alcohol, 
but recently the various proprietary mercurial 
tinctures are gaining popularity. 

Chemotherapy was not used in this series either 
before or after operation, and none was used 
locally in any of the wounds. 

Operative technic is naturally variable, since 
the cases are handled by so many different sur- 
geons. Some apply tourniquets; others do not. 
In the closed amputations most operators use 
catgut in the muscles and fascial layers and silk or 
dermal in the skin. 

Pre- and postoperative medications also vary 
greatly. Morphine and hyoscine are the “rou- 
tine” preoperative drugs and, recently, the bar- 
biturics, especially sodium pentobarbital, are 
frequently added. 

Our indications for amputations depend upon 
two factors: adequacy of circulation and severity 
of infection. Oscillometric and dermothermic 
readings are not routinely used, and in my 
humble opinion these facilities are entirely un- 
necessary in arriving at an accurate and reli- 
able decision as to the indication for amputation. 
Experienced and intelligent use of the time- 
proved methods of inspection and palpation are 
sufficient. The circulation is considered “ade- 
quate” if the patient shows: (1) a warm foot 
with or without a palpable dorsalis pedis pulsa- 
tion; (2) little or no pain on bed rest for twenty- 
four to forty-eight hours with adequate diabetic 
treatment. 

Severity of infection is determined by: 

1. Obvious presence of cellulitis or abscess 
formation, as well as x-ray evidence of suppura- 
tive arthritis or osteomyelitis. Incidentally, 
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TABLE 1. — Incidence of Diabetes and General 
Diabetic Surgery (Five-Year Period — 1934 to 1938, 
Inclusive) 


TABLE 2. — Admissions Requiring Amputation, 
Single or Multiple (1934 to 1938, Inclusive) 



Hospital 

Total Diabetic 
Patients* 

Total Surgical 
Diabetic Patients 


Admis- 

sions 

Cases 

Per- 

centage 

Cases 

Per- 

centage 

Five-year 

total 

39,370 

702 

1.8 

258 

0.7 

Y early 

average 

7,874 

140 

1.8 

52 

0.7 


Total 

34* 

Deaths 

9 

Mortality 

26.5% 


* Percentage of general surgery In total number of 
diabetic patients is 36 S. 

the presence of incipient suppurative arthritis 
or osteomyelitis can and should frequently be 
detected clinically before any x-ray evidence of 
these lesions can be demonstrated. 

2. Fever is the most valuable evidence to us 
of the severity and seriousness of the infection. 
White blood counts and sedimentation tests are 
helpful, but in the last analysis the fever tells 
the story. With a rectal temperature persisting 
over 101 F. for more than forty-eight hours on 
bed rest and adequate diabetic treatment, we 
seriously consider an emergency amputation. 
And with cool or cold toes or foot, pain on bed 
rest, and a temperature over 101 F. leg or thigh 
amputation is considered imperative. 

The site of amputation is determined by apply- 
ing the same criteria. “Conservative” amputa- 
tion of a toe and the distal part of its metatarsal, 
as long advocated by McKittrick, is performed 
in those cases with adequate circulation and an 
infection sufficiently mild or well localized to 
justify the procedure. 

When the circulation is judged to be inade- 
quate by the presence of cold and painful toes 
and foot, a “closed” leg or thigh amputation is 
performed provided the infection is mild or well 
localized as evidenced by a low temperature. 

With inadequate circulation and severe infec- 
tion shown by high fever, guillotine amputa- 
tion in the leg or thigh is performed. 

The Gritti-Stokes has been used to some ex- 
tent in our hospital, but in my opinion this 
plastic operation on the knee joint requires such 
adequate circulation that a leg amputation below 
the knee would be equally successful^ any case 
where it is worth consideration, with the ob- 
vious advantage of a preserved knee joint. 

Dressings following these amputations vary 
considerably, as would be expected from the 
foregoing. The usual closed amputation is 
covered with a dry dressing, and a protective 
posterior molded plaster splint is frequently 
added. In guillotine amputations, moleskin or 
adhesive skin traction is the rule, with wet dress- 
ings or ointments applied to the wound as seems 
indicated. Clean wounds are left unmolested 
for six to ten days. Open or drained cases are 
dressed daily or every second day. The early 
postoperative dressings are usually done by the 
attending surgeon, who in many cases prefers to 
do all the dressings himself. _ If the dressings 
are done by interns, supervision is at regular 


♦Actual number of patients — 30. Four of these had 
two different admissions for amputations. 


intervals, and in our experience this is import- 
ant. 

Nursing care of the surgical diabetic is in no 
way specialized in the hospital and, although 
the nurses are given the usual special training 
relative to the medical diabetic patient, all 
special care of the surgical condition requires 
special instruction, supervision, and orders for 
each particular case. 

The foregoing regimen pertained to the 
five-year period covered in this review of the 
records. During the four years following, 
the desirability of specialization has been 
fully realized and, with its gradual adoption, 
gratifying improvement is becoming evident 
in our results. 

In this five-year period, the total number of 
hospital admissions, the number of patients 
with diabetes, and the number of these dia- 
betic patients who were subjected to general 
surgery of any kind are shown in Table . 
That over one-third of the diabetic patients 
underwent some form of operation seems re- 
markable, especially when we realize that 
before the advent of insulin a patient with 
diabetes was almost universally regarded as a 
dangerous risk for surgery. 

Analysis of the series as to whether 
diabetes was known to the patient and, « so, 
whether it was adequately treated revealed 
the following: admitted in total ignorance 
of their diabetes, 9 per cent; knew ot tne 
diabetes but had no treatment, 9 per cent, 
treated by diet but no insulin, 33 per cent. 

Henceforth, this analysis is confined t 
diabetic patients on the ward services who 
underwent some form of amputation o 
lower extremity. The total number of sepa- 
rate admissions of such cases in this fiv y 
period was thirty-four, but the actual nmnbe 
of patients thus represented whs only dU m 
members of the group were admitted tww . 
The mortality was 26.5 per cent, as shown 

Table 2. . . ,i, v 

The sex incidence in this senes seems wortiij 
of mention. There were twice as many » 
men as mea-66.6 per cent women More 
over, of the patients who died 7 out ° f 
9 were women-77.8 per cent woman 
ponderance. Such figures serve to emjgja* 
the damage done by the all too prevalent toe- 
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TABLE 3. — Analysis of Mortality as to Site of TABLE 4. — Mortality Analysis as to Multiple 
Amputation Amputations 



No. of 
Cases 

Mortality, 
Deaths Percentage 

Toe or toes only 

9 

0 

0 

Total leg amputations 

7 

3 

42.9 

Gritti-Stokes 

6 

1 

16.7 

Knee disarticulation 

1 

1 

100 

Thigh 

11 

4 

36.3 


squeezing feminine shoe — a frequent cause of 
discomfort or disability in the normal woman 
but far too often the inciting cause of death 
in the diabetic. 

Age incidence was about average for these 
cases. The oldest patient was 74; the young- 
est, 45; and the general average, 62. 

An analysis of the mortality as to the site of 
amputation is shown in Table 3. The ab- 
sence of a single death in the group where toe 
amputation alone was done gives a false im- 
pression as to the safety of this procedure. 
In this series, in all cases where toe amputa- 
tion alone did not control the infection, a 
leg or thigh amputation was subsequently 
performed. In behalf of conservatism, how- 
ever, it is worthy of note that 9 patients, 
26 per cent of the cases, were successfully 
treated by toe amputation alone. 

The mortality in reference to multiple 
amputations is shown in Table 4, which 
strongly emphasizes the danger in allowing 
conservatism to overshadow proper regard 
for the safety of the life of the patient. 

Of the 9 deaths in this series, 4 of the pa- 
tients had preliminary toe amputations that 
were unsuccessful in controlling the infection 
and were followed later by amputations at a 
higher level. This is shown by the complete 
analysis of our mortality which is covered in 
Table 5. 

Length of ’postoperative hospitalization, given 
in days with reference to the site of amputa- 
tion, was as follows: toes only — average, 

55.3, shortest, 13, longest, 150; legs — average, 

36.3, shortest, 19, longest, 68; Gritti-Stokes— 
average, 36.4, shortest, 21, longest, 62; and 
thighs — average, 42.7, shortest, 26, longest, 
73. 

Analysis of the histories as to the type of 
injury which led to the amputation revealed 
the following: (1) shoe pressure on com, 10 
cases; (2) walking on plantar callus, 4; 
(3) patient cut corn, 4; (4) soft corn removed 
by chiropodist, 1; (5) infection and gangrene, 
cause unknown, 6; (6) dry gangrene, cause 
unknown, 3; and (7) accidental injuries (no 
one to blame) — (a) “injury to foot” (unspeci- 
fied), (b) dropped pail on foot, (c) foot was 


Toe or toes followed by leg, 
knee, or thigh 

No. of 
Cases 

S 

Mortality, 
Deaths Percentage 

4 50 

Toe or toes followed by leg 
Toe or toes followed by 
Gritti-Stokes 

o 

1 

50 

1 

0 

0 

Leg amputation followed 
by thigh 

2 

0 

0 

Toe or toes followed by 
thigh 

5 

3 

60 


stepped upon by someone, (d) burned toe 
soaking feet in hot water, (e) accidentally 
scratched dorsum of foot, (f) went to sleep 
with electric pad on foot. 

In an endeavor to ascertain to what extent 
the beds on supposedly “active” ward serv- 
ices are “tied up” by these cases, the fol- 
lowing was elicited: (a) Of the patients who 
lived, the grand total of days in the hospital 
was 1,763 days; the longest hospital stay, 
210 days; the shortest hospital stay,* 13 
days, (b) Of the patients who died, the grand 
total was 270 days, the longest hospital stay, 
66 days; the shortest hospital stay, 4 days. 

The financial loss to the hospital in this 
series of cases (ward cases only) was: aver- 
age cost per patient per day, S6.75; daily 
average paid by patients, $1.81; average loss 
to hospital per patient per day, $4.94; loss 
in this series from patients who lived, S8,- 
709.22; loss in this series from those who died, 
$1,335.80. The hospital loss from the total 
number of patients in the series was S10,- 
045.02. 

Follow-up Results 

Of the cases who survived, those wearing 
artificial limbs were as follows: 

Out of 4 patients with leg amputations, 1 
wore a prosthesis. There were 5 patients 
with Gritti-Stokes’ amputations who sur- 
vived; 2 of them wore prostheses. Of 7 
cases surviving thigh amputations, none wore 
an artificial limb. 

The reasons given for not wearing a pros- 
thesis were as follows: 

* Such a short hospitalization following any amputa- 
tion in a diabetic lower extremity seems worthy of 
mention. The case was one of dry gangrene without 
any evidence of infection, appearing spontaneously in 
one toe of a diabetic woman who had remarkably good 
circulation in both feet. This in itself was unusuaf and 
was probably some localised vascular accident. The toe 
was amputated by disarticulation at the metatarso- 
phalangeal joint, and the wound was closed by suture 
without drainage. The wound healed by primary union 
and her total hospital stay was thirteen days! We have 
never seen this happen before or since, and we cert ainl y 
do not recommend it as a good procedure in these cases. 




TABLE 5. — Mortality Analysis as to Cause or Death 
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Simply 

Would Other 
Too Not Leg 

Amputation Site Feeble Wear It Off 
Leg (below the knee) 111 

Gritti-Stokes 2 1 

Thigh 5 11 

The length of follow-up is: followed to 
time of death, 7 cases; went back to 

family phj'sician, 3; failed to come (“lost”), 
4; followed for a time then lost — two years, 2, 
one year, 2, and six months, 1; and trans- 
ferred to chronic homes, 2. 

A survey of the longevity of these cases re- 
vealed the following: 1, aged 66, died one 
year later; 1, aged 67, died two and one-half 
years later; 1, aged 70, died six months later; 
1, aged 69, died three years later; and 1, 
aged 59, died three years later. 

The value of chemotherapy has been so 
definitely established during the past two 
years that its employment in foot or leg in- 
fections in diabetic patients is becoming al- 


most a routine. Though not used in this 
series of cases, we have employed it subse- 
quently with, increasing regularity, and the 
valuable assistance it offers in controlling 
infection, safeguarding conservative surgery, 
and reducing mortality makes it indispen- 
sable in the modern care of these patients. 

Conclusion 

The importance of specialization in the 
surgical care of the diabetic lower extremity 
cannot be overestimated. Equally impor- 
tant is the closest cooperation between the 
physician and surgeon. Hospital reports, 
showing striking reduction in mortality when 
such organization has been adopted, offer 
unquestionable evidence of the advantages 
to be gained by any institution able and will- 
ing to so specialize. It was in the hope of 
stimulating the desire for better surgical 
care of the diabetic lower extremity in all 
hospitals, as well as our own, that the analy- 
sis of these cases was undertaken. 


SURGICAL ASPECTS OF DIABETIC GANGRENE 

Francis McGarvey Donehue, M.D., New York City 


TN THE five-year period of 1935 to 1939, in- 
elusive, 479 patients with diabetes were ad- 
mitted to the Lenox Hill Hospital, of which 
only 21 proved to have surgical conditions: 
m 19, the lower extremity was affected; in 
2, the upper extremity. 

Source 

Referred by outside doctors or on per- 


sonal application 19 

Referred from the outpatient depart- 
ment 2 

Eleven different surgeons of the staff 

treated these 21 cases. 

Site of Involvement 

Left foot 12 

Right foot 7 

Right hand 2 


The little toe was most frequently involved 
in the left and right feet. 

Vascular Aspects 

(a) Dorsopedal pulse: 

Absent 10 

Present 4 

Not mentioned 5 

(b) Hypertension — present 2 

Bacteriology 

(a) Cultures 

Associate surgeon, Lenox Hill Hospital At present, 
tueutenant Commander, M.C., U. S. N. 


Staphlococcus aureus 3 

Staph, aureus (hemolytic) 5 

Streptococcus (hemolytic) 3 

(b) Blood culture positive only once (a 
hemolytic streptococcus), other cul- 
tures were negative. 

Anesthesia for Amputations ( Toes and Thighs) 


Spinal 6 

Gas, oxygen and ether 10 

Cyclopropane 3 

Roentgenologic Findings 

(a) Calcification of vessels (3 or 4 plus) 16 

(b) Calcification of vessels, unreported 5 

(c) Osteomyelitis 6 


Amputations 

(a) Indication: rapidly ascending infec- 
tion, lacking localization in the foot. 

(b) Site: lower or middle third of thigh, leg 
amputation being considered too risky 
— i.e., unlikely to control ascending in- 
fection. 


Thigh amputations (IS) 

Lower third amputa- 
tion 

Midthigh 

Toe amputations, sin- 
gle 

Toe amputations, mul- 
tiple 


Number Deaths 

4 3 

9 2 ' 

9 0 

0 
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Toe amputations followed by thigh amputa- 
tions (3) 

Two cases with no amputation were: 

1. A septic patient who , signed out 
against advice and 

2. An aged woman with an absolutely 
uncontrollable diabetes. 


(c) Types of amputation 

Number Deaths 

Guillotine g 3 

Flap 4 2 * 

Gritti-Stokes 1 1 

(d) Drainage 

Number Deaths 

Drained 9 4 

Not drained 3 1* 


Secondary Operations (2) 

1. Infected stump — died of pneumonia 
and nephritis; 

2. Ligation of femoral artery for hemor- 
rhage — death, subsequently, fromsepsis. 

Analysis of Depths ( 8 ) 

(a) After thigh amputation 5 

(b) After toe amputation 2 

(c) After no operation (which was re- 
fused) 1 


* Same case — a woman, aged 36, came late in her dis- 
ease because of poor economic conditions. Marked 
atherosclerosis; flap operation. Died of pneumonia. 


(A) Abstracts ( After Thigh Amputation) 

(1) Atherosclerosis; nephritis; pneumonia. 

(2) Atherosclerosis (premature, age 36); 
sepsis; pneumonia. 

(3) Profound emaciation on admission 
with marked atherosclerosis; ligation 
of femoral artery for secondary hemor- 
rhage — sepsis — death. 

(4) Amputation stump completely healed; 
hypertension; died of congestive heart 
failure. 

(5) Amputation stump completely healed; 
coronary occlusion. 

(B) Abstracts ( After Toe Amputation, 2) 

(1) Profound emaciation, sepsis of three 
weeks’ duration; hemolytic Staph, 
aureus. No spread from foot, there- 
fore, no thigh amputation indicated. 

(2) Great loss of weight on admission; 
only one toe amputated; diabetes 
never controlled in this aged, decrepit 
woman; complicating pyelitis; cellu- 
litis; sepsis; death. 

(C) Finally, a man with diabetic gangrene 
of one toe, who had a hemolytic streptococcic, 
blood-stream infection, refused surgery, and 
left against advice with blood culture still posi- 
tive. This was the only patient who was not 
operated on and was the only case with positive 
blood culture.* 

* It is unavoidable that the same cases come up again 
and again in the statistics on various aspects of this 
problem. 


MEDICAL ASPECTS OF DIABETIC GANGRENE 

Einar Gustafson, M.D., New York City 


TN SURVEYING our 21 cases of diabetic 
X gangrene from, a purely medical aspect, 
several important facts are disclosed. In the 
majority of instances (19) these patients were 
first seen by the hospital staff after admission 
on the surgical wards. Hence, their chances 
were lessened, both medically and surgically, 
by one physician. Consequently, little or no 
knowledge either of the previous control or 
the cooperativeness of the patient were avail- 
able, and in the final analysis these two fac- 
tors are the most essential ones in the care of 
any diabetic case. The lack of these is ob- 
viously the downfall of most persons with 
diabetes. The obligation of the physician in 
educating his patient about his disease must 
be assumed. Unfortunately, this assumption 
is not always justified. 

' Aside from the problem of diabetic infection 
and gangrene, it must not be forgotten that 
diabetes is a systemic disease and must be 

Adjunct physician, Lenox Hill Hospital. 


treated as such. The diabetic patient is 
afflicted with numerous other associated mala- 
dies. Coronary sclerosis develops from five 
to eight years earlier in diabetic than in non- 
diabetic patients. Weight loss, though only an 
indicator, has far more reaching significance. 
Ketosis, lowered resistance, avitaminosis, 
etc., frequently present themselves at the bed- 
side. All these factors are of extreme im- 
portance to the surgeon, inasmuch as the op- 
erative risk is directly proportionate to their 
severity if present. 

How much the financial or sociologic status 
reflects itself in the patients is difficult to say- 
One thing is certain, however; the majority 
of these patients were too poor to be strictly 
private cases and too rich to be classed as indi- 
gent. This in itself may be a factor in the pres- 
ent survey. 

A more detailed analysis of some of the 
statistics in this limited series is as follows, 
number of cases — 21 ; deaths — 8, 38 per cent, 
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sex — 15 women, 6 men; average age — 60 years 
for all cases; average duration of known di- 
abetes — six years and three months, a range of 
none to nineteen years; condition of diabetic 
patients on admission — uncontrolled in 13 
cases and controlled in 8 cases. 

The majority of cases, however, were well 
controlled on diet and regular insulin preopera- 
tively. In oases in which emergency amputa- 
tion was done because of the extent and type of 
the presenting lesion, preoperative infusion of 
saline and glucose buffered with insulin were 
given. Protamine insulin was not used in any 
case where either acute infection or postopera- 
tive course contraindicated it. In all surviving 
cases, the diabetes showed marked improve- 
ment postoperatively. In only 1 case could 
prolonged lack of control of the diabetes be 
attributed as the major cause of death. In 
several others we noted the associated mala- 
dies found in diabetic patients — namely, heart 
disease’ and cachexia, together with intercur- 
rent pulmonary infections, which at the best 
are difficult to cope with in elderly individuals 
let alone in diabetic patients. 

Interesting are the 2 cases of amputations 
of the toes which responded to extremely 
conservative measures. As a matter of fact, 
one of these had a readmission for a similar 
procedure on the other foot. I understand 
that now, five years later, his general and 
peripheral vascular conditions are under good 
control. 


Summary 

Uncooperativeness and lack of control of 
their diabetes were the pitfalls of the majority 
of patients admitted to Lenox Hill Hospital 
for gangrene or infections of the lower ex- 
tremities. Nail-cutting and self-treatment of 
a paronychia of the hand were responsible for 
2 cases of osteomyelitis necessitating finger 
amputations. No such history of trauma was 
given in the other 19 cases. However, despite 
this, foot hygiene should be as much a part 
of the education of the diabetic individual as 
diet, insulin, etc., and in this the physician is 
probably more at fault than with regard to 
instructions about diet and insulin. Once 
gangrene has developed, conservative meas- 
ures should be carried out to the fullest ex- 
tent, using as a criterion the adequacy of the 
peripheral circulation. On the other hand, 
infection, when present, knows no barriers. 
Chemotherapy, though not used in these cases, 
is a great aid when used with discretion, 
bearing in min d that it is not a cure-all and 
that surgery must be done in certain cases be- 
fore the infection becomes too widespread. 
When surgery is contemplated in these cases 
it usually is not the adequacy of the circula- 
tion that determines the site of amputation 
but rather the extent of the infection. These 
are surgical problems and should be treated 
as such. The mortality in these cases is not 
so much related to the local lesion as it is to 
the fact that we have a patient who is sick, 
generally. 


diabetic gangrene 

Report of Cases Treated at Roosevelt Hospital, Five-Year Period, 1935 to 
1939, Inclusive 

Grant P. Pennoyer, M.D., New York City 


victim of diabetic gangrene' is strug- 
gling against three distinct disease proc- 
esses. Each one is present in varying degree 
and each accentuates the other two. The 
cnnical picture and prognosis vary greatly 
with the severity of each process, and success- 
'll treatment depends on the control of each 
process. 

/> r st, there is the diabetes that may be so 
E got as not to manifest itself except in the 
presence of infection or so severe that its con- 
ro becomes exceedingly difficult despite huge 

osea of insulin and accurate control of all in- 
take. 


Second, there is infection that may be 
minima l as in the case of the slow, dry, well- 
demarcated gangrene of the toes or so severe 
that despite adequate blood supply there is 
rapid wholesale destruction of tissue similar to 
gas gangrene and life is endangered by over- 
whelming sepsis. Third, there is the arterial 
occlusion, which varies in degree from slight to 
complete obstruction. It is always a local 
manifestation of a generalized arteriosclerosis 
which frequently has already affected the cen- 
tral nervous system, kidneys, eyes, and every 
other organ of the body, giving the patient a 
rather hopeless outlook for recovery of his 
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health before one considers the problem of the 
gangrene. 

With three such variables present in every 
case, superimposed on the great difference in 
individuals, it is quite obvious that the clinical 
entity known as diabetic gangrene is going to 
have infinite variations and that no fixed rules 
of treatment are possible. Every case has to 
be considered strictly as an individual problem; 
each factor has to be evaluated and treated. 
That indefinable priceless gift, known as sur- 
gical judgment and based on experience and 
not found in the hospital laboratories or in- 
struments of precision, must be used to the 
utmost. 

First, there is the diabetes the rapid control 
of which is essential. At Roosevelt Hospital 
this problem is handled by consultation with 
one of the Medical Staff interested in diabetes 
and working in the Diabetic Clinic. Ideally, 
this man makes rounds with the surgeon, but 
this is a perfection that is not always possible 
and consultation notes are often used. Great 
credit is due the House Staff, for when the 
medical consultant arrives he frequently has 
little to suggest beyond what has already been 
done. These industrious men, in order to bring 
quickly a rampant diabetes under control, 
will frequently be up long hours in the night 
administering insulin according to repeated 
blood and urine analyses. There is no ques- 
tion that the control of the hyperglycemia is 
the first step in the treatment of diabetic gan- 
grene. 

The second problem is the arrest of the in- 
fection. The general surgical principles of the 
control of infection apply, such as absolute 
rest, wet dressings, adequate drainage, and 
chemotherapy. If severe spreading infection 
as evidenced by local signs, fever, and leuko- 
cytosis is superimposed on advanced arterial 
occlusion and uncontrolled diabetes, the prob- 
lem is at its worst and prompt midthigh am- 
putation is often necessary to save life. Such 
an infection causing a wet undemarcated gan- 
grene in the presence of a violent diabetes, even 
without advanced arterial occlusion, may re- 
quire emergency guillotine operation as a life- 
saving procedure, but in this group one should 
be able to save the knee joint. Such cases 
without advanced arterial occlusion may be 
extremely ill at the time, but they offer the 
best prognosis for future life and usefulness. 

The thir d factor is the arterial occlusion. 

It is the dominant etiology of dry demarcated 
gangrene and is the factor over which we have 
the least control. In my experience, no medi- 
cations, injections, surgical operation on the 


sympathetic nerves, physical therapy, etc., 
are of any material value in increasing the ar- 
terial capacity of these patients. All one can 
do is to institute measures that allow the pa- 
tient to conserve, for the nutrition of his tis- 
sues and control of infection, all the arterial 
supply of the foot. 

If the patient’s life is not threatened by in- 
fection and the gangrene will localize, I am 
very much on the side of conservative treat- 
ment. Those cases with advanced arterial 
disease are discouraging at best, for the proc- 
ess is almost always just one expression of an 
extensive generalized arteriosclerosis. If one 
extremity is amputated, it is frequently only a 
short time before trouble starts in the other leg 
or the patient is stricken with some other ar- 
terial accident in his heart, brain, kidneys, or 
eyes. After a major amputation is done they 
are frequently too feeble to use an artificial 
limb, and the patient becomes an invalid for 
the rest of his life. I have had many patients 
with diabetic gangrene, where the arterial oc- 
clusion was the dominant factor, who have 
healed after weeks or perhaps even months of 
treatment with only the loss of toes or parts of 
toes and have regained a considerable degree 
of activity and usefulness. Their life expec- 
tancy is short at best. A major amputation 
frequently completely discourages the patient, 
so he becomes a chronic invalid. To illustrate 
this, there were 3 cases that had previously lost 
toes on one side and, finally, required major 
amputation on the opposite side. All 3 had 
done fairly well until the amputation, after 
which they were all incapacitated. The argu- 
ment that if the circulation of an extremity is 
so poor that gangrene has occurred the extre- 
mity will not heal and, if it does, the limb will 
be useless can easily be refuted by case reports. 
Many surgeons still recommend midthigh am- 
putation in cases of gangrene confined to the 
toes. I consider this malpractice. . 

In the conservative treatment three princi- 
ples are applied. The first is absolute rest. 

I quite realize that it is not desirable to keep 
elderly people in bed for long periods of time, 
but it is necessary for success in the conserva- 
tive treatment of diabetic gangrene due to ar- 
terial obstruction. After the infection an 
diabetes have been controlled, healing depends 
on the circulation. Active muscles require 
many times more blood circulation than the 
basic nutrition of the tissues and wound heal- 
ing. This is easily demonstrated by basal me- 
tabolism studies. Active use of the muscles 
of the lower extremity uses up most of the 
available blood supply before it reaches the 
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feet where the amount is already so reduced 
that the basic nutrition of the tissues is in dan- 
ger. If a house has poor water pipes, one can- 
not get water on the top floor if the cellar out- 
lets are wide open. Even Buerger’s exercises, 
when they have to be done by the patient’s 
own muscular energy, may do more harm than 
good. Muscular rest is essential to conserve 
all available blood supply for the feet. 

Gravity has an appreciable effect on the cir- 
culation, and position is of some importance. 
If the ordinary bed is used, the head should be 
elevated so that the feet are considerably below 
heart level. The increase of venous pressure, 
as well as the dependent flow of the blood may 
be of some help. The Sanders bed is physio- 
logically sound for the same reason. 

The third principle in the conservative 
treatment of diabetic gangrene is the thermo- 
static control of the temperature of the in- 
volved extremity to about 92 F. This is the 
approximate temperature of the normal extrem- 
ity. The feet in a case of advanced arterial 
occlusion are somewhat like a cold-blooded 
animal in that they assume the temperature of 
the environment and regulate their metabo- 
lism to that temperature. Keeping the tem- 
perature normal is simple and greatly contrib- 
utes to the comfort and healing of these 
patients. If the temperature is higher than 
92 F., the local metabolism is increased and 
there is an increase in the discrepancy between 
tissue demand and blood supply. Even a rise 
of 1 or 2 degrees may start a burning pain in 
the leg that has previously been perfectly com- 
fortable. A diminution of the temperature be- 
low 90 F. brings in some element of vasospasm 
as the direct result of chilling and, likewise, 
leads to discomfort. It is not at all uncommon 
to have patients with gangrene who have been 
unable to sleep because of excessive pain, 
despite large doses of strong sedatives, rest 
comfortably without medication as soon as the 
thermostatic control to 92 F. in the bed cradle 
is instituted. I have seen this simple device 
straighten out many elderly people who were 
formerly completely exhausted by pain and 
depressed by excessive sedative medication. 
No hot-water bags, heating pads, baking ma- 
chines, or any form of heat, even bed cradles 
with electric lights (unless thermostatically 
controlled) should ever by employed on these 
patients. In addition to causing pain, the 
danger of burning is great. The cutaneous 
sensation in severe cases is dull or completely 
absent, so that the patient has no warning of 
damage. In addition, there is no circulation 
to conduct away the heat. An intact circu- 


lation will keep the skin cool in the presence of 
heat just as it will tend to keep it warm in the 
presence of cold. On this account, a tempera- 
ture that may feel quite comfortable to the 
skin of the face may cause a severe bum if the 
circulation is arrested. In addition to the 
danger of burning, the heat may precipitate a 
gangrenous process by increasing the discrep- 
ancy between the blood demand and the blood 
supply. 

In treating these cases conservatively it is 
imperative for success that one man, experi- 
enced and interested in this work, follow the 
case and do all of the surgery and dressings him- 
self. In the presence of gangrene any opera- 
tion is dangerous except simple incision for 
drainage proximal to the productive inflam- 
matory area of the demarcation zone. This 
zone, like granulation tissue, is more resistant 
to infection than freshly incised tissues. It is 
safer not to perform any local amputation, 
sequestrectomy, removal of sloughs, etc., until 
the separation of the living and dead tissue is 
almost complete. This may take many weeks, 
but the gangrenous tissues can then be eased 
off through the demarcation zone without 
anesthetic and without danger. No other sur- 
gery is performed except simple incisions for 
drainage when necessary. Sloughs should be 
allowed to separate spontaneously. If a clean 
granulating base can be obtained, small full 
thickness skin grafts can be tried. 

If amputation is essential, careful studies 
should be made of the circulation to determine 
the level. The pulse, the oscillometer, skin 
temperature reading, and the rate of absorp- 
tion of saline wheals, are all useful. At Roose- 
velt Hospital the only question is whether to 
amputate above or below the knee. The foot, 
ankle, lower leg, and amputations, like Gritti- 
Stokes designed for end weight bearing, have 
been discarded. A good knee joint with a few 
inches of tibia permits the use of as simple and 
as effective a prosthesis as any amputation be- 
low this level and, likewise, a midthigh ampu- 
tation gives as good a result as any stump with- 
out the knee joint. It is axtremely desirable 
to save the knee joint, and this can be done in 
many cases where the practice previously has 
been almost routinely a midthigh amputation 
to insure sufficient circulation for proper 
wound healing. The follow-up of midthigh 
amputation cases is extremely poor for return 
of activity. 

Technic 

The technic of the operation is all important 
for success. We are dealing with poorly Hour- 
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TABLE 1.— Cases of Diabetic Gangrene, Roosevelt 
Hospital, 1935 to 1939, Inclusive 


Total Number of Cases = 40 
Men = 19 
"Women = 21 


Age Distribution 
40-50 years 
50-60 years 
60-70 years 
70-80 years 

Religious Distribution 

Jews 

Protestants 
Catholics 
Not stated 


8 

13 

16 

3 


6 

12 

16 

6 


Negro 

White 


Race Distribution 


33 


No. of ciues who knew they had diabetes before admis- 
sion ~ 19 

No. of cases who did not know they had diabetes before 
admission = 21 

No. of cases with diabetes controlled on admission = 5 
.No. of cases with diabetes not controlled on admission = 
32 

No. of cases with diabetes partially controlled on ad- 
mission = 3 

Days in Hospital 

Longest time 240 

Shortest time 11 

Average time 67 

No. of cases showing calcification in arteries by x-ray = 33 


Greatest 

Lowest 

Average 


Weight 


220 

115 

156 


Initialing Cause 
Cutting callus or corn 
Contusion-stubbing toe, etc. 
Infected corn or callus 
Burns by baking, hot-water bag, or 
wet dressings, etc. 

Burn by corn plasters 
Tight or new shoes 
Pressure around diseased nail 
Athletes foot between toes 
Exposure to cold 
Stepped on tack 
History not given 

Amputations* 

Thigh 
Upper leg 

Toes or parts of toes 
Anesthesia 

Spinal 

Gas-oxygen ether 
Nitrous oxide 
Drop ether 
Cyclopropane 


9 

6 

3 

3 

3 

2 

2 

2 

1 

1 

8 


12 

6 

22 


19 

4 

2 

1 

1 


* Three cases with thigh amputations and 2 with leg 
amputations had previously lost toes or parts of toes on 
opposite side. 


ished tissues with infection in the lymphatics. 
Damaged or devitalized tissue is an invitation 
for infection, necrosis, and disaster. Undoubt- 
edly, the least traumatizing operation to the 
tissues would be a straight guillotine with a sharp 
amputation knife. Because of the difficulty of 
han dlin g the exposed bone and muscle that re- 
sults we use a modified guillotine. I am opposed 
to any operation using skin flaps, as the first 
sign of trouble is usually along the edge of a skin 


flap. A circular incision obviates this difficulty. 
This results in a scar over the end of the stump, 
but in a prosthesis not using end weight bearing 
this does no harm. The circular incision is car- 
ried. right down through the skin, fat, and deep 
fascia with one continuous firm stroke of a sharp 
scalpel about 6 inches below the level selected 
for the division of the bone. Hacking of the 
tissues with repeated small strokes of the knife, 
dull instruments, and careless use of hemostats 
all cause unnecessary tissue damage. The prin- 
cipal nutrient arteries of the skin run in the deep 
layer of the superficial fascia and no skin flap 
should be raised from the deep fascia. All un- 
necessary trauma must be avoided, such as 
grasping the skin with forceps, rough blunt dis- 
section, towel clips, etc. The muscles are divided 
straight across by sharp bold dissection, prefer- 
ably with an amputation knife, about 3 inches 
above the skin incision level and the bone is 
divided about 3 inches higher. No tourniquet is 
applied because of the possibility of arterial 
damage and because it is important to know 
Just how much arterial bleeding there is. If one 
knows the anatomy, the main vessels can be 
recognized and clamped immediately on division. 
If the amputation is through the tibia, the an- 
terior subcutaneous border must be beveled 
sharply to avoid skin pressure at this point. 
The fibula should be shorter than the tibia for 
the same reason. It is not necessary to inject 
the nerve endings with alcohol, but the large 
nerves should be identified, stripped back, and 
divided as high as possible so that they will be 
well above the scar. With this simple precau- 
tion we have had no amputation neuromas or 
painful stumps. It is of paramount importance 
that not a single suture be placed in the muse e, 
fascia, or subcutaneous tissue. None is necessary. 
These muscles atrophy, as their action was on 
the joint below the one which has been ampu- 
tated. Sutures exert pressure and interfere wit 
the circulation. This process is further aggro- 
vated by postoperative edema. They also ten 
to close the fascial layers that should be le 
wide open for drainage. The loose skin is drawn 
together by 3 or 4 skin clips or sutures fully 
to 2 inches apart. The skin edges should e 
long enough to come together almost Batura ) • 
This allows free drainage without the use of any 
irritating foreign body, such as rubber t lssu ®j 
etc. The closure of the circular incision w 
leave a corner on each end of the wound. Tt 
is no cause for worry, as experience shows tha 
the skin will soon conform to the shape of t • e 
stump and the end cosmetic result will be qui c 
satisfactory. This operation provides almost as 
little tissue injury and as free drainage as a true 
guillotine operation and at the same time avoi 
the difficulties associated with exposed muscle 
and bone. The whole procedure can be done in 
less than twenty minutes, and there is a mini- 
mum of shock. The absence of sutures and tissue 
insult minimizes the postoperative pain. Many 
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of these cases drain a considerable amount of 
bloody serum for a few days and then heal up 
practically by primary union. 

In the last six years we have had at Roose- 
velt Hospital the Vascular Clinic for the study 
and follow-up of cases of peripheral arterial 
occlusion, as well as an older Diabetic Clinic. 
These two clinics work together, and a glance 
at their statistics shows the great advantage of 
this arrangement. Not a single patient who 3 - 
has been treated in both these clinics before 
the onset of gangrene has come to a major sur- 
gical amputation. Prevention is by far the 
most important treatment of diabetic gangrene. 4. 

The early recognition of the arterial disease 
and the control of the diabetes are the most 
valuable contributions of these clinics, for they 
permit the necessary measures to avoid trouble. 
After all, diabetic gangrene is an end result of 
these other disease processes and is not a pri- 
mary condition. Simple measures, such as 
cleanliness, avoidance of all trauma, proper 
care of the feet and nails, orthopaedic shoes, 
abstinence from tobacco, etc., accomplish won- 
ders. Those with amputations are a great 
object lesson to the others and frequently im- 
press the patients with the importance of fol- 
lowing instructions more than any other 
method . The Clinic also allows more accurate 
and complete follow-up of these patients. 

Tables 1 and 2 summarize our axperience 
and results of all the cases of diabetic gan- 
grene (40) admitted to Roosevelt Hospital in 
the five-year period from 1935 to 1939, inclu- 
sive. 

Discussion 

Dr. Madge C. L. McGuinness, New York 
Cily — Twenty-four cases of peripheral vascular 
disease in diabetics were treated by physical 
therapy, representing one-fourth of all the periph- 
eral vascular disease cases in the hospital. 

In the clinic, 22 cases of a total of 92 were like- 
wise treated. 

Of these, only those in the third and fourth 
stages will be discussed. These had ulceration, 
infection, osteomyelitis, and gangrene. All had, 
in addition to the diabetes, inadequate circula- 
tion, vasospasm, and general debility. 

Three cases were scheduled for midthigh am- 
putation but fortunately escaped and walked out 
on their own feet. Two had incision and drain- 
age, and 3 others had incision and drainage and 
osteotomy. 

Three others who came to midthigh amputa- 
tion were advanced in years and in poor condi- 
tion but came through the operation and are 
auve and declare themselves well. One other at 
,°f 12 escaped amputation, had incision 
and drainage with osteotomy, left the hospital, 


TABLE 2. — Results of 40 Cases of Diabetic Gan- 
grene, Roosevelt Hospital, 1935 to 1939, Inclusive 


Total No. of Deaths in Hospital = 4 (10 per cent) 

1. Man, aged 59, mild diabetic, advanced arterial oc- 
clusion. Previous hospital admissions. Had lost 
2 toes. Midthigh amputation after thirty days 
conservative treatment. Flap operation — rubber 
drains. Died suddenly twenty-four hours post- 
operative. Coronary occlusion? 

2. Woman, aged 67, severe diabetic, advanced arterial 
occlusion. Rapidly spreading infection and wet 
gangrene. Thigh amputation thirty-six hours 
after admission. Flap operation — rubber drains. 
Died on eighth day from infection. 

Man, aged 6S, mild diabetic, advanced arterial oc- 
clusion. Had lost 2 toes already on opposite side. 
Midthigh amputation after two months* conserva- 
tive treatment. Flap operation — rubber drains. 
Wound failed to heal. Chronic infection; bed 
sores; became weaker; finally died twenty-one 
days postoperative with terminal pneumonia. 

Man, aged 62, severe diabetic with advanced ar- 
terial occlusion. Conservative treatment five 
weeks; upper leg amputation. Flap type — rubber 
drains. Died of infection fourth day postoperative. 
Temperature, 108 F. 


Late Results of Thigh Amputations* 

Total Number «- 12 
Died in hospital 3 

Known to be dead since leaving hospital 5 

Arteriosclerotic heart disease 1 

Carcinoma of stomach _ 1 

Arteriosclerotic psychos^ 1 

Gangrene and pneumonia 1 

Cause unknown 1 

Chronic invalids without prosthesis 3 

Lost to recall 1 


Late Results of Leg Amputations Below the Kneef 
Total Number =* 6 

Died in the hospital from infection 1 

W earing prosthesis successfully (2 over 70 years old) 4 

Chronic invalid without prosthesis yet (1 year) 1 


Late Results of Cases Losing Only Toes or Parts of Toes 
Total Number ■=» 22 

Hospital deaths ^ 0 

Foot healed and patient doing at least light work 10 

Foot healed but unable to be active enough for any 3 

work 

Foot healed but an invalid from other causes 2 

Foot still unhealed __ 1 

Died of coronary heart disease 1 

Died in another hospital from gangrene 1 

Lost to recall 4 


* Not one successful result. Of course, these are the 
worst of the 40 cases. All of the hospital deaths bad flap 
operations and rubber drains instead of modified guillo- 
tine. 

t This illustrates the importance of conserving the 
knee joint if possible, but the fatal case might have been 
saved by thigh amputation. 

but died months later of cerebral embolism. 
This prima donna was described as a “hellion” 
and so came rightly by her ailment and demise. 

In addition to medical and surgical measures, 
the physical procedures used were rest, warm 
saline soaks and compresses for infections, careful 
drying Math gauze between the toes with and 
without aristol, dry heat, the cradle with the 
light bulb set at 92 F. continuously. Invented 
originally by Dr. Isaac Starr, of Philadelphia, 
improved by Bierman, of New York, a special 
cradle was devised and perfected by Valverde; 
this is by far the greatest single help in these 
conditions. Intermittent venous occlusion, em- 
bodying Bier’s venous hyperemia and lewis’ re- 
active arterial hyperemia with gentle pressure 
and a soft cuff, is applied for hours 'or continu- 
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ously; the pavex is applied rarely, when not 
contraindicated. Iontophoresis helped to heal 
ulcers and lessen pain; we prefer histamine be- 
cause it is cheaper and less general in effect. 
For reflex dilatation we gave infrared and dia- 
thermy, long or short wave, to the abdomen in 
some severe cases. 

The remainder of the cases that were ade- 
quately treated in time — as soon as any compli- 
cation set in — are continuing to attend the office, 
hospital, or dime. Under frequent supervision, 
they need no surgical assistance at present. Of 
close on 100 cases treated, none has come to 
amputation. 

The Peripheral Vascular Disease Clinic, set up 
several years ago, consists of a medical chief, 
associates particularly -interested in peripheral 
vascular diseases, the chief in physical medicine, 
and a surgeon. We place the surgeon last be- 
cause we hope we won’t be needing his services 
except when the others fail. He is our anchor to 
windward in desperate cases that we hope will 
soon be rare. 

Before the clinic was established, cases were 
treated in the department of physical medicine, 
and the following routine was worked out with 
the cooperation of Dr. Anna Samuelson, who has 
faithfully taken care of the clinic cases, examined 
and helped with the medical care of hospital 
cases, checked records, and examined frequently 
these cases reported here and other cases with 
allied conditions. Skin temperatures, oscillo- 
metric readings, posterior tibial nerve blocks, and 
various tests were undertaken and careful records 
kept. 

I. For purposes of treatment, cases were 
divided into six classes, as follows: (1) minor 
infection with no impairment of circulation; 
(2) minor infection plus impairment of circula- 
tion; (3) moderate infection, no impairment; 
(4) moderate infection, organic lesions; (5) ex- 
tensive infection, no impairment; (6) extensive 
infection, organic lesions — (a) peripheral vascu- 
lar disease only or, in addition, (b) cardiorenal 
vascular disease. 

II. The patients were likewise divided into 
2 groups — ambulatory or bedridden. 

III. Treatment consisted of: (1) control of 
diabetes by diet and insulin, most important; 
(2) rest; (3) elevation. 

IV. Warmth: (a) proper woolen clothes and 
stockings, shoes, blankets, etc.; (b) dry heat — 
(1) the vasculator, a cradle with a thermo- 
statically controlled light unit set at 92 F. for 
continuous environmental temperature and (2) 
short-wave diathermy through the abdomen and 
pelvis for reflex dilatation; (c) wet heat, saline — 

(1) foot soaks for cleansing and drainage and 

(2) warm compresses for drainage. 

V. Mild antiseptics as (a) potassium per- 
manganate or plain saline foot soaks, (b) tinc- 
ture of green soap to loosen detritus, (c) carefully 

dried, etc. , 

VI. Inunctions, as lanolin, to keep skm sort. 


VII. Proper fitting footwear to prevent coma 
and calluses. 

VIII. Correction of orthopaedic defects— 
posture, body mechanics, etc. 

IX. Care of corns and calluses (hygiene ol 
feet) by physicians. 

X. Medications: (a) acetylsalicylic acid, 5 
grains three times a day, for vasodilatation; 
(b) phenobarbital, */* or l / t grain three times a 
day, for sedation; (c) whiskey, wine, beer, once 
or twice daily; (d) calcium gluconate, 5 grains 
three times a day; (e) saline by mouth; (f) pan- 
creatic tissue extract injections, 2 or 3 cc. three 
times weekly; (g) vitamins A, B, C, and D; 
(h) iontophoresis — histamine or acetyl-beta- 
choline for peripheral dilatation, of which the 
former is cheaper and has less general effect. 

Mechanical aids include: (a) the vasculator 
(cradle with light bulb at 92 F. continuously); 
(b) intermittent venous occlusion which exerts 
a gentle pressure with an air cuff at timed inter- 
vals for several hours daily in chronic cases or 
continuously in acute cases; (c) the pavex is 
rarely applied, because infection or too great 
pressure from the cuff or from suction contra- 
indicates its use; (d) iontophoresis, histamine, or 
acetyl-beta-choline; (e) infrared or diathermy, 
long or short wave, to the abdomen for reflex 
dilatation. 

Smoking is absolutely forbidden. 

Surgery as indicated: (a) incision and drain- 
age; (b) sequestrotomy; (c) amputation o 
toe(s), foot, knee, or midthigh. 

Exercises, Buerger’s and modifications of them, 
only when permissible. 

Prevention 

To watch these patients with peripheral vas- 
cular disease and listen to their stories, one is 
overwhelmed with a desire to do something o 
prevent augmentation of this ever increasw,, 
army of sufferers. It is a problem for all medic 
practitioners and especially for the " < - neI * : ‘ 
medical man who, as usual, sees all the ea 
aches first and must do something for them 
fore they progress to an early invalidism. 

Diabetes is always a potential hazard, an 
should be controlled at every cost. Diet is, ° 
course, the first consideration, with or wi o 

Best is the next greatest essential and cannot 
be too greatly stressed. Relaxation comes na 
to mind. Worry, tension, and fatigue aremuen 
to be deprecated; we must forget them in 0 
efforts to be well. • 

Warmth is also one of the first though s 
peripheral vascular disease — warm c dot Ml E> 
warm socks, w T arm stockings, warm bedclot > 
w’arm rooms. Whatever you may be able to 
in this line with the miserable men who take 
wool socks and mittens without a murmur, 
wish you joy trying to get the suffering S1S * e ^ 
to adopt anything but two-thread or nyio 
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stockings, which they solemnly assure you they 
have always worn. 

Those “economic royalists’’ in the upper 
brackets, whose creditors still permit them to 
seek the sun in Florida, California, and the 
Southwest, can help themselves to an equable 
climate, with no weather, to the benefit of their 
circulation with no further ado, or, they can hug 
the firesides in their air-conditioned homes and 
laugh at wintry blasts. 

Their brethren in the lowest brackets, the well- 
publicized 33‘/s per cent engaged in the ques- 
tionable process of shadow-living, can hug their 
stoves and let the m ailman expose his axtremities 
to the biting blast that plays such havoc with 
cramped blood vessels until such times as warm 
and sunny days tempt them forth to amusement. 

But for those who must bear the burden of the 
workaday world, some means must be found to 
prevent this miserable diseased state that is 
threatening to fill our hospitals and homes with 


ailing invalids losing the power to stand or walk. 

For these, carefully regulated, properly con- 
ditioned rooms with heat, humidity, and no 
draughts must be provided in hospitals, con- 
valescent homes, hotels, and apartments for 
hours at a time or continuously in severe weather. 

It is useless to argue about warmth or order it 
if we permit these people to sit for hours in cold, 
draughty corridors in clinics awaiting attention. 
They should be instructed to stay home in in- 
clement weather and to be out only on sunny 
days and between the hours of 10:00 a.m. and 
1:00 p.ir. 

With proper care of the feet, all foot ailments 
corrected by physicians who are not above 
caring for corns, calluses, ingrown toe nails, etc., 
we will have less need for amputations and less 
fear of fatal results and this disease also will take 
its place with the others that are being overcome 
in the good fight waged by medicine in even- 
field. 


INEECTION AND GANGRENE OF THE LOWER EXTREMITY IN 
DIABETES MELLITUS 

Herbert Conway, M.D., and Stephen C. Meigher, M.D., New York City 


r T'HE management of amputation of an ex- 
L tremity has demanded the attention of 
those interested in surgery since there have 
been operations on humans. Amputation in 
ancient periods was accomplished by nature, 
without surgical intervention. Amputation 
by surgery to accelerate the rate of healing and 
the usefulness of the remaining stump un- 
doubtedly was practiced in those ancient 
periods of which there exists no accurate 
surgical record. As a lifesaving procedure, 
amputation is heralded with genuine appre- 
ciation. Because this operative procedure 
represents an a dmis sion of failure to cure an 
extremity of its disease, it is looked upon with 
disfavor. In war and in peace, amputation 
of an extremity presents itself as a method to 
be avoided if possible, but it is one that must 
be earned out with strict attention to the 
many details involved to the end that more 
men may live usefully and happily for a 
longer period of time. As an important por- 
tion of the surgery of geriatrics, thrust upon 
the surgical world by the fact that today 
there is an increased percentage of the popu- 
lation living in the advanced age decades, 
rightfully, the surgery of amputations is re- 
ceiving emphasis. 

This presentation is limited to a statistical 

and r?,- h n Surgical Service of the New York Hospital 
““ '- ora =U University Medical CoUege. 


study of a group of patients of one type en- 
countered in civil surgery — namely, the group 
exhibiting infection and gangrene of the lower 
extremity in association with diabetes. It is 
a commentary on present-day surgery that 
local measures to prevent the development 
of gangrene have not been expanded and 
practiced generally to keep abreast of the 
splendid forward developments in the fields 
of endocrine therapy and chemotherapy, de- 
velopments now known to be indispensable in 
the management of the complications ex- 
hibited by the diabetic patient. This analysis 
of experiences with gangrene of the lower 
extremity in diabetic patients on the Surgical 
Sendee of the New York Hospital is presented 
in conjunction with similar reports from three 
other institutions of New York City — St. 
Luke’s, Roosevelt, and Lenox Hill hospitals. 
It is a pleasure to make this presentation be- 
cause it affords an opportunity to analyze 
critically the results that have been obtained 
and to compare them with those of the other 
groups of cases. 

The data that are presented concern the 
clinical course of 46 diabetic patients suffer ing 
from gangrene of the lower extremity. These 
were managed on the Surgical Service of the 
New York Hospital between September, 1932, 
and March, 1940. In that same period of 
time 774 diabetic inpatients were treated on 
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the Medical and Surgical services while 
1,791 diabetic outpatients were treated in the 
dispensary. Although not all of the 46 cases 
had their prehospital treatment in the dis- 
pensary of the New York Hospital, the rela- 
tion between the two figures 46 and 1,791 gives 
some idea of the probability of occurrence of 
gangrene in diabetic patients. This propor- 
tion is 1 to 40 or 2.5 per cent. Of the patients 
admitted to the hospital, those with gangrene 
of the lower extremity made up 5.9 per cent 
or, roughly, 1 in 16. 

Information concerning age, sex, and re- 
ligion of the 46 patients is as follows: 

Age Group Number of Patients 

40-50 4 

50-60 15 

60-70 22 

70-S0 4 

80-90 1 

Total 46 

The average age of 62.1 years is somewhat 
higher than that reported by others who have 
called attention to the fact that gangrene of 
the extremity occurs more frequently in the 
younger age decades in the diabetic than in 
nondiabetic subjects. It would appear from 
this analysis that the local condition of gan- 
grene of the leg in diabetes occurs in advanced 
adult life chiefly between the ages of 50 and 
70 years, since 37 of 46 patients were within 
these limits at the onset of their local condi- 
tion. 

There were 23 men and 23 women, of which 
10 were Jewish (21.7 per cent), 21 were Catho- 
lic (45.6 per cent), and 15 Protestant (32.6 per 
cent) . All of the 46 patients in this series were 
Caucasian. 

An interesting fact brought out in the study 
of the histories of the cases is that 25, or 56.5 
per cent, had passed from active physical life to 
inactivity in the period of one to six months 
preceding admission to the hospital for the 
care of the leg. Twenty patients, or 43 per 
cent, gave the history that the local condi- 
tion came on while they were engaged in or- 
dinary healthful activity. The importance 
of this change from active to inactive life is 
one that cannot be minimized. It suggests 
at once that those diabetic patients who have 
any complaints referable to the peripheral 
vascular bed should substitute peripheral 
vascular exercises for their usual activities 
during periods of relative quiet. Unfortu- 
nately, as will be brought out later, many of 
these patients have no peripheral vascular 


symptoms until the onset of the local condi- 
tion that leads to the development of gangrene 
of the extremity. Then, too, the increased 
hazard 'of complete daily activity with its 
inevitable trauma to the feet must be con- 
sidered as a state predisposing to the develop- 
ment of gangrene, especially in the aged who 
may be unmindful of diminished peripheral 
perception of touch, heat and cold. 

In 22, or 47.8 per cent, of the cases the 
records show significant loss in weight in the 
period of one to twelve months preceding ad- 
mission to the hospital. This loss of weight 
ranged from 10 pounds in 1 case to 85 pounds 
in another; in 17 cases the loss varied from 20 
to 85 pounds; in 12 cases there was a minimum 
loss of 40 pounds. In none of the 46 cases was 
there a significant gain in weight in the twelve 
months preceding admission to the hospital 
because of impending gangrene. The average 
loss of weight in the 22 patients was 62.1 
pounds. This positive occurrence in almost 
half of the cases suggests the possibility of an 
effect on the peripheral vascular bed and on 
the peripheral tissues produced by a rapidly 
changing metabolism. In this limited pres- 
entation this phase of the alteration of the 
metabolism cannot be discussed adequately. 

Knowledge and Control of Diabetes 
Of the 46 cases: 9, or 19.5 per cent, had no 
knowledge that they had diabetes; 37, or 
80.4 per cent, knew they had diabetes; 19, 
or 41.3 per cent, had uncontrolled diabetes 
on admission to the Surgical Service; 27, or 
58.6 per cent, had controlled diabetes on ad- 
mission to the Surgical Service; and 23, or 
50 per cent, had been treated in the Diabetic 
Clinic of the New York Hospital. 

This last figure gives a new basis for the ca - 
dilation of the frequency of gangrene in the 
patient with diabetes. These 23 patients were 
under treatment in the Diabetic Clinic of the 
New York Hospital during a period of time m 
which a total of 1,791 patients were treated 
in that clinic. This represents the occurrence 
of gangrene at the rate of 1.3 per cent.. While 
it is probable that a few other outpatients m 
this group may have developed gangrene or 
serious infection of the leg for which they were 
treated in another institution, the value 
probably is a more accurate one than tha 
listed above at 2.5 per cent. f 

Of the 37 cases in which the patient knew ol 
his disease, 11 had been treated by diet alone, 
14 by diet and insulin, and 5 by diet and pro- 
tamine zinc insulin, while 7 had neglected 
to adhere to a prescribed regimen of diet and 
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TABLE 1 — Pathologic Condition or Foot 




Gan- 

grene 

Gan- 



and 

grene 



Ulcer 

and 


Gan- 

or 

Cellu- 

Area Involved 

grene 

Sinus 

litis 

1st toe (great) 

1st and 2nd toe3 

1 

I 

1 

1st, 2nd, and 3rd toe3 

2nd toe 


1 


2nd and 3rd toes 

3rd toe 

3rd and 4th toes 


l 


4th toe 

4tb and 5th toes 

2nd, 3rd, 4th, and 5th toes 
5th toe 


1 


Plantar area 

Heel 

1 

1 


Foot 


1 

3 

Leg 

Both legs 




Totals 

2 

IT 

~ 





Gan- 

Inter- 


Gan- 

Gan- 


grene 

digital 


grene 

grene 

Gan- 

X>ue 

Fissure 


and 

and 

grene 

to 

and 


Ulcer 

Ulcer 

and 

Sudden 

Cellu- 


or 

or 

Ulcer 

Vas- 

litis 


Sinus 

Sinus 

and 

cular 

and 


and 

and 

Lymph- 

Oc- 

Lymph- 


Cellu- 

Ab- 

an- 

clu- 

an- 



litis 

scess 

gitis 

sion 

gitis 

Total 

5 

I 

I 

3 

2 


1 


11 

1 



lj 



I 







1 




\ 

1 

20 

4 







2 



2 




I 




3 j 


3 







2 

2 

1 


2 

1 


7 




1 



3 

18“ 

5 

_ 

5 

4 


46 


insulin. Therefore, it is seen that 16, or 34.8 
per cent, of the patients (9 who had no knowl- 
edge of their disease plus 7 who neglected 
to adhere to a prescribed regimen) developed 
gangrene while the underlying metabolic dis- 
ease was in a state of neglect. The fact that 
23 patients, half of the entire group, developed 
gangrene at a time when their diabetic state 
had adequate supervision and control indi- 
cates that regulation of the diabetes is not 
sufficient to prevent the development of seri- 
ous infection and gangrene. Obviously, pre- 
ventive peripheral vascular care is necessary 
This will be referred to later. It is a commen- 
tary on the state of the public health that 
19.5 per cent of the patients in this group of 
cases are unaware of their diabetes until the 
development of local conditions leading to 
gangrene and that 80.4 per cent develop this 
serious condition despite the knowledge of the 
disease. 

The duration of known diabetes in 37 pa- 
tients averaged 8.1 years. The longest known 
duration of diabetes was 35 years. This was 
in the case of a 68-year-old man whose history 
revealed that 3 siblings had died of diabetes or 
of its complications. 

General Condition of the Patient 

At the time of admission to the hospital 8, 
or 17.3 per cent, of these patients were febrile 
and acutely ill. Thirty-three, or 71.7 per 
cent, were considered to be in poor condition 
because of generalized arteriosclerosis and 
accompanying cardiovascular-renal disease. 
Four, or 8 per cent, were in fairly good condi- 
tion. Their diagnoses on admission are as 
follows: 


Case 


Good general condition 4 

Good general condition and latent 
syphilis 1 

Fever and leukocytosis 1 

Fever, leukocytosis, and acidosis 1 

Fever, leukocytosis, acidosis, and dis- 
orientation 1 

Fever, leukocytosis, and pulmonary 
congestion 1 

Fever, leukocytosis, and arterio- 
sclerotic heart disease with hyper- 
trophy 1 

Fever, leukocytosis, arteriosclerosis, 
and cataracts 1 

Fever, leukocytosis, arteriosclerosis, 
and actinomycosis 1 

Fever, leukocytosis, arteriosclerosis, 

and perirectal abscess 1 8 

Generalized arteriosclerosis 12 

Generalized arteriosclerosis and pros- 
tatic hypertrophy 1 

Generalized arteriosclerosis and cata- 
racts 1 

Generalizedarteriosclerosis, cataracts, 
and prostatic hypertrophy 1 

Generalized arteriosclerosis and hy- 
pertension 2 

Generalized arteriosclerosis, hyper- 
tension, and arteriosclerotic heart 
disease 9 

Generalized arteriosclerosis, hyper- 
tension, and arteriosclerotic heart 
disease and syphilis 1 

Generalized arteriosclerosis and ar- 
teriosclerotic heart disease 5 

Generalized arteriosclerosis, hepatic 
cirrhosis and syphilis 1 33 

Total 46 
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TABLE 2. — Type op Injury Preceding the Develop- 
me nt of Gangrene 


Trauma by the Patient 

Cutting of nails 3 

Trimming of corns 3 

Cu ttiog of callus X 

Soaking of callus X 

Burned by hot soak 1 

Blister opened X 

Rubbing of web space X n 

Trauma from Poorly Fitted Shoes 

Rubbing of shoe on great toe 2 

Rubbing of shoe on corn3 X 

Rubbing of shoe on dorsum of foot 3 

Ulcer on dorsum of foot X 7 

Other 

Popliteal embolus X 

Popliteal thrombus 1 

Ankle sprain followed by discoloration of foot 1 
Frost bite 1 

Interdigital fissure X 

Fissure in callus 3 

Incision of callus by physician 1 9 

Total 27 


In 39 of the 46 cases there was glycosuria 
varying from 1 plus to 4 plus. Blood chem- 
istry studies showed that all of the 46 had 
hyperglycemia at the time of admission to the 
hospital. Nine of 25 cases in which the carbon 
dioxide combining power of the blood was 
determined showed a value below normal. 
In 2 of 29 eases in which the urea of the blood 
was determined there was retention of urea. 


ably had some ataxia. Conditions such as 
these render older people incapable of properly 
taking care of their own feet. Even in the 
absence of peripheral vascular symptoms it is 
my opinion that these diabetic patients should 
be given the advantage of skilled podiatry and 
advice as to the choice and St of shoes. la the 
New York Hospital Outpatient Dispensary 
this care is given by the assistant resident sur- 
geon in attendance at the Surgical Clinic. 
The relation of infection to gangrene in the 
diabetic subject who also has arteriosclerosis 
has never been completely clarified. Since 
42 of the 46 patients in this series had gangrene 
of tissue when admitted to the hospital and 
since 27 of the 46 gave the history of an ante- 
cedent trauma that acted as an introitus 
for infection, it is reasonable to conclude that 
infection brings on gangrene in at least one- 
half of the cases. When first seen, it is often 
difficult to classify the pedal lesion in the 
diabetic patient as purely vascular or purely 
infectious in origin. I know of no better 
clinical classification than that offered by 
Williams and O'Kane. 1 From their recent 
publication the classification is herewith re- 
produced: 


Local Condition of the Foot 
The condition of the affected foot at the time 
of admission to the hospital with regard to 
the type of pathologic change and its extent is 
shown in Table 1. It is seen that of the digits 
the great toe was most frequently the site of 
early gangrene. Gangrene in association with 
ulcer or sinus and advancing cellulitis was ob- 
served at the time of admission to the hospital 
in 18 cases — 39.1 per cent of the entire group. 
In only 4 cases was the condition purely in- 
fectious with no evidence of gangrene at the 
time of admission to the hospital. 

Etiology of the Local Condition 
In 27 of the 46 cases a definite local trauma 
preceded the development of gangrene and 
infection. In 7 patients poorly fitted shoes 
were responsible; in 11 there was undue 
trauma to the soft parts in the cutting of corns 
or calluses by the patient himself. The in- 
dividual injuries are listed in Table 2. 

It is at once apparent that the most im- 
portant phase of preventive peripheral vas- 
cular care is in the type of chiropody which 
the patient receives. Since in this group of 
cases 33 of the 46 cases manifested advanced 
generalized arteriosclerosis, it is probable 
that all of these had some impairment of 
peripheral sensation and of vision and prob- 


Classification of the Lesions of the Lower 
Extremities Associated with Diabetes 

{ Marked arterial insuffi- 
ciency 

Initial gangrene 
No infection 

(Marked arterial insuffi- 


“3 plus 
vascular” 

Mixed J “2 plus 

vascular” 

[ “1 plus 
vascular” 


Infectious (“4 plus 
infectious”) 


1 ciency 
J Initial gangrene 
(infection superimposed 

{ Moderate arterial insuffi- 
ciency 

Initial infection 
Gangrene superimposed 

{ Slight arterial insuffi- 
ciency 

Initial infection 
No gangrene 
/No arterial insufficiency 
-j Initial infection 

l Nn P'n.nnrene 


Bacteriology of the Local Lesion 
In 18 cases cultures were taken from the 
local lesion. Staphylococcus acting with or 
without another organism was the causative 
agent in 12 cases. Various strains of strepto- 
cocci alone or with another organism were 
cultured from the affected area in 7 cases- 
Postoperatively, 3 patients developed fiij 3 
gangrene, yet the gas bacillus was not cul- 
tured from the pedal lesions in these cases. 
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The bacteriologic reports are as follows: 

Cases 


Staphylococcus aureus hemolyticus 5 

Staphylococcus aureus hemolyticus and 
Bacillus coli communis 2 

Staphylococcus aureus and nonhemolytic 
Streptococcus albus 1 

Staphylococcus aureus and nonhemolytic 
Streptococcus beta 2 

Staphylococcus albus 1 

Staphylococcus albus and nonhemolytic 
streptococcus 1 

Beta-hemolytic streptococcus 2 

Bacillus coli and nonhemolytic strepto- 
coccus 1 

Bacillus proteus and nonhemolytic strep- 
tococcus 1 

Bacillus proteus 1 

Bacillus coli 1 

Total 18 


Examination of the Peripheral 
Vascular Bed 

In 25, or 54.3 per cent, of 46 cases the dorsa- 
lis pedis pulse was not palpable on the affected 
side. 

In 31, or 67.6 per cent, of 46 cases the pos- 
terior tibial pulse was not palpable on the 
affected side. 

In 9, or 19.5 per cent, of 46 cases the 
popliteal pulse was not palpable on the af- 
fected side. 

Of 17 cases in which oscillometric readings 
were recorded, all, or 100 per cent, had mark- 
edly diminished or absent oscillometric read- 
ings. 

Of 18 cases in which accurate surface tem- 
perature readings were recorded, the values 
were equal on the two sides in 1, were 2 to 6 
degrees Centigrade lower on the affected side 
in 15, and were markedly elevated due to 
regional infection on the affected side in 2 
cases. 

X-rays of the affected extremity were taken 
in 35 cases. Fifteen of these showed osteo- 
myelitis of the phalanges or metaearpals. De- 
calcification of bones was reported in 5 cases. 
All 35 showed calcification of the peripheral 
vessels in the affected extremity. 

Physical Therapy and Preoperative 
Treatment 

Preoperative physical therapy in the Periph- 
eral Vascular Clinic included the following 
when indicated: Buerger-Alien exercises, pas- 
sive vascular exercises, 5 alternating hot and 
cold foot baths, competent care of the nails 
by a physician in the dispensary, attention to 


TABLE 3. — Forty-six Cases of Gaxgbene of the 
Lower Extremity Treated bt Amputation (64 
Operations) 


10 cases 

5 cases 

4 cases (S 
operations) 

4 cases 
31 cases 

5 cases 
1 case 


Single or multiple amputations of the toe 
(wound packed open) were done suc- 
cessfully, no reaxnputation being 
necessary 

Amputations of the toe were followed by 
lower thigh amputation 
Two successive amputations of the toe 
were followed by lower thigh ampu- 
tation 

Secondary toe 3mputation3 were done, 
no higher amputation necessary 
Lower thigh amputations were done, 10 
of these_ having been preceded by 
amputations of the toe or through the 
foot (1 case) 

Amputations through the tibia and 
fibula were successful 
Amputation through the foot was fol- 
lowed by lower thigh amputation 


the proper fitting of shoes, lanolin or cotton- 
seed oil inunction to the feet, massage of the 
feet, high vitamin and high calcium diet, and 
intravenous sodium citrate solution. 3 Pa- 
tients were instructed to avoid trauma to the 
feet and to discontinue the use of tobacco. In 
this branch of the dispensary written instruc- 
tion sheets are given to the patient. Of the 
46 cases reported, only 3 had the advantage of 
complete preventive therapy in the Peripheral 
Vascular Clinic. This is explained by the 
facts that only 23 of the 46 cases of gangrene 
were under observation in the Diabetic Clinic 
and that of these 23 only 3 had any complaints 
with reference to their feet or legs prior to the 
onset of the local condition for which they 
were admitted to the hospital. Data are not 
available at the present time as to the total 
number of diabetic patients who were treated 
in the Peripheral Vascular Clinic during the 
seven and one-half years in which the 3 pa- 
tients so treated were admitted to the hos- 
pital because of impending gangrene. 

After admission to the hospital because of 
infection, gangrene, or impending gangrene, 
the preoperative therapy was outlined to meet 
the conditions in the individual case. Hot 
saline dressings were used in those cases that 
showed active moist infection superimposed 
on gangrene; Dakin’s dressings were used for 
open ulceration; zinc peroxide packs were 
used for sinuses; a cradle with a thermo- 
statically regulated incandescent bulb (Val- 
stat Vasculator*) was used in cases of dry 
gangrene; and alternate suction and pres- 
sure and Sanders’ oscillating bed 4 were used in 
those cases in which the peripheral circulation 
seemed to be benefited and the infection was 
not activated by these mechanical aids. In 
26 of 46 cases the heat cradle was persistently 
used in the preoperative period. Transfusion 

* Supplied by Valverde Laboratories, New York City. 
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Fig. 1 . Level of amputations in 64 operations 
on 46 patients. 


of blood, intravenous saline, intravenous so- 
dium citrate solution, and sulfanilamide were 
used as indicated in the particular patient in 
preparation for operation. All patients were 
treated for dehydration before operation. 

Operative Treatment 
Forty-six cases of gangrene of the lower ex- 
tremity in diabetic subjects were treated by 
amputation as shown in Table 3. At the time 
of admission to the hospital there were only 4 
cases in which the infectious process had not 
yet developed into gangrene. These 4, how- 
ever, developed gangrene subsequently so 
that, making use of the classification referred 
to above, all 46 fall into the groups of purely 
vascular or of mixed vascular disturbance and 
infection. Simple incisions for drainage in 
this series of cases did not prevent the ex- 
tension of gangrene. Here, the clinical pecu- 
liarities of infection in the extremity of the 
diabetic patient are strikingly brought out. 
Infection of the toe, whether staphylococcic, 
streptococcic, or of mixed organisms, demon- 
strates an especial tendency toward the de- 
velopment of regional thromboses with re- 
sultant gangrene. Wounds heal slowly. 
Tissues are nonresistant to infection. Areas 
of gangrene thus produced are characterized 
by massive subcutaneous sloughs of tissue 
with relatively little purulent exudation. 
Accumulation of pus, when formed, readily 
dissects along fascial planes to invade new 
tissue spaces higher in the extremity, gravity 


undoubtedly being a factor. Because of this, 
the patient with an infection of the toes or foot 
is kept prone in bed with a small pillow under 
the ankle so that purulent material may drain 
out of the sinuses rather than be carried, 
by its own weight, cephalad through the 
adjacent tissue spaces of the foot and ankle. 
Grodinsky 5 has demonstrated by dissection 
and injection methods eleven fascial spaces in 
the foot and leg. Reid 6 has emphasized the 
importance of position in the management of 
infection of the foot in association with per- 
ipheral vascular disease. These observations, 
repeatedly emphasized by all clinicians, con- 
stitute the evidence that there is at work in the 
diabetic patient a factor that is not controlled 
by therapy with diet and insulin, a factor that 
militates against the patient’s recovery and 
increases the hazard of operation. This situa- 
tion demands especial attention in treating 
the surgical diabetic patient. In a few clinics 
this problem has been met by the establish- 
ment of a so-called “diabetic team” consisting 
of surgeons and physicians who, together, 
visit the surgical diabetic patients in the hos- 
pital daily. In the institution from which I 
am reporting no such team has been in opera- 
tion, though the resident surgeons have called 
frequently and unhesitatingly on the inter- 
ested members of the surgical and medical 
attending staffs in an effort to give to this 
group of patients their best chance of survival 
with physical efficiency. The major prob- 
lems concern the level of amputation; the 
type of operation; whether to leave the wound 
open, to close it, to close it loosely, or to drain 
it; and the selection of type of anesthesia. I 
do not believe that it is possible to be dog- 
matic regarding the level of amputation. This 
must be determined after consideration of the 
extent of the gangrene and infection, the state 
of the patient, the ability of the patient to 
accept a prosthesis subsequently, and, most 
important, the state of the circulation in the 
extremity. There are, in my opinion, no 
completely satisfactory tests of the circulatory 
efficiency of the extremity by which the ideal 
level for amputation can be determined. The 
saline wheel test (Stern 7 ), the histamine test 
(De Takats 8 ), peripheral nerve block (Morton 
and Scott 9 ), the tourniquet test (Brooks 10 ), 
and arteriography have not been found to be 
wholly reliable guides. Arteriography is not 
performed without danger of injury to the 
peripheral arterial bed. The presence of per- 
sistent pain productive of fatigue and the 
presence of fever or of extending gangrene 
and infection do, however, indicate the neces- 
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• Fig. 2. Area involved in gangrene in 31 cases which came to lower thigh amputation. 


sity for amputation, and there are certain 
general rules that may guide the surgeon. 
Simple amputation of the toe probably will 
be successful if there has been little pain, if 
the infection has not spread over the dorsum 
of the foot, and if the dorsalis pedis pulse is 
palpable. In this series this procedure was 
successful in 10 cases; no higher reamputa- 
tions were necessary. In 9 cases, amputations 
of the toe had to be followed by lower thigh 
amputations and, in 1 case in which ampu- 
tation was done through the foot, failure to 
accomplish wound healing followed and lower 
thigh amputation was necessary. Table 3 
lists these data. The final disposition in the 
46 patients in this series was 31 with lower 
thigh amputations, 5 with amputations 
through the tibia, and 10 with simple am- 
putations of the toe. This is shown in Fig. 1. 
Secondary amputation has been frowned on 
rightfully, since this procedure is known to 
carry with it an increased probability of loss 
of life. 

Fig. 2 is of value in an attempt to determine 
which part of the foot is most likely to be the 
starting point of spreading gangrene. It 
gives the primary site of gangrene at the time 
of admission to the hospital on the 31 patients 


who finally had a lower thigh amputation. 
It is my impression that because of the prox- 
imity of the great toe to the tendon sheath of 
the extensor hallucis longus tendon gangrene 
of this toe is of more serious consequence than 
gangrene of any of the other 4 toes. Ana- 
tomically, infection travels a shorter distance 
from the great toe to reach the ascending ten- 
don sheaths of the dorsum and sole of the foot 
than does infection from the other 4 toes. As 
noted by Grodinsky, 5 the infection in each of 
the 4 other toes may spread to the adjacent 
tissue space, but it is unlikely that the infec- 
tion travels as rapidly in these spaces as it 
does through the tendon sheaths leading from 
the great toe. 

Technic of Amputation 
In the performance of simple amputation 
of the toe, the digit was amputated through 
the proximal one-third of the proximal pha- 
lanx, the flexor and extensor tendons were 
sutured to each other over the bony stump, 
and the wound was packed open. This was 
the operation done on 10 patients. Because 
of the extent of the gangrene it was necessary 
in operations on 17 patients to disarticulate 
the toe at the metacarpophalangeal joint, 


526 


CONWA Y AND MEIGHER [N. Y. State J. M. 

TABLE 4. Complications ih 12 or 31 Cases Following Lower Thigh Awpdtatiou 


Ago of 
Patient 
5S 

5S 

08 

67 

67 

63 

72 

57 


Previous 

Amputation 

None 

None 

Toe 

amputation 

None 

None 

None 

None 

None 


Operative 
Treatment 
of Stump 
Closed with 
drains 
"Wound left 
open 

Wound loosely 
closed 

Closed with 
drains 
Closed with 
drains 

Closed. No 
drains 

Closed. No 
drains 
Closed with 
drains 


Complication 

Bronchopneumonia 

Bronchopneumonia 

Cardiac failure 
Hydrothorax 

Cardiac failure 

Cardiac failure 

Pulmonary embolism 

Postoperation psychosis 

Gas gangrene of stump 



Death dua to car- 
diorespiratory 
complication 


Recovered 


49 

2 toe 

amputations 

Wound left 
open; second- 
ary closure 

Abscess of stump 

Died 


60 

None 

Wound loosely 
closed 

Gas gangrene of stump 

Died | 

Death due to com- 
\ plications of the 

63 

Toe 

amputation 

Closed. No 
drains 

Gas gangrene of stump 

Died 

amputation stump 

76 

None 

Wound left 
open 

Secondary hemorrhage 
from stump 

Pulmonary edema 

Died 



after which the head of the metatarsal was 
removed with a rongeur, the tendons were 
secured, and the wound was packed open. 
Similar technic, amputating through the 
proximal one-third of the metacarpals, was 
used in 1 case, the wound having been left 
open. In 4 cases, amputations were done 
through the upper third of the tibia and fibula, 
and in 1 case it was done through the middle 
third of the tibia and fibula. Here the am- 
putation was carried out so that flaps of soft 
tissue 2 to 3 inches long projected distal to the 
sectioned tibia. The fibula was divided at a 
point 1 inch higher than the level of the divi- 
sion of the tibia. These 5 cases were the most 
favorable of those subjected to major ampu- 
tation. Four of these wounds were closed 
without drainage, while in 1 case it was neces- 
sary to insert drains. 

In 31 cases of lower thigh amputation the 
procedure involved circular incision at a point 
in the lower third of the thigh just above the 
quadriceps bursa. The subcutaneous tissues 
and skin are retracted, and muscle and fascia 
are divided at a point 1 or 2 inches above the 
s kin incision. In order to prevent retraction 
of the muscles and fascia of the posterior aspect 
of the thigh, the knee is held flexed at right 
angles while they are being divided. The 
periosteum of the femur was elevated to a 
point 1 to 2 inches above the level of the resec- 
tion of the muscles, and the bone was divided 
with a Gigli saw at this point. The marrow 
cavity was not disturbed; bleeding from the 
bone was controlled with Horsley’s bone wax, 
sharp spicules of cortical bone were removed 


by file or with a rongeur. The femoral artery 
and vein were doubly ligated with silk; plain 
catgut was used for ligature or transfixion of 
bleeding points in the muscle or subcutaneous 
tissues. The sciatic nerve was dissected free 
from surrounding tissues, exposed for a dis- 
tance of 2 inches by traction, and then ligated 
with plain catgut. The nerve was divided dis- 
tal to the ligature and injected with a 2 cc. of 
95 per cent alcohol proximal to the ligature. 
Closure in these 31 cases was as follows: closed 
without drains, 13 cases; closed with drains, 
2 cases; partially closed, 3 cases; and wound 
open, 13 cases. 

Anesthesia 

In the operations for amputation of the toe 
it was the policy to use local anesthesia. For 
major amputations, spinal anesthesia was 
selected whenever this anesthetic was not con- 
traindicated because of severe hypertension 
or myocardial damage. Spinal neocaine 
(120 to 150 mg.), given into the third lumbar 
interspace without barbotage, serves admira- 
bly to anesthetize the entire thigh and was 
used successfully in 60 per cent of the major 
amputations in this series. Because of car- 
diovascular impairment, cyclopropane or 
ethylene was used in the other 40 per cent of 
the patients. 

Complications 

Serious postoperative complications oc- 
curred only in the major amputations. In 
the 31 amputations through the lower thigh 
there were 12 complications, an incidence of 
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TABLE 5 — Mortality (48 Cases, 19 56 Pee Cent) 


Type Amputation 

No. Amputations 

No. Deaths 

Percentage 

Followed by Reamputation 

Lower thigh 

31 

9 

2g.03 

0 

Through tibia 
and fibula 

5 

0 

0 

0 

Through foot 

i 

0 

0 

i 

Toe amputation 

27 

0 

0 

9 


38.7 per cent. In the 5 amputations through 
the tibia and fibula there was only 1 com- 
plication, an incidence of 20 per cent. An an- 
alysis of these complications with regard to 
the age of the patient and the final outcome 
of the case is of interest. Table 4 shows that 
7 patients had complications of the cardio- 
respiratory system, of which a died and 2 re- 
covered. Five were complications of the am- 
putation stump. In 2 cases the complication 
in the stump undoubtedly was accounted for 
by the unhealthy granulating wounds of the 
foot following unsuccessful amputation of the 
toe. In the 3 patients who developed gas 
gangrene of the stump, the portal of entry for 
the anaerobic infection was in the foot. One 
of these had a draining sinus at the metacarpo- 
phalangeal joint, 1 had 3 gangrenous toes with 
adjacent infection, and I had an unhealthy 
granulating ulcer following amputation of the 
toe. The patient who died following hemor- 
rhage from the stump was a debilitated 76- 
year-old man whose wound had not healed 
hut who, fourteen weeks after operation, had 
been allowed up in a chair in an attempt to 
avoid the complication of hypostatic pneu- 
monia. The average age of the 13 patients 
who developed serious postoperative com- 
plications was 62.5 years — a little higher than 
the average age of 62.1 for the entire group. 

Mortality 

Thirty-six major amputations were done 
with 9 deaths in the hospital, a mortality rate 
of 25 per cent. All 9 deaths occurred in the 
31 lower thigh amputations, a mortality rate of 
29.03 per cent. Five amputations through the 
tibia, 1 amputation through the foot, and 27 
amputations of the toe were done without com- 
plications and without deaths The case mor- 
tality (9 deaths in 46 cases of diabetic gan- 
grene) was 19.56 per cent (Table 5).* 

Lower thigh amputation for arteriosclerotic 
gangrene in the diabetic patient carries a 
higher mortality rate than does the same op- 
eration for arteriosclerotic gangrene in the 

*Sn additional coses were treated by amputation be- 
tween March 1, 1940 , aa d Janunry 1, 1942. Four ot these 
recovered following amputation of 1 toe, while in 2 cases 
amputation was done below the knee The addition of 

esc 6 cases to the 48 listed above lowers the case mor- 
tality to 17 3 per cent 


patients without diabetes. In the same period 
of time that the above-listed 31 diabetic pa- 
tients underwent lower thigh amputation, 
26 patients with arteriosclerotic gangrene 
were treated by the same operation. The 
mortality in the diabetic group has already 
been listed at 29.03 per cent; in the arterio- 
sclerotic patients without diabetes the 
mortality rate was 15.3 per cent (4 deaths). 

Prostheses 

Of the 31 cases in which lower thigh ampu- 
tations were done: 9 died; 9 were fitted with, 
and satisfactorily wore, an artificial leg; 1 bad 
both legs amputated and was unable to wear 
a prosthesis; 7 preferred not to wear a pros- 
thesis; 1 was unable to wear a prosthesis 
because of senility; 2 were not followed, and 
in 2 there was not a sufficient lapse of time to 
permit fitting of a prosthesis. Excluding the 
9 deaths, the 2 patients who were not followed, 
and the 2 who are not yet fitted with a pros- 
thesis, there are 18 patients of whom 9 or 50 
per cent are wearing an artificial leg with com- 
fort and satisfaction. 

Of 5 cases in which amputation was done 
through the tibia and fibula: 3 wore a pros- 
thesis satisfactorily, 1 was unable to wear a 
prosthesis because of senility, and in 1 there 
was not a sufficient lapse of time to permit 
fitting of a prosthesis. Excluding the last 
case in which there has not been sufficient lapse 
of time, there are 4 patients in this group of 
whom 75 per cent are wearing a prosthesis 
satisfactorily. 

Consideration of these follow-up reports 
brings one to the rather startling realization 
that out of the 37 patients still surviving only 
12 or approximately one-third are able to 
pursue their vocations as well as before the 
illness. Or, compared to the entire group of 
46 patients, only 12 or about one-fourth are 
engaged in normal daily activity. This reali- 
zation serves to emphasize the economic im- 
portance of the development of gangrene and 
infection in the diabetic subject. However, 
the failure to rehabilitate a greater percentage 
of this group becomes less discouraging when 
it is realized that the majority of patients were 
62 or more years of age and that the average 
diabetic patient dies at 64.9 years of age. Of 
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vast importance to the patient and the com- 
munity is the prolonged period of hospitaliza- 
tion in this disease. The average time in the 
hospital for this group of patients was seventy 
and three-tenths days. 

It is generally recognized that the span of 
life in this country is being extended, and 
statistics of the Department of Health of Hew 
York City 11 indicate that in diabetes the 
average age at death has steadily risen from 
59.5 years in 1919 to 64.9 years in 1939. In. 
this presentation it was pointed out earlier 
that 1 in 40 diabetic patients probably will 
develop infection or gangrene of the lower 
extremity. Again quoting the Bulletin of 
the Department of Health 11 facts have been 
presented which indicate that in New York 
City the total number of diabetic patients is 
somewhere between 50,000 and 75,000. Pro- 
jecting this estimate, one finds that some- 
where between 1,250 and 1,875 diabetics now 
walking the streets of New York City are 
potential cases of gangrene or infection of the 
lower extremity. The public health aspect 
of this complication is emphasized when one 
continues the projection to find that seventy 
hospital days are needed for each of these. 
The management of infection and gangrene 
in diabetes mellitus presents itself as a major 
problem of the community. The hope for 
lessened morbidity and decreased mortality 
resulting from peripheral vascular complica- 
tions in the diabetic patient lies in the drive 
to perfect the therapy of the peripheral vascu- 
lar disease in the care of these patients. 
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Discussion of Symposium 
Dr. Frederick W. Williams, New York City — 
It is interesting to have the statistics from four 
private hospitals summarized. I was impressed 
with the cost of these comparatively few cases 
in private hospitals, but you will see that the 
city is doing its share, for at Morrisania, which is 
a 500-bed hospital, 452 lower extremity lesions 
have been admitted. And a hospital such as 


Rings County in Brooklyn probably has even 
more admissions. Of the 452 cases, 411 were 
treated and 41 A. O. R., 254 were treated non- 
operatively, and 157 were operated on, 105 hav- 
ing calf or thigh amputations. Fifty-two had 
I & D or toe amputations. The key to success 
is close cooperation between the medical man- 
agement and the surgical management. Sta- 
tistics were presented four years ago from Morri- 
sania, and two years ago from the four divisions 
of Bellevue. And we know that the reduction 
that has taken place at Morrisania is due to close 
cooperation, for the medical management is 
fairly well established. 

I do not think that the outlook depends on a 
single pre- or postoperative blood sugar. 

When we come to the surgical aspect, we 
heard four papers presenting a lot of statistics 
and after ali had been presented, confusion re- 
sulted. I know I am confused. We are talking 
in terms of diabetic gangrene which is the wrong 
term to use as it ia all-inelusive and was used 
when nothing was known about peripheral vas- 
cular disease. In addition to the vague state- 
ment of “diabetic gangrene,” varied opinions of 
indications for operation, opinions of dressings, 
and kind of chemicals used, etc., were presented. 
With these many variations we then have studies 
in mortality statistics. Often the series are 
small. In this confusion, we are confronted with 
comparative studies of mortality. 

Before we go any further, we should analyze 
our logic and see what we are comparing and 
what the lesions are, for they are not ail the 
same. At Morrisania for five years, the lesions 
have been classified according to basic pathology, 
vascular impairment, and infection. With two 
elements, there must logically be three classes: 
(1) purely vascular; (2) purely infectious; 
(3) mixed — arbitrarily according to degree of 
vascular impairment together with infection. 
This is determined by complete physical exami- 
nation for peripheral vascular disease. Palpita- 
tion of vessels, heat, and pain were mentioned 
here, but nothing was said about nourishment of 
the nails, hair, history of cramps, general status 
of arteries and veins, and all other signs of pe- 
ripheral vascular disease. (Instrumental ob- 
servations are not essential.) 

To explain the above classification: (1) yas* 
cular, i.e., senile gangrene; (2) infectious, *.c-> 
osteomyelitis; (3) mixed — -both — 3 plire— marked 
signs of peripheral vascular disease, initial gan- 
grene, infection superimposed, 2 plus— moderate 
signs of peripheral vascular disease, initial in- 
fection, gangrene superimposed, 1 plus slight 
signs of peripheral vascular disease, initial infec- 
tion, no gangrene. 

We talk about lesions in our hospital according 
to this classification. In this way we know we 
are talking about the same thing; from this we 
begin to talk about indications for operation 
and what should be done. The urgency of the 
operation jmd the level of operation depends on 
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the severity of the infection and the degree of 
vascular impairment or combinations. 



Character 

Classification 

of Lesion 

1. Vascular 

Superficial 

Localized 

Extensive 

2. Infectious 

Superficial 

Localized 

Spreading 

3. Mixed 3 plus 

Spreading 

2 plus 

Spreading 

1 plus 

Superficial 

Localized 


Spreading 


Surgical Procedures 
No operation 
Amputation at calf. if 
collateral circulation 
is good at knee; thigh 
if not 

No operation 

I&D 

I&D 

Amputation at thigh 
(urgent) 

Amputation at calf 
(urgent) 

No operation 
I&D; toe amputation 
Amputation at calf (ur- 
gent) 


It isn't fair to compare mortality. At our 
hospital we may do a toe operation, and some- 
one else may do a thigh operation on the same 
type of lesion. In the old day3 the surgeon stood 
at the foot of the bed, saw a gray-haired patient 
with diabetes and a sore foot, called it diabetic 
gangrene, and said: "Advise a midthigh am- 
putation immediately.” His logic was that in 
the light of his experience the only ones that got 
better were those done high and early. His 
logic is sound in deduction but his major premise 
is faulty, for in the light of his experience a 
knowledge of peripheral vascular disease was not 
included. He saw badly infected feet with good 
circulation and he did a thigh amputation with 
a good result, but he threw away a dot of good 
knees. On the other hand, he saw vascular legs 
with just a toe gangrene and tried to do a toe 
amputation in a field where the circulation did 
not permit of the trauma of such surgery, and 
he got recurrent gangrene. This was faulty due 
to his lack of knowledge of peripheral vascular 
disease. 

It is important to make studies of comparative 
mortality, but I believe that they would be of 
more value if tbe New York Diabetes Associa- 
tion would first set up some criteria for the 
classification of lesions — similar to what the 
Heart Association had done. 

It is faulty reasoning for us to compare mor- 
tality percentages of operative procedures when 
these operative procedures are not done on simi- 
lar clinical lesions. Surgeons do not compare 
death rates from gastroenterostomy, for some 
men do them for appendicitis and others do them 
for gallbladder disease. Comparative mortality 
figures can only be of value for the same lesion. 
Our logic is faulty if our conclusions are based 
on comparative studies of middle terms without 
the major premise being identical. Years ago 
doctors treated all mitral stenotic murmurs or 
auricle fibrillations and "dropsy” as heart disease 


with digitalis. By establishing definite criteria, 
the Heart Association has done a tremendous 
job in clarifying that phase of medicine. I re- 
gard it as an opportunity for the Diabetes 
Association to do the same to help doctors out 
of this confused state of mind by establishing 
definite clinical entities with specific criteria. 

Dr. Henry H. Faxon, Boston — The first thing 
I should like to do is to heartily endorse the plan 
for classification presented by Dr. Williams. 
Further, by way of introduction, I should like 
to point out that it is erroneous to believe that 
only the specialist can determine who has im- 
paired circulation. All of us, without any com- 
plicated equipment, can evaluate clinically and 
effectively these conditions. 

Since the Circulatory Clinic began functioning 
at the Massachusetts General Hospital in 1928, 
there have been 250 diabetic patients admitted 
to the house because of peripheral circulatory 
disorders. Of the 250 cases, 50 per cent have 
come to major amputation, and our mortality 
in this operative group has been 15.7 per cent. 
The actual carrying out of a surgical procedure 
in this group of patients is less important than 
the decision as to what is to be done. Our resi- 
dent surgeons frequently do the major amputa- 
tions but are never allowed to decide when and 
at what level these are to be carried out. A minor 
operation in this group of patients is always done 
by one of the visiting surgeons, since it poten- 
tially is a greater risk in many ways than a 
major procedure. A minor amputation in this 
group wall frequently be a major calamity if it is 
ill-advised. 

At tbe Massachusetts General Hospital we 
feel that in the diabetic group where infection is 
marked and the circulation poor the simplest 
operation should be done, and we think only of 
ridding the patient of his infection and not in 
terms of prosthesis. Fifty per cent of the dia- 
betic patients that have been admitted to the 
Hospital for circulatory disorders have come to 
major amputation; 10 per cent of the type with 
advanced infection have had a preliminary 
simple guillotine amputation through the lower 
leg, left wide open, followed by a secondary 
closed amputation at a higher level at a later 
date. We feel that drains are unwarranted. 

Essentially all of these patients are poor risks, 
and it is significant to find that of our success- 
fully amputated cases one-third had died within 
two years, and two-thirds within a five-year 
period. We personally feel that a lower leg 
amputation in a person with good circulation is 
desirable but is only rarely applicable to the 
diabetic arteriosclerotic patient. 


ANOTHER REASON FOR WATCHING CALORIES 


a less. The gates of Paradise are narrow.” 
Advice of Father Chisholm to an extremely 


stout parishioner . — The Keys of the Kingdom, 
A. J. Cronin ( Little , Brovm & Co.) 
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ATIONS and human beings, alike, have 
epochs in their existence during which 
they are exposed to serious hazards, inciden- 
tal and epochal, in their life histories. Like 
the individual, the nation is conceived and 
born. If it survives the helplessness and in- 
security of its infancy and adolescence, it 
comes to a lusty and powerful maturity. At 
this stage of its existence it meets risks and 
threats, both external and internal, with con- 
fidence and strength. This period may be 
long in duration but sooner or later the nation 
reaches it climacteric. At its climax it is at 
the very height of its power and is able to har- 
vest the fruits of its experiences, economic and 
cultural. But the handwriting is on the wall. 
Its zenith is at the same time the beginning of 
its nadir. Although it may be postponed 
and, sometimes, almost indefinitely deferred, 
yet regression has begun. Its next and final 
epoch, the epoch of its decline and fall, is in- 
escapable, for, like human beings, nations are 
not only conceived and born but also they 
must die. 

The hazards of any nation are economic, 
political, social, moral, and spiritual. During 
certain spans of its existence the nation is 
more vulnerable to one or more of these 
threats than at other times. 

The epochal life hazards of human beings 
are physical and mental. Often they are 
serious enough to threaten continued exist- 
• ence, bodily or mental; always they are sig- 
nificant enough to imperil future satisfactory 
physical and mental adjustments. 

For instance, the pediatrician will tell you 
of the physical risks in infancy. He will make 
clear to you that even in this day of scientific 
advance the mortality among babies is still 
high. In that day when their physical in- 
security was not buttressed by the efforts of 
science, their ranks were literally decimated 
by numerous diseases. 

Another example of epochal vulnerability 
to physical threats may be found at the op- 
posite end of the pole of life — old age. Here, 
again, even the keenest lances of science can- 
not hold back indefinitely those physical de- 
teriorations that come with old age. 

Given by invitation at the Thirty-fifth Annual Meet- 
ing of the Sizth District Branch of the Medical Society 
of the State of New York, Mary Imogene Bassett Hos- 
pital. Cooperatown, New York, September 18, 1941. 

Professor of psychiatry. University of Pennsylvania, 
Schooi of Medicine. 


Chronology entails not only physical haz- 
ards but also serious mental hazards. For 
instance, in the postadolescent period the 
chronologic hazard of schizophrenia is sig- 
nificantly shown in the statistical peak 
reached by this psychosis. Strikingly, in the 
second decade there occurs the massive schizo- 
phrenic retreat from the joys and sorrows, 
from the promises and the threats of mature 
emotional life and its competitive hetero- 
social and heterosexual contacts and demands. 

The Climacteric 

Obviously, there are particular dangers and 
risks peculiar to the epoch of the climax and 
obviously, too, they are either preponderantly 
somatic or preponderantly psychic. 

The flexibility and endurance of young tis- 
sues no longer exist, and the pelvis, the heart 
and circulatory apparatus, and the metabolic 
chemistry all become increasingly vulnerable. 

The armor of the psyche begins to wear a 
bit thin. If there is a considerable flaw in the 
resistance of the personality, it may mean a 
dangerous exposure. There is the encroach- 
ment of the many liabilities, intrinsic and ex- 
trinsic, of the climacteric. The period of re- 
gression has begun. Life cannot be lived 
over. Gone forever is the resiliency of youth. 
The mistakes of the past must stand. It is 
not at all remarkable that a usual accompani- 
ment of the menopause is a certain amount of 
anxiety, apprehension, and indecision. 

Definitely imperiled is the rigid, meticulous, 
slave-to-detail personality, the combination 
of perfectionist and New England conscience. 
There is scarcely enough resistive strength to 
turn away the increasing number of outer and 
inner thrusts. No longer can the integrity of 
the total personality stand up under the lash 
of an overdeveloped and unrelenting superego. 
Too often, such individuals are through with 
fighting and accept the coup de grace of a 
psychosis. 

All in all, the climacteric, not only for 
women but also for men, is an epoch of insecur- 
ity. It carries with it a triple threat: so- 
matic, notably cardiovascular, pelvic, cherni- 
coendocrinnl-metabolic; environmental, such 
as the increasing likelihood of failure to attain 
success in life, financial reverses, disappoint- 
ments, family- worries, the increasing toll of 
relatives and friends taken by death, etc.,' 
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the inner psychic turmoil and perhaps disaster 
wrought in a vulnerable personality. 

Etiology 

The addition of a few facts, largely statis- 
tical, more or less complete our etiologic in- 
formation. 

The sex ratio is about 3 women to 1 man. 
The age range in women is from about 40 
(or even earlier if there has been an artificial 
menopause) to about 55; in men, roughly 
from 50 to 65. 

Often it seems that the “step” from cli- 
macteric to psychosis is a relatively short one. 
In other words, even within the so-called 
“normal” range, it is not unusual to find pat- 
terns of jealousy, rapidly shifting emotional 
states, mild depressive reactions, impulsivi- 
ties of conduct, marked irritability, hypo- 
chondriacal sensations. 

It seems to me that before completing an 
utterly drab picture, I should paint in a few 
bright lights. In one sense it is true that the 
climacteric is the beginning of the end, but it 
is a “long last” and, likewise, it is true 
that only in its accomplishment and, perhaps, 
for a subsequent decade, is a peak attained. 
It is the peak of intellectual, emotional, and 
experience maturing. Often, in the Europe 
of the past, intelligent women in this age 
epoch directed and, indeed, sometimes domi- 
nated to an amazing degree the political and 
cultural movements of the day. This has 
been far less true in the United States, where 
advertising propaganda has erected a pedestal 
and placed upon it a “boyish, slenderized 
form of flaming feminine youth” whose de- 
velopment from the neck up will require many 
years before it is consummated. Somewhat 
feebly, perhaps, I have tilted this lance of 
argument and promise with the “old wives 
tales” to their daughters — that at the meno- 
pause they are apt to “go insane,” that at 
this time their husbands will lose interest in 
them and seek the company of younger and 
more attractive women and, in short, that it 
is a direful and calamitous period of life. 

Symptomatology 

Do the involutional psychoses, particu- 
larly involutional melancholia, belong to the 
manic-depressive group? Fairly soon I may 
be in deep clinical water but, if I could restrict 
myself to the following simple explanation, 
ao great difficulties would be encountered. 

1. A psychosis occurring during the “time" 
of the climacteric — "time” being flexibly in- 


terpreted from the standpoints both of the 
age and the duration of the process. 

2. There not having been any previous 
manic-depressive episodes. 

3. A clinical pattern in wbieb motor re- 
tardation is replaced by motor overactivity, 
ranging from restlessness to frenzied agitation. 

The depression is just as deep or even 
deeper, as is witnessed in the depressive phase 
of manic-depressive; the self-accusation is 
often more pronounced and the suicidal trends 
more dangerous, since there is less apt to be 
the paralyzing effect of retardation. In a 
considerable segment of the patients the idea- 
tional processes are active with a rich asso- 
ciation of ideas, but in even a larger segment 
there is poverty of thought. Although the 
patient may be vocally energetic, it is largely 
repetitive — “Oh, my God! oh, my God!” 
etc., etc. 

The leading symptomatic motifs in an 
average instance of involutional melancholia 
may be briefly summarized as follows: 

Emotional State. — This is characterized by 
marked depression, often presenting strong 
admixtures of apprehension. 

Self-blame — self-accusation is usually quite 
severe — is apt to contain interesting admix- 
tures of the grandiose which has not received 
sufficient clinical attention. One patient in a 
state of frenzied self-accusation tells of the 
punishment she will receive: “I am to be 
boiled to death in a solid gold kettle!” There 
is another patient, failing to produce horror 
and disgust in the psychiatrist, invariably 
concludes her story of “my vile sexual life” by 
describing with much histrionic effect “the 
night when I had sexual relations with forty- 
three Russians.” 

Somatic Delusional Formation. — This is fre- 
quently a part of the clinical picture and 
varies from hypochondriasis to the expres- 
sion of gross somatic delusions: “Everything 
gone — everything out of me, no stomach, no 
lungs, no insides, just a shell. All my organs 
have passed out of my rectum. There is 
nothing in between. There is nothing left but 
hands and feet and eyes. This is a miracle — 
no breath — or anything — Oh, God!— not an 
earthly thing is left.” 

Motor State— Here, as has been indicated, 
there is a range from mere restlessness to 
frenzied agitation. 

Consciousness and Orientation. — All in all, 
these cases are amazingly little disturbed and’ 
frequently, a patient will interrupt a delu- 
sional outburst in order to observe with clarity 
and report with accuracy some trivial incident 
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reaches it climacteric. At its climax it is at 
the very height of its power and is able to har- 
vest the fruits of its experiences, economic and 
cultural. But the handwriting is on the wall. 
Its zenith is at the same time the beginning of 
its nadir. Although it may be postponed 
and, sometimes, almost indefinitely deferred, 
yet regression has begun. Its next and final 
epoch, the epoch of its decline and fall, is in- 
escapable, for, like human beings, nations are 
not only conceived and born but also they 
must die. 

The hazards of any nation are economic, 
political, social, moral, and spiritual. During 
certain spans of its existence the nation is 
more vulnerable to one or more of these 
threats than at other times. 

The epochal life hazards of human beings 
are physical and mental. Often they are 
serious enough to threaten continued exist- 
ence, bodily or mental; always they are sig- 
nificant enough to imperil future satisfactory 
physical and mental adjustments. 

For instance, the pediatrician will tell you 
of the physical risks in infancy. He will make 
clear to you that even in this day of scientific 
advance the mortality among babies is still 
high. In that day when their physical in- 
security was not buttressed by the efforts of 
science, their ranks were literally decimated 
by numerous diseases. 

Another example of epochal vulnerability 
to physical threats may be found at the op- 
posite end of the pole of life — old age. Here, 
again, even the keenest lances of science can- 
not hold back indefinitely those physical de- 
teriorations that come with old age. 


Given by invitation at the Thirty-fifth Annual Meet- 
ing of the Sixth District Branch of the Medical Society 
of the State of New York, Mary Imogene Bassett Hos- 
pital, CoopEistovvn, New York, September 18, 1941. 

Professor of psychiatry. University of Pennsylvania, 
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The Climacteric 

Obviously, there are particular dangers and 
risks peculiar to the epoch of the climax and 
obviously, too, they are either preponderantly 
somatic or preponderantly psychic. 

The flexibility and endurance of young tis- 
sues no longer exist, and the pelvis, the heart 
and circulatory apparatus, and the metabolic 
chemistry' all become increasingly vulnerable. 

The armor of the psyche begins to wear a 
bit thin. If there is a considerable flaw in the 
resistance of the personality, it may mean a 
dangerous exposure. There is the encroach- 
ment of the many liabilities, intrinsic and ex- 
trinsic, of the climacteric. The period of re- 
gression has begun. Life cannot be lived 
over. Gone forever is the resiliency of youth. 
The mistakes of the past must stand. It is 
not at all remarkable that a usual accompani- 
ment of the menopause is a certain amount of 
anxiety, apprehension, and indecision. 

Definitely imperiled is the rigid, meticulous, 
slave-to-detail personality, the combination 
of perfectionist and New England conscience. 
There is scarcely enough resistive strength to 
turn away the increasing number of outer and 
inner thrusts. No longer can the integrity' o 
the total personality stand up under the las 1 
of an overdeveloped and unrelenting superego. 
Too often, such individuals are through vatu 
fighting and accept the coup de grace of a 
psychosis. 

All in all, the climacteric, not only for 
women but also for men, is an epoch of insecur- 
ity. It carries with it a triple threat: so- 
matic, notably cardiovascular, pelvic, chenu- 
coendocrinal-metabolic; environmental, sucn 
as the increasing likelihood of failure to attain 
success in life, financial reverses, disappoint- 
ments, family worries, the increasing toll of 
relatives and friends taken by death, etc.; 
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necessary to requisition the diagnostic and 
therapeutic skill of the specialist in every 
field of medicine and surgery. 

Occupational Therapy. — Unquestionably, 
wisely selected and skillfully supervised 
occupational therapy often makes life bearable 
for tiie patient. The nature of the finished 
product is not important. Important are the 
facts that energy that would be uselessly and 
destructively expended is turned into inter- 
esting channels; that the work is a hostage 
to the reality to which it is hoped the patient 
will be returned; and that gloomy, forebod- 
ing, and suicidal thoughts are made less 
oppressive and sometimes transmuted into 
faint stirrings of hope which may grow into 
recovery. 

I knew the instance of a talented woman, a 
sculptress, deep in the throes of a profound 
melancholia. Retrospectively, she told of 
being tormented almost constantly by hor- 
rible suicidal thoughts, always with the con- 
tent of finding death by breaking her neck. 
She was induced to try her sculpturing again. 
Finally, she completed a beautiful figurine — a 
female figure, head thrown lack at a right angle 
to the lady , long hair streaming down the back. 
The completion of the figurine was the begin- 
ning of the end of the melancholia. Soon the 
patient was well. Later, she confided that 
the suicidal thinking and planning had passed 
out of her into the modeling clay. 

Nursing Care . — The nurses are with the 
patient almost constantly. It is of the ut- 
most importance not only that they be skilled 
in psychiatric nursing technics but also that 
they have an adequate understanding of the 
psychopathology of the involutional psycho- 
sis. Unless they are equipped in this way, 
they cannot intelligently combat the attempt 
of the patient to remain under the cover of 
unreality, nor can they be effective in assist- 
ing the physician in leading the patient back 
to reality. 

Psychotherapy . — In the large majority of 
instances patients are not accessible to any- 
thing but the more simple forms of psycho- 
therapy. However, it is a mistake to under- 
estimate the importance of simple reassuring 
and suggestion therapy. Many recovered 
patients testify to the courage they derived 
from reiterated suggestion and reassurance. 

Treatment 

The somewhat gloomy prognostic forecast 
in involutional melancholia has been made 
brighter during the past decade by energetic 
researches in three fields: endoerinologic- 


chemistry, so-called psychosurgeiy, and the 
drastic therapies. 

1. Because of its limited area of applica- 
tion, the operation of prefrontal leukotomy is 
considered first. It was suggested in 1936 by 
Moniz, a Portugese surgeon. Originally, he 
employed alcohol injections into the centrum 
ovale. Later, he used the technic of cutting, 
with a leukotome in the prefrontal area bilat- 
erally, three cores, one mm. in diameter, leav- 
ing in situ the cut tissue. 

In selected cases the clinical results appear 
to be quite good. An important factor in the 
production of improvement is the cleavage 
that is produced by the operation between the 
ideational content of the psychosis and the 
vivid and dynamic emotional matrix of appre- 
hensive depression in which it is embedded. 

With a single exception, I have refrained 
from advising the operation of prefrontal 
leukotomy in involutional melancholia, ad- 
hering to the following rather rigid criteria: 
a duration of the psychosis of more than one 
year, unquestionable chronicity, absence of 
cardiovascular and other contraindications 
to brain surgery, failure of all other methods 
of therapy, and the presence of an axceedingly 
severe symptomatology with a strongly mov- 
ing apprehensive-depressive content so that 
the life of the patient is extremely burden- 
some and the care of the patient unsatis- 
factory. 

2. Endocrine therapy still gives more prom- 
ise than fulfillment, but the promise is a 
valid one. Even though the clinical course 
is not much influenced, yet, stilbestrol given 
orally to women is capable of producing 
estrin saturation, “as evidenced by the changes 
in urinary A. P. H. and estrin values, by the 
induced uterine bleeding, and by other clini- 
cal signs of estrin effect. 

“Testosterone administered by intramus- 
cular injection in male involutionals is capable 
of producing sexual stimulation, a general 
improvement in physical well-being and may 
reduce symptoms arising from benign pros- 
tatie hypertrophy. Its beneficial effect in 
the psychotic stages is questionable but some 
improvement has been noted in two men with 
early involutional melancholia. 

“Parathormone administered hypodermi- 
cally in twice daily doses of 50 and 10 0 units, 
together with calcium and ammonium chlo- 
ride, increases serum calcium levels. This 
therapy has no effect on the clinical course of 
the disorder.” 

3. Concerning the third direct treatment 
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that has occurred within the range of her 
vision. 

If one could stop here it would be well and 
good, but one cannot. There are innumerable 
modifications of this clinical picture. Only a 
few of these modifications may be mentioned: 
feelings of unreality; nihilistic, delusional 
conceptions; ideas of poverty; catatonic 
phenomena; many emotional shadings in- 
cluding pessimism, irritability, sarcasm, irony; 
sadistical attitudes; hallucinosis; and, fi- 
nally, paranoid trends often well developed 
and systematically presented and with a con- 
siderable sexual content. 

These modifications and sometimes dis- 
tortions of the original pattern have led to the 
inclusion of a vast amount of allied and alien 
clinical material. Thus, there have been in- 
cluded at the earlier age-end of the scale many 
late schizophrenic reactions and at the later 
age-end, arteriosclerotic reaction types. 

This is not laudable psychiatry. Naming 
things too soon before sufficient information 
has been acquired blocks the accumulation of 
knowledge. Hair-splitting discriminations, 
with the addition of high-sounding nomen- 
clature, have not really opened up the unex- 
plored areas of the territory of the involu- 
tional psychoses. 

The so-called reactive depressions constitute 
a significant exception. Since they probably 
do not carry with them the constitutional 
implications of manic-depressive, it is im- 
portant that they be clearly distinguished. 
They are marked chiefly by the fact that they 
are severe emotional reactions to real and dis- 
ruptive life situations, and the connecting 
thread between the “cause” — i.e, , the fife 
situation — and the “effect" — i.e., the de- 
pression — remains unbroken in the mind of 
the patient for a long time and, not infre- 
quently, it is never lost. 

Course and Prognosis 

Involutional melancholia tends to be a 
lengthy psychosis. A duration of a year or 
more is not uncommon. The recovery rate 
is about 23 to 40 per cent. About 25 to 32 
per cent become chronic, and about 1 of every 
5 die by suicide and intercurrent disease. 

Unfavorable prognostic indications are: a 
duration of more than one year, an age of more 
than 55 years, the intension of symptoms 
referable to arteriosclerosis of the cerebral 
vessels, marked insufficiency of affect, pee- 
vishness or autoerotic behavior, and continued 
gross somatic delusions. 
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Treatment 

Preventive treatment has not been suffi- 
ciently stressed. At the approach of the 
climacteric, every woman is entitled to a car- 
diovascular and pelvic examination and an 
endocrine survey; every man should have a 
thorough examination. Advances and re- 
searches, important and sometimes brilliant, 
in the field of endocrine chemistry make ex- 
cellent prophylactic promise for the future. 

In the area of protective psychologic ther- 
apy there is an opportunity for pioneer men- 
tal hygiene. To sweep away the clutter of 
ignorance, superstition, and sexual folklore, 
which has accumulated around the truth of 
the climacteric, in itself would be a noteworthy 
achievement. The physician can be con- 
structively helpful without trespassing be- 
yond the limitations of honesty. I doubt if 
an attitude of expansive optimism and polly- 
annic preachments along the lines of “busi- 
ness as usual” during the climacteric is truly 
helpful. True enough, it is a natural epoch, 
but so is the childbearing period natural and 
physiologic, yet some women do lose their 
lives in childbirth. Actually, the complexi- 
ties of modern civilization have introduced 
complicating factors, personal and social, so 
that the terms “natural” and “physiologic” 
must be used with considerable reservation 
in considering the climacteric and in attempts 
to protect human beings from its hazards. 

Hospital and Sanatorium Treatment 
Not only because of the considerable sui- 
cidal risk but also because of the constant need 
of treatment facilities of the greatest variety, 
it is usually imperative for the patient to spend 
some time in a mental hospital or sanatorium. 

Hypnotic Medication — It is doubtful 
whether one can hope to escape the employ- 
ment of hypnotic medication throughout the 
course of an involutional melancholia. The 
problem is one of avoidance of overdosage, the 
strict limitation of narcotic and seriously 
habit-forming drugs, and the minimization 
of the use of hypnotic drug therapy by the 
employment of the continuous bath and other 
hydrotherapeutic measures. , . 

Diet . — A full and vitamin-rich diet is in- 
dicated. , 

Internal Medicine . — Each patient is a prob- 
lem in internal medicine and, sometimes, an 
intricate problem. The existence of involu- 
tional melancholia does not rule out the pos- 
sible presence of the widest variety of struc- 
tural pathology. The review of a large num- 
ber of patients clearly indicates that it is often 


THE PRESENT STATUS OE SURGICAL PROCEDURES DIRECTED 
AGAINST THE EXTRAPYRAMIDAL DISEASES 

Russell Meyers, M.D., F.A.C.S., Brooklyn 


F ROM the therapeutic standpoint, the dis- 
ease processes commonly attributed to 
dysfunction of the extrapyramidal system are 
among the most refractory of all conditions 
with which the neurologist is required to deal. 
This group of disorders is protean in its mani- 
festations, encompassing a variety of clinical 
syndromes, the outstanding characteristics of 
which are hyperkinesis and alterations in 
myotonus. Among them may be listed the 
familiar syndromes of athetosis, chorea, dys- 
tonia musculorum (torsion spasm, tortipel- 
vis), and paralysis agitans (parkinsonism); 
a heterogenous series in which are represented 
tics and spasms (e.g., facial tie, spasmodic 
torticollis), myoclonus, paramyoclonus mul- 
tiplex, hemibaUismus, hiccup of central origin, 
and certain types of cerebral spastic palsy; 
and a number of relatively rare conditions 
such as 'Wilson’s progressive hepatolenticular 
degeneration, Westphal and Striimpell’s pseu- 
dosclerosis, Jakob and Creuzfeldt’s spastic 
pseudosclerosis, C. Vogt’s status marmoratus 
and Hallervorden and Spatz’s status dysmye- 
linisatus of the globus pallidus. The syn- 
drome most recently added to the catalogue 
of extrapyramidal diseases is that described 
by Mount and Reback 1 * under the name of 
familial paroxysmal choreo-athetosis. 

The generally disappointing character of 
the conservative measures employed against 
these disorders is too well known to require 
more than a passing reference here. Under 
one cireuxnstance or another almost every 
agent in the pharmacopoeia has been empiri- 
cally subjected to trial, and physical, re- 
educational, and psychiatric measures of di- 
verse sorts have been employed without 
favorably influencing the vast majority of 
patients afflicted with the so-called extra- 
pyramidal diseases. 

In brief summary it may be indicated that 
certain cases of parkinsonism appear to be 
partially benefited by the belladonna deriva- 
tives, 2 ’ U ’ I5, 16 ‘ 23. 27. 32, 33. <5,50, 51. 52,51,65, 66,72»,72t>,73<>,7< 

vitamin B 6 , 311 >3i b >® benzedrine sulfate, u,i8, 
«, 63,63,73a and syntropan 67 and that temporary 

Head at the Annual Meeting of the Medical Society of 
the State ol New York, Buffalo, New York, April 30 

mu 

Erom the Department of Physiology (Neurophysiology) , 
Long Island College of Medicine, and the Neurosurgical 
i-emces of the Brooklyn and Kings County hospitals. 


improvement has been observed in certain 
instances of dystonia and athetosis following 
injections of curare and its synthetic relative, 
erythroidine hydrochloride. 7 

Even in those cases in which therapy exerts a 
partial improvement, there are manifest draw- 
backs — viz., (a) such treatments, being sympto- 
matic rather than curative, require to be admin- 
istered throughout the lifetime of the patient; 

(b) the undesirable side reactions often pro- 
duced by the relatively large and sustained 
doses of drug imply numerous contraindi- 
cations; (c) the results are unpredictable from 
case to case; and (d) “relapses" are not un- 
usual. With reference to the extrapyrami- 
dal disorders other than parkinsonism, 
dystonia, and athetosis, the therapeutic out- 
look is even more discouraging. 

Experimental therapeutics in this field has 
been hampered by a number of disquieting 
circumstances, the most obvious among which 
are the following: (a) the lack of a satisfactory 
anatomic delineation of that which is com- 
monly referred to as “the extrapyramidal 
system”; (b) confusion concerning the func- 
tions of this system and its component parts; 

(c) the unsolved problems of the interrela- 
tionships obtaining between the neocortex at 
large, the pyramidal, parapyramidal, extra- 
pyramidal, thalamic, and cerebellomesen- 
cephalic complexes; (d) the uncertain state 
of knowledge concerning the seats of patho- 
logic change in the different extrapyramidal 
diseases; (e) corresponding deficiencies in the 
comprehension of the pathogenesis of the 
various clinical manifestations of these dis- 
eases; (f) lack of conviction on the point that 
among the several clinical syndromes cate- 
gorically referred to as extrapyramidal dis- 
eases there are identifiable common patho- 
physiologic principles of such character as to 
warrant their being considered together; and 
(g) the inability to reproduce the so-called 
extrapyramidal syndromes in laboratory ani- 
mals. 

Formidable as these difficulties are, they 
are further intensified by the numerous un- 
certainties relating to the etiology of the extra- 
pyramidal diseases. To take as illustration 
that clinical entity concerning which it is 
generally regarded we are best informed from 
the etiologic standpoint — namely, paralysis 
535 
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technic, I recognize the fact that I may live 
long enough to retract; yet, on the basis of 
considerable experience, I am mildly enthu- 
siastic about electroshock therapy. If the 
preliminary examinations, particularly the 
cardiovascular survey and the x-ray examina- 
tion of the vertebral column are carefully and 
thoroughly made, then the risk is slight. The 
clinical results have been quite good. It re- 


mains to be seen whether they will survive 
the test of time. Electroshock therapy has 
definite advantages over metrazol-induced 
convulsive treatments. The technic is more 
controllable and, blessedly, the patient is at 
once unconscious so that he or she is spared 
the physical and the psychologic brutality of 
the convulsion. 

Ill North 49th Street 


THE COUNTY SOCIETY SECRETARY 

This is an accolade for the man who performs 
one of the most important but thankless jobs in 
medical organization — the county society secre- 
tary. 

Year-end society elections throw a momentary 
spotlight on his position, but for the next twelve 
months he performs his duty in the relative ob- 
scurity of behind-the-scenes desk work. In some 
counties he is a veteran, re-elected year after 
year by his colleagues because they know he is 
willing to make personal sacrifices for the good of 
his profession. In other counties he is a new- 
comer, elevated to the post because the society 
members believe he can be relied on to carry out 
the organization’s many paper-work details. 

For the president there is limelight, prestige, 
and the gratification which comes from being the 
key man in local medical affairs for a brief time. 
For councilors and committee chairmen there are 
questions of policy to be considered and acted 
upon. For the secretary there are bulletins from 
the State Association to be transmitted; there 
is correspondence with the State Association and 
the Journal to keep up; there are membership 
records to keep straight. 

In terms of telephone communications the sec- 
retary’s job is like a switchboard. Through it 
passes the vital business which keeps the society 
alive. Through it the wires are kept clear and 
traffic is kept moving. It is not a job on which 
lip service is of much value. The man who fills 
this job deserves the complete cooperation of all 
members of his society . — Ohio Slate Med. J. 


FITNESS FOR FREEDOM .... 

.... is the theme of a special March number ot 
the Survey Graphic in which such eminent leaders 
as C. E. A. Winslow, Howard W. Haggard, 
Haven Emerson, Frank G. Boudreau, Thomas 
Parran, Donald B. Armstrong, and others tell: 
— about contrasts between health provisions for 
the armed services and civilians. 

— what you should know about nutrition. 

— about alcohol in wartime. 

— how to select a physician and a dentist. 

— how we can advance medical care. 

— what we can learn from Britain about the wel- 
fare of women and children in wartime. 

— how we can reduce venereal disease in the 
armed services and in war-production areas. 
— changes rationing may bring to food, clothing 
and shelter. 

— how we can rehabilitate rejected men, 

— what physicians and laymen should know 
about mental health. 

— how we must prepare to combat epidemics. 

— why we must have a national program for 
buoyant health. . ,, 

— how Americans should plan vacations in iJiz. 
— what business can do to keep employees 
healthy. 

— how we can improve our public health services. 
— about medical services every family must have. 
— who should organize a group health plan. 

— about the future of voluntary hospitals. 

— what health experts see on world horizons. 

— what the future of American health demands 
of physicians and citizens generally. 


PUDLMAN CARS INTO HOSPITALS 
The War Department is converting four Pull- 
man cars into hospital ward cars at a cost of 
622,556 each. Each car will have beds for 32 
patients. Two of these cars will be used with 
each hospital train. An administrative unit car 
will have an operating room, kitchen capable of 
feeding 500, bunks, shower for kitchen personnel, 
and office and quarters for the two officers in 
charge. Each ward car will have three nurses 
and three orderlies. — Wichita Medical Bulletin 


REBUKE 

Why don’t yer print me pome? 

Ye’ve had it long enough; 

It’s better by far I’m telJin’ yer 
Than lots of yer printed stuff. 

So scrabble around and find it — 

And don’t let it happen agin! 

When yer see me name to a pome 
I expect yer to put it in. — - , „ 

— Edna Moore Adams, \“Sun Dial, 
New York Sun 
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a similar operation to advantage on 2 additional 
cases. 

In 1910 Anschutz 1 recorded a successful ex- 
perience in the treatment of choreo-athetosis by 
ablation of the motor cortex and, since then, re- 
ports of the results of cortical operations in the 
hands of Payr, Nazar off, Polinow, Bucy, Sachs, 
Walker, Bailey, Putnam, and Klemme have ap- 
peared. 

In the first of a series of 9 cases Bucy 5 extir- 
pated that portion of Brodmann’s area 6 con- 
sidered to correspond to the projections of the 
hand and forearm. The athetotic movements 
were abolished and have not reappeared through- 
out the nine years since operation. The pro- 
cedure is stated to have produced a slight in- 
crease in the severity of a pre-existing hemipare- 
sis. A s imil ar surgical procedure was carried 
out in the second and third cases of the 
series. 13 ' 6b Although the choreo-athetosis in 
both instances was appreciably dampened, it 
was not entirely abolished, and for this reason 
in his next 5 patients Bucy 4b resected area 4 
as well as area 6. Two of the 5 patients presented 
a unilateral tremor, one of which was of post- 
traumatic and the other of doubtful, possibly 
syphilitic, origin. A satisfactory result was 
obtained in both tremor cases. The remaining 3 
patients presented syndromes commonly desig- 
nated by the terms choreo-athetosis, hemi- 
ballism, and dystonia (torsion spasm). In this 
group the results were disparate. An appreci- 
able diminution in hyperkinesis was obtained in 
2 cases, but in the third case — that of a patient 
with bilateral dystonic movements — no benefit 
was obtained even though areas 4 and 6 of both 
hemispheres were eventually extirpated. 

Considerable importance is attached to the 
ninth case cited in Bucy’s report 4 * 1 — a patient 
from whose left lateral occipital region Bailey 
removed a posttraumatic cortical scar. No bene- 
fit resulted from this operation. The experience 
suggests that improvement is not to be antici- 
pated by the mere surgical removal of an obvious 
lesion, and it demonstrates that the clinical im- 
provement that follows precentral cortical ex- 
tirpation is not properly explicable in terms of 
“diaschisis,” “equipotential function,” or other 
nonspecific effect. 

In 1935 Sachs 53 reported favorably on the 
results of removal of the precentral gyrus in 3 
cases of choreo-athetosis. 

By far the largest series of cases subjected to 
cortical extirpation is that reported upon by 
Klemme, 403- ' whose experience now exceeds 
100 patients. Instances of parkinsonism, as well 
as dystonia musculorum and choreo-athetosis, 
were included in this report. It is not entirely 
clear from Klemme’s paper whether or not closely 
corresponding areas of cortex were regularly re- 
moved in all cases of the series, but the surgical 
attack in the main was directed at the precentral 
cortex, more particularly at area 6. Measured 
by the effect on the hyperkinetic phenomena, a 


number of strikingly good results were obtained 
in Klemme's series. 

It should be recorded that some writers have 
failed to influence favorably the movements of 
choreo-athetosis and dystonia by resection of the 
precentral cortex. Among these are Davison 
and Goodhart, 13 Foerster, 13b and Klemme. 40 ' 
Recently, a girl, aged 17, with a left-sided choreo- 
athetosis of eight years’ duration was operated 
upon by Dr. E. Jefferson Browder. An estensive 
block of cortex, representing effectually all of 
area 6 anterior to the precentral gyrus, area 8, 
and portions of areas 9 and 46, was extirpated 
from the right hemisphere. Area 4 and a narrow 
strip of area 6 adjacent to it were left intact. 
The operation was followed by a hemiplegia and, 
during the ten days that this condition prevailed, 
hyperkinesis was absent. As the paralysis re- 
ceded the athetoid movements returned with 
their former vigor and, indeed, became more 
severe in respect to frequency and amplitude. 

Mashanskij 43 failed to obtain satisfactory re- 
sults in the treatment of hyperkinesis by injec- 
tion of alcohol into the motor and premotor 
cortex, by subcortical section of the pyramidal 
tract, and by partial section of peripheral nerves. 
Naffziger 43 recorded improvement in 1 out of 4 
patients subjected to alcohol injection of the pre- 
central region. 

Reports on the effect of tenotomy and section 
of peripheral nerves for choreo-athetosis are uni- 
formly disappointing. Such procedures are open 
to the criticism that they ignore the actual prob- 
lem of dynamic neural equilibrium and attack 
it as if it were one of the actions of the final 
common pathway and the corresponding muscles. 

(6) Cordotomy . — In 1931 Putnam 573 carried 
out the first anterolateral cordotomy for the 
relief of athetosis. The series now exceeds 30 
cases, of which nearly half presented with bilateral 
involvement. 5711 ' 57d ' 6, “' 57e It is the intention 
of the operation, in effect, to interrupt the so- 
called extrapyramidal bundles — i.e., the rubro- 
spinal, reticulospinal, tectospinal, olivospinal, 
and vestibulospinal tracts. Unless the lower ex- 
tremity alone requires treatment, the level of 
choice for the surgical section is at the second 
cervical segment. Of the first 27 cases, all with 
advanced hyperkinesia, 20 showed appreciable 
degrees of postoperative improvement in that 
their aberrant movements were now less vigor- 
ous. Motor control was correspondingly in- 
creased and speech was more easily understand- 
able. Some patients gained the ability to sit up 
alone in a chair and a few were able to walk. 
In general, the patients were more comfortable 
physically, enjoyed a brighter psychologic out- 
look, and were capable of being more readily 
handled by their attendants. Oldberg 53 carried 
out the operation of anterolateral cordotomy on 
10 cases and reported a marked diminution in 
the extraneous movements, reduction in spastic- 
ity, when present, and relief from pain. 

(c) Pallidofugai Section . — The present writer 
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"51 tans — we find ourselves under the present I. Choreo-Athetosis and Dystonia 
ecessity of referring to “postencephalitic,” Musculorum 

arteriosclerotic,” and “idiopathic”, (sic!) The etiologic processes generally considered 
fpes. The solution of the. etiologic and to subtend these disorders are the encephali- 
athogenic issues is to a considerable extent tides and meningitides, cerebrovascular acci- 
juivocated by the fact that the psychologic dents, craniocerebral trauma, and the cerebral 
rocesses of attention and emotion are singu- abiotrophic and degenerative diseases. In 
■rly capable of influencing the clinical mani- accord with the arguments advanced by 
stations of the extrapyramidal diseases. Wilson 75 that the syndromes referred to as 
ideed, several of the disorders under inquiry chorea and athetosis are merely variants of 
spear to stand on the precarious borderland one another, the two will be dealt with here 
2 tween what are traditionally represented un der a joint heading. For a similar reason 
■ neurology as “organic” and “functional." anc i s j nce various types of hyperkinesis clini- 
hus, until fairly recently, athetosis, torticol- ca n y designated by such terms as torticollis, 
3, tremors, tics, and dystonic and choreiform baUismus, spasms, g rimacing , torsion of the 
ovements were quite universally interpreted trunk, etc., either frequently coexist with, or 
» psychoneuroses, and even today psycho- actually represent, special instances of ckorei- 
mlysis and other psychotherapeutic meas- f or m and athetoid movements, it will be con- 
•es are the procedures of choice in the judg- venient to consider the surgical therapy of the 
ent of some therapeutists. It must be con- dystonias along with that of choreo-atheto- 
•ded that the therapeutist often encounters s j 3 


nong the major hysterias close simulacra of 
e extrapyramidal disorders. The total effect 
the difficulties referred to above has been to 
;ep the modus operandi of experimental 
erapeutics at a primitive and empiric 
vel. 

Within the past decade several surgical 
forts have been made to deal with the extra- 
Tamidal diseases and some encouraging re- 
lts have been obtained, particularly in 
oreo-athetosis, dystonia musculorum, and 
irkinsonism. To a smaller extent, the 
erapeutic problems presented by tics, 
asms, myoclonus, intractible hiccup, and 
rebral spastic palsy have also been attacked 
' surgical methods. While it is to be recog- 
sed that these endeavors are as yet in the 
perimental stage, that uniformity of results 
s not yet been realized, and that the matter 
standardization of the operative procedures 
only now beginning to take form, a consid- 
ible interest in the work has apparently 
en aroused and inquiries bearing on its pos- 
>ilities have been numerous. 

In view of this, it is the intention of this 
mmunication to consider the present status 
those procedures that have been found use- 
in the treatment of the extrapyramidal 
iorders and to outline their indications, 
atraindications, limitations, hazards, and 
ative merits. Operative procedures that 
ve proved ineffective will be referred to only 
iofar as the negative findings arising from 
em contribute to an interpretation of the 
ysiologie dynamics of the disorders for 
uch they were intended. 


Evidence from several experimental sources 
ssb.ro, 7 s strongly indicates that in the 
movements of chorea and athetosis (and prob- 
ably also of dystonia) antagonistic muscle 
groups are activated without regard to the 
physiologic principles of reciprocal innerva- 
tion and, further, that muscles which under 
normal conditions act synergically with re- 
spect to one another often contract and relax 
independently. In contrast, the. tremors 0 
paralysis agitans are characterized, by an 
agonistic-antagonistic muscle activity that 
proceeds wholly in accord with the principles 
of reciprocal innervation . 751 The obvious 
inference is that the neural mechanisms under- 
lying the hyperkinetic phenomena of choreo- 
athetosis and parkinsonism differ from each 
other in certain crucial respects. As we shall 
see, the evidence from experimental surgery 
supports this deduction in a convincing man 
ner. 

(a) Cortical Operations. — Sir Victor Horsely 
was apparently the first to carry out a success n 
surgical procedure for the relief of athe • 
His patient was a boy, aged 15 , who at the ag 
8 years suffered an attack of scarlet fever comp - 
cated by a left hemiplegia. The hemipeg< 
partly regressed, but there shortly superven 
severe athetosis of the left upper extremi y. 
operation, a marked atrophy of the righ P 
central gyrus was observed. Horsely resecte 
precentral gyrus corresponding to the projec 10 
of the upper extremity, and the aberrant move 
ments promptly disappeared. A uons'dera 
degree of enduring dyspraxia of the affected am 
followed the operation, but throughout the 101- 
low-up period of fourteen months no athe 01 
movements were observed. Horsely earned ou 
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the intracranial procedures may be expected to 
carry a greater mortality than the intraspinal 
procedures. In Klemme’s series of 97 cases the 
mortality was slightly over 17 per cent. In 
Putnam's report of his first 27 cases the mortality 
was 11 per cent. Oldberg carried out antero- 
lateral cordotomy on 10 cases without a death. 
These are the only series large enough to be sig- 
nificant for statistical purposes. In all likelihood 
as experience grows the mortality can be reduced 
to the neighborhood of 4 to 5 per cent. 

Morbidity is essentially that to be anticipated 
in neurosurgical procedures in general, since the 
same exposure to the possibilities of wound infec- 
tion, osteomyelitis, postoperative hemorrhage, 
meningitis, and brain abscess, however small, is 
here involved. Under no circumstances should 
operation be carried out through skin affected by 
eczema or acne. The aspiration of vomit us and 
hypostatic congestion, which are occasionally re- 
sponsible for postoperative bronchopneumonia, 
are factors to he considered and guarded against. 
Hyperthermia, a common neurosurgical complica- 
tion, is an additional factor in morbidity, and 
Klemme’s experience has indicated to him the 
necessity of deferring operation during the sum- 
mer months. The operation of high cervical 
cord section always carries with it the likelihood 
of severe respiratory embarrassment. For this 
reason, the surgeon who contemplates antero- 
lateral cordotomy lists among his indispensable 
armaments endotracheal anesthesia, oxygen, and 
a Drinker respirator. 

II. Paralysis Agitans 
Thus far, three levels of the nervous system 
have been surgically attacked with some meas- 
ure of success in the effort to control the 
hyperkinesis of paralysis agitans — viz., (a) 
the spinal cord, (b) the precentral cerebral 
cortex, and (c) the basal ganglions. The data 
derived from these sources have yielded a 
considerable body of pathophysiologic informa- 
tion bearing on the neural mechanisms of 
parkinsonism. In addition, valuable infor- 
mation of a negative sort has been acquired 
by the parallel demonstration that the tremor 
of parkinsonism cannot be abolished by (a) 
interruption of the posterior roots of the 
spinal nerves innervating the affected limb(s) 
(Pollock and Davis , 66 Puusepp, 68 ’’ and Foer- 
ster and GageP 1 ); (b) section of the antero- 
lateral columms (Putnam sr* anr j oid- 
berg 33 ); (c) section of the dorsal columns 
(Puuscpp r>)h and PJzzatti and Moreno 60 ); 
and (d) destruction of the dentate nucleus 
(Deknas-Marsalefc and van Bogaert 13 ). 
Seemingly, some diminution in rigidity can be 
accomplished by each of these measures even 
though the tremors themselves are unaf- 
fected. 


(a) Cortical Operations . — As heretofore noted, 
Bucy‘ b|#b reported favorably on the abolition of 
hyperkinesis in 2 cases of unilateral tremor fol- 
lowing the extirpation of areas 4 and 6. His first 
case presented tremors of the action and intention 
types, as well as those at rest. The etiology in 
this instance was trauma. His second case was 
more readily comparable in its clinical features 
to the familiar parkinsonian picture. Although 
the presence of syphilis in this instance was re- 
vealed by serologic tests, the etiology of the uni- 
lateral tremors was uncertain. It should be 
commented in passing that the distinctions form- 
erly presumed to exist between the action, in- 
tention, and rest types of tremor do not appear 
wholly warranted upon close analysis. In many 
“classic” cases of parkinsonism, tremors may be 
discovered not only at rest but also during inten- 
tional action. 

Klemme’s results in the treatment of paralysis 
agitans by resection of area 6 have been con- 
sidered highly favorable. Concerning the de- 
gree of improvement, this author' ob has asserted: 
“It suffices that these patients are rehabilitated 
and can carry on their former work.” He has 
encountered no recurrences since the first case 
was operated upon in 1937. 

(5) Cordotomy . — Following his failure to 
influence the tremors of hemiparkinsonism by 
anterolateral cordotomy, Putnam 5,c ' 5M ' 57e was 
led to suppose that the impulses producing the 
tremors of paralysis agitans travel largely in the 
lateral funiculus of the cord, particularly in that 
region which gives transit to the crossed pyrami- 
dal tract. Accordingly, he interrupted the 
lateral pyramidal tract at the second cervical 
level in 6 cases of unilateral parkinsonism. The 
results were reported upon in 1940 and may he 
summarized as follows. When the section is 
sufficiently complete, there is an appreciable 
dampening of the tremors so that in the resting 
state they are barely if at all perceptible. During 
the execution of voluntary acts and under emo- 
tional excitation tremors may be evident, al- 
though of less amplitude than noted preopera- 
tively. Rigidity is effectually abolished but is 
replaced by a slight antigravity spasticity. 

Masbanskij, 45 following Putnam’s earlier lead, 
employed the operation of anterolateral cor- 
dotomy in 17 cases of alternating tremors and 
other adventitious movements. He reported 3 
apparent permanent recoveries and 5 "fairly 
satisfactory” results. It is difficult, in view of 
Putnam’s negative results in 5 successive cases 
of hemiparkinsonism subjected to anterolateral 
cordotomy, to account for Masbanskij’s successes 
unless the pyramidal tracts in these instances 
were incidentally damaged. 

(c) Operations aX the Level of the Basal Gan- 
glions. — In a recent article the present writer 4:b 
reported in detail experiences with 8 cases of 
paralysis agitans subjected to various operative 
procedures on the basal ganglions. The series 
at present numbers 10, of which 5 were^unilateral 
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recently attempted to abolish a unilateral 
choreo-athetosis of the right-sided extremities 
in a girl, aged 17, by sectioning the fibers of the 
left ansa lenticularis and fasciculus lenticularis. 
During the early postoperative days, while a 
condition of hemiparesis prevailed, the patient 
was free of aberrant movements. As recovery 
took place, however, the athetotic movements 
returned. 

The Present Surgical Outlook 

This requires a consideration of the opera- 
tions directed against choreo-athetosis and 
dystonia musculorum from the standpoints 
of (a) applicability, (b) the degree and dura- 
tion of improvement to be anticipated, (c) 
the untoward neurophysiologic side effects 
involved, and (d) mortality and morbidity. 

(a) Applicability. — The operative procedures 
thus far employed to advantage are manifestly 
of a serious character and are, therefore, contra- 
indicated for all patients whose general constitu- 
tional or specific organic status is such as to ren- 
der them poor risks for any elective surgery. 
This eliminates the majority of elderly patients, 
young children, and those of other age groups 
depleted from any cause. In the opinion of the 
present writer, those patients presenting clinical 
evidence of vegetative dysfunction should also be 
eliminated. It would seem equally unjustified 
to recommend operation for those who present 
aberrant movements of only slight to moderate 
degrees of severity, particularly if the affected 
limbs possess useful function in terms of motor 
power, coordination, and eupraxia. 

A consideration of the applicability of surgery 
to bilateral cases involves a comparison of antero- 
lateral cordotomy with the cortical procedures. 
With respect to the former, Putnam has operated 
on a sufficient number of patients to demonstrate 
its feasibility. He has been impelled to recom- 
mend, by virtue of the serious respiratory em- 
barrassment encountered in some of his earlier 
one-stage operations, that the bilateral procedure 
be carried out in two stages. With respect to the 
cerebral operations, both Bucy and Putnam 
have voiced the opinion that cortical ablation is 
not adapted to bilateral cases because of the grave 
motor deficiencies likely to be produced thereby. 
Klemme, however, has not hestitated to deal 
with bilateral cases. A detailed description of 
his end results in such cases is not available as 
yet. It is Klemme’s present conviction that the 
bilateral procedure should be carried out in two 
stages. 

(b) Degree and Duration of Improvement . — 

In anticipating the end result for a given surgical 
candidate, it must be borne in mind that failure 
in some instances to influence favorably the hy- 
perkinesis has been recorded for both the cord 
and cortical operations. Within the next few 
years there will probably be realized a greater 


acumen in the selection of cases and a more pre- 
cise standardization of operative procedure so 
that frank failures will diminish in number. 
Meanwhile, it is fair to expect that the majority 
of patients will enjoy some degree of improve- 
ment — in Putnam's 5?b words, “from slight to 
considerable.” Social and economic rehabilita- 
tion cannot fairly be anticipated, although an 
occasional case may prove to be so restored. 
The likely duration of improvement is, at the 
present time, difficult to evaluate, since a sus- 
tained follow-up has been possible in only a few 
cases. Evidently, some of the cases subjected to 
cortical extirpation are enduringly benefited. 
In others, an initial improvement has given way 
to a recurrence. Following anterolateral cor- 
dotomy, a period of complete absence of extrane- 
ous movements is usually enjoyed, but there is 
apparently a tendency for the movements to 
return within three to six months and after a 
year or two they may be nearly as severe as be- 
fore operation. In Oldberg's 53 opinion, extra- 
pyramidal cord sections do not produce perma* 
nent results. 

(c) U ntoward Neurophysiologic Side Effects.— 
Following the extirpation of a portion of the pre- 
central cortex a period of hemiplegia usually 
supervenes and, if the dominant hemisphere is 
attacked, aphasia also presents. In some in- 
stances epileptiform convulsions have been ob- 
served (Bucy, Klemme) during the first and sec- 
ond postoperative weeks. Fortunately, these 
are usually not permanent sequelae, although the 
possibility that they may prove so in an occa- 
sional case must be entertained. A frequent 
residuum lasting well beyond the first and 
second years after operation is a slight to moder- 
ate degree of spastic hemiparesis characterized 
by hyperreflexia and the usual upper motor 
neuron signs. The most common enduring se- 
quel is a moderate to severe degree of dyspraxia. 
However, the disability involved here is often 
subjectively preferable to the ceaseless adventi- 
tious movements. As yet we do not possess de- 
pendable data concerning the effect of cortica 
ablation (particularly in bilateral cases) on the 
intellectual functions. Theoretic considerations 
would lead one to expect a measurable degree o 
dementia, but only properly conducted pre~ 
operative and postoperative intelligence teats 
will permit a valid answer to this important ques- 
tion. 

Following anterolateral cordotomy, there is 
an initial flaccid paralysis that usually implicates 
the sphincters, as well as the somatic motor 
functions. Within two to three months the 
motor status usually returns to its preoperative 
level and then the only significant permanent 
residua are the deficiencies of thermal and noci- 
ceptive sensations consequent upon damage o 
the lateral spinothalamic tract. Aphasia, con- 
vulsions, and intellectual deficits are, of course, 
not involved in the cord section. 

(d) Mortality and Morbidity . — In general. 
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ing operation, the more enduring sequelae- be- 
come apparent — namely, dyspraxia and a 
moderate degree of spastic hemiparesis char- 
acterized by loss of arm swing and circumduc- 
tion of the affected lower extremity in walking. 
Because of this circumstance, Bucy considers 
bilateral cortical extirpation to be hardly justifi- 
able. It is nevertheless surprising to discover 
how considerable is the degree of “voluntary con- 
trol ” that can be regained in the human (by com- 
parison, e.g., with the monkey) after resection of 
portions of areas 4 and 6. 

The previously made comments bearing on the 
matters of postoperative convulsions and intel- 
lectual deficits following cortical extirpation for 
choreo-athetosis and dystonia are equally appli- 
cable in our present consideration. 

Two of Mashanskij’s 13 patients were left with 
permanent Brown-Sequard syndromes following 
anterolateral cordotomy. 

Following lateral pyramidal cordotomy, an ini- 
tial flaccid paralysis is gradually replaced by a 
more lasting spastic paresis of the limbs of the 
homolateral side. The gait is characteristically 
hemiparetic. Clonus may be demonstrable at 
the wrist, knee, and ankle. Although the motor 
power of the affected limbs is reduced to between 
one-half and two-thirds its preoperative status, 
the patients are able, according to Putnam, to 
move the fingers individually and to write, dress, 
and feed. They are, however, dyspraxic for 
skilled acts oi the more complicated sort. Aside 
from the described motor changes, sensory dis- 
turbances in the nature of temporary bypalgesia, 
bypesthesia, and dysesthesia may appear. 

In the light of most traditional teachings, the 
recovery of the degree of motor function noted 
following lateral pyramidal section is distinctly 
unexpected. The subhuman experiments of 
Tower, 11 Rothmann, 61 and others, however, 
clearly demonstrate that “voluntary" impulses, 
in addition to being mediated over neural path- 
ways in and near the pyramidal tracts, must also 
travel over other cord pathways. 

The operations on the basal ganglions may be 
carried out without producing enduring altera- 
tions of motor, coordinative, eupraxic, sensory, 
speech, or intellectual functions. 47a,17b This is 
perhaps the chief virtue of this method of surgical 
attack. 

(d) Mortality and Morbidity . — Of the 17 cases 
subjected to anterolateral cordotomy in Ma- 
shanskij’s series, 3 (17.5 per cent) died. The mor- 
tality for the operation of lateral pyramidal cor- 
dotomy in Putnam’s hands has been, thus far, 
nil. Klemme’s figures of 17 per cent mortality 
for the operation of cortical extirpation have al- 
ready been cited. There have been 2 deaths in 
the present writer’s series. Both occurred in 
patients with advanced bilateral parkinsonism. 
The first of these had as one of his symptoms a 
severe dysphagia that was manifestly responsible 
for the aspiration of vomitus on the operating 
table. A bronchopneumonia led to this patient’s 


death on the eighth postoperative day. The 
second case died of bronchopneumonia two 
months following operation. In all likelihood, 
the mortality figures can and will be appreciably 
reduced for all three operations as a better selec- 
tion of cases becomes possible and as experience 
widens in the technical execution of the proce- 
dure. It is likely, however, that the operations 
on the basal ganglions will continue to be the 
most formidable. 

With respect to morbidity, there is little to 
comment beyond what has already been con- 
sidered in connection with choreo-athetosis and 
dystonia. The matter of respiratory embarrass- 
ment does not appear so serious a threat follow- 
ing lateral pyramidal cordotomy as following an- 
terolateral cordotomy. In the operations on the 
basal ganglions, in spite of the drainage of cere- 
brospinal fluid and operative insult to tissues 
close to the hypothalamic nuclei, no physiologic 
disturbances other than those routinely met fol- 
lowing intracranial procedures have been en- 
countered. 

III. Tics, Spasms, Myoclonus, 
Intractable Hiccup and Spastic Palsy 

As previously Indicated, it is doubtful 
whether the notion that these conditions are 
extrapyramidal diseases can be substantiated. 
However, inasmuch as they are so considered 
by some writers, their surgical therapy will be 
briefly dealt with here. 

Since 1890, facial tics and other facial 
spasms — unilateral and bilateral — have been 
treated by interruption oi the seventh nerve 
in its extracranial course. 5 ’ 21,25,35 ' 41 ' 61 The 
resulting facial palsy, although itself dis- 
figuring, appears to be preferred by some pa- 
tients to the involuntary grimaces. 

Little success has attended the numerous 
efforts to treat spasmodic torticollis by stemo- 
mastoid tenotomy, cervical plaster casts, 
multiple myotomy, and other orthopaedic 
measures. 17 Since Keen’s 27 report in 1891, 
however, this condition has been frequently 
treated 10 ’ 17,22, 31,42 by interruption oi the 
spinal accessory nerve and section of the dor- 
sal and/or ventral roots of the upper three 
cervical nerves. Although the procedure 
implies a rather considerable postoperative 
motor deficit and is not uniformly successful 
in its end results, it is seemingly the most 
effective of the several operations advocated 
for spasmodic torticollis. Later workers have 
modified the procedure in certain minor re- 
spects — e.g., by cutting the eleventh nerve 
intrameningeally 42 rather than extraeranially 
and by injecting alcohol into the nerve trunks 
rather than anatomically dividing them. The 
procedure has been advantageously employed 
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funnf corresponding improvement in eupraxic 
unctions and in automatic associated acts. 

In the case subjected to extirpation of portions 

mi Ca wn\r CleU3 ’ Putamen ’ and P globus 
pallidus, both the unilateral tremors and a 

nTthn ] fe f s . tmatlon were abolished. A monoplegia 
of the left upper extremity supervened following 
this operation, seemingly the result of damage to 
the blood supply of the genu of the internal 
capsule as it traverses the bed of the putamen. 
from this monoplegia the patient has been 
making a steady and effective recovery, although 
a paresis is stiff evident. For this reason it has 
been deemed unwise to employ this particular 
procedure in subsequent cases. 

The Present Surgical Outlook 
The operations directed against paralysis 
agitans will be considered under the same 
headings as those used in connection with 
choreo-athetosis and dystonia. 

(a) Applicability .— Much that has been ob- 
served in our earlier generalizations on the ap- 
plicability of surgical measures to cases of 
choreo-athetosis and dystonia holds with equal 
validity in connection with paralysis agitans and 
therefore requires no reiteration here. 

With reference to bilateral cases, it would seem 
equally feasible to employ section of the lateral 
pyramidal tract, cortical ablation, or section of the 
paffidofugal fibers. A two-stage operation is 
clearly indicated for the cortical procedure. It 
may, however, ultimately prove practicable to 
execute the operation of bilateral pyramidal 
tract section and of bilateral paffidofugal section 


n one stage Putnam has not as yet applied 
the pyramidal section to bilateral cLes. P In a 
single case the present writer sectioned the 

Unfortu US f laterally at one procedure. 

Unfortunately this patient died on the eighth 
postoperative day of an aspiration pneumonia, 
so that while the relation of the particular opera- 
• IV f F roceciure to the end result in this instance 
is dubious it is not possible to subscribe without 
reserve to the propriety of doing both sides at 
once. For the present a two-stage procedure 
seems indicated. 

(h) Degree and Duration of Improvement — 
n general, it is reasonable to anticipate an ap- 
preciable degree of improvement, if not effectual 
abolition, of the tremors of paralysis agitans fol- 
owmg the application of each of the three opera- 
tive procedures described. Rigidity also may be 
expected to diminish. Economic and social 
rehabilitation has been realized in a few cases, 
but it is not regularly to be anticipated. It 
must be recognized that for each operation im- 
provement has not been achieved in certain 
cases. Thus, Mashanskij 13 recorded 7 failures 
following anterolateral cordotomy. Putnam*' 5 
found it necessary to reoperate upon some of his 
cases because the original section of the lateral 
pyramidal tract did not appear to be deep 
enough. A proper future standardization of 
procedure will undoubtedly eliminate this cir- 
cumstance. Putnam has also reported failure 
favorably to modify alternating tremors in 1 case 
subjected to extirpation of area 8 of the pre- 
central cortex. In addition, he has cited failures 
by cortical extirpation in the hands of White 
and of Sussmann. Among the writer’s cases 
subjected to operations on the basal ganglions, 

1 patient presenting a severe bilateral parkin- 
sonism eventually proved to be a therapeutic 
failure. Following extirpation of the head of the 
right caudate nucleus, this patient enjoyed for 
over three months a marked reduction in the 
tremors and rigidity of the left-sided limbs. 
When the head of the left caudate nucleus was 
extirpated, however, not only did the tremors of 
the right side continue unabated but those of the 
left side reappeared, although never quite 
reaching their former vigor. 

It is not to be anticipated that tremors of the 
head, jaw, and tongue will be influenced by lat- 
eral pyramidal cordotomy. 

Insofar as permanency of improvement is 
concerned, little can be said at present in view of 
the fact that not sufficient time has elapsed to 
permit a proper follow-up. Initial improvement 
has been maintained for as much as two or more 
years in several of the older cases in each opera- 
tive series. 

(c) U ntoward Neurophysiologic Side Effects.- 
Following the extirpation of portions of the pre- 
central cortex, a contralateral hemiplegia usually 
supervenes. If the dominant hemisphere is at- 
tacked, aphasia is to be expected. As these 
conditions recede during the early weeks follow- 
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“ due to” disease of the basal ganglions. We 
do possess information, however, that allows 
us to regard the neural circuits of choreo- 
athetosis as passing through the precentral 
cortex (whatever the origin of the abnormal 
impulses) and, without availing themselves 
of the pallidofugal system, as reaching their 
final common pathways by way of the antero- 
lateral columns of the cord. By contrast, 
the impulses mediating the tremors of park- 
insonism may be conceived of as passing 
through the precentral cortex (whatever 
their origin), coursing along the fibers in the 
anterior three-fourths of the anterior limb of 
the internal capsule; implicating — in a man- 
ner not yet clearly understood — the caudate 
nucleus, putamen, and globus pallid us; pass- 
ing along the pallidofugal fibers; and reach- 
ing their final common pathways by way of 
the pyramidal tracts or other fibers running 
in close anatomic relation to them. 
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by Putnam 57d ' 67 ° as a supplement to antero- 
lateral cordotomy in the treatment of those 
cases of athetosis and dystonia presenting 
extraneous movements of the neck as well 
as of the trunk and extremities. 

An occasional sequel to encephalitis is en- 
countered in the form of a severe and uncon- 
trollable hyperkinesis of the tongue (e.g., myo- 
clonus). Ingebrigsten 35 recently reported 
on a case in which an almost complete aboli- 
tion of the aberrant tongue movements was 
achieved by loosening the genioglossus muscles 
from their attachments to the mandible. 

Intractable hiccup, also an occasional com- 
plication of, or sequel to, encephalitis, has 
been successfully dealt with by phrenicectomy 
and phrenicexeresis. 8 ’ 33 ' 55 The operation may 
be carried out unilaterally or bilaterally and 
in most instances with a reasonable expect- 
ancy of success. 

Certain of the syndromes loosely referred 
to as cerebral spastic palsies appear to be 
benefited by the operation of dorsal rhizotomy 
as advocated by Foerster. 13 " The rationale 
of this procedure rests on the concept that the 
spastic state of the affected muscles is in part 
maintained by the proprioceptive impulses 
recruited from the contracting muscles and 
stretched tendons themselves. The “cutting 
down” of these centripetal kinesthetic im- 
pulses by dorsal root section reduces the 
neural discharges along the corresponding 
final common pathways and so mitigates the 
muscle spasm. Unfortunately, other sensory 
modalities than proprioceptive must be inci- 
dentally sacrificed by dorsal rhizotomy and, 
inasmuch as motor control is so largely de- 
pendent upon afferent impulses, it, too, nec- 
essarily suffers from the procedure of rhi- 
zotomy. It is none the less highly valuable, 
particularly in those cases where the con- 
tractures are painful, to be able to resort to 
Foerster's procedure. A warning against too 
extensive resection of dorsal roots is in order 
lest the patient be exposed to dangers of 
serious trophic skin changes. 

It has been demonstrated that the opera- 
tion of sympathetic ramisectomy, first advo- 
cated by Hunter 30 " -0 and Hoyle 62 in the treat- 
ment of spastic palsy, rests on false theoretic 
premises and that it is for practical purposes 
wholly ineffective. In addition, Buoy 41 has 
shown that spastic paraplegias in man cannot 
'- c - J ventromedian 

morbidity are 
procedures re- 
eading may be 


be favorably moameu uy 
(vestibulospinal) cordotomy. 

Insofar as mortality and 
concerned, all the operative 
ferred to under the present 1 


carried out with relative impunity. The 
greatest disadvantage attaching to them is 
the incidental sacrifice of motor, sensory, and 
coordinative functions. 


The Pathophysiologic Mechanisms of 
Choreo-Athetosis and Paralysis 
Agitans 

The data derived from a study of patients 
subjected to the various operative procedures 
listed above make it clear that the neural 
mechanisms subtending ckoreo-atketosis on 
the one hand and parkinsonism on the other 
are quite distinct. Thus, anterolateral cor- 
dotomy is effective for the former but ineffec- 
tive for the latter; pallidofugal section is 
effective for paralysis agitans but ineffective 
for choreo-athetosis. It is equally clear that 
many of the “release” hypotheses of the 
pathogenesis of chorea, athetosis, and paralj- 
sis agitans are untenable, inasmuch as the 
operations in which parts of the caudate 
nucleus, putamen and globus pallidus, an 
section of the pallidofugal fibers are removed 
do not result in the “escape” of lower motor 
mechanisms manifest as hyperkinesis. . con- 
firmation of the latter observations m tue 
human is to be found in Kennard’s 33 work on 
the basal ganglions of the monkey. 

The only region at which both disease proc- 
esses have been demonstrated to share com- 
mon anatomic ground is at the cortical leve • 
This is not surprising, however, when 1 
reflected that the cortex of the telencephalon 
represents the dominant pole of all p J 5 
logic gradients and that disruption o 
tional patterns at this level is regular y 
lowed by a neural dysequilibrium of pattern 
(whether physiologic or pathologic) at ow 
levels. Nothing in the data at present avail 
able permits us to say that the hyper 
of choreo-athetosis or of paralysis; agit' 
takes its origin from the cortex. T le 
that may be said is that the neural cxrcmm 
operating to produce these extraneous move- 
ments are in part mediated by the prece , 
cortex and that they are in this sensedep 
ent to a considerable degree upon the = 
rity of the precentral cortex. Further . , ' 
presumptive evidence derived from the 
of the electric potentials of the caudate 
leus in parkinsonism is at hand to m i 
that the tremors of paralysis agitans ° , 

originate in this structure. 47 The weigh 
pathologic evidence to the contrary notwi 
standing, we do not at present possess data 
a sort which permits the unequivocal asser i 
that the manifestations of parkinsonism 
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“due to” disease of the basal ganglions. We 
do possess information, however, that allows 
us to regard the neural circuits of choreo- 
athetosis as passing through the precentral 
cortex (whatever the origin of the abnormal 
impulses) and, without availing themselves 
of the pallidofugal system, as reaching their 
final common pathways by way of the antero- 
lateral columns of the cord. By contrast, 
the impulses mediating the tremors of park- 
insonism may be conceived of as passing 
through the precentral cortex (whatever 
their origin), coursing along the fibers in the 
anterior three-fourths of the anterior limb of 
the internal capsule; implicating — in a man- 
ner not yet clearly understood — the caudate 
nucleus, putamen, and globus pallidus; pass- 
ing along the pallidofugal fibers; and reach- 
ing their final common pathways by way of 
the pyramidal tracts or other fibers running 
in close anatomic relation to them. 
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RUSSELL MEYERS 


IN. Y. State J. M. 


by Putnam “as a supplement to antero- carried out with relative impunity. The 
ateral cordotomy m the treatment of those greatest disadvantage attaching to them is 
cases of athetosis and dystonia presenting the incidental sacrifice of motor, sensory, and 
extraneous movements of the neck as well coordinative functions, 
as of the trunk and extremities. 


An occasional sequel to encephalitis is en- The Pathophysiologic Mechanisms of 
countered in the form of a severe and uncon- Choreo-Athetosis and Paralysis 
trollable hyperkinesis of the tongue (e.g., myo- Agitans 

clonus). Ingebrigsten 35 recently reported The data derived from a study of patients 
on a case in winch an almost complete aboli- subjected to the various operative procedures 
tion °f the aberrant tongue movements was listed above make it clear that the neural 
achieved by loosening the genioglossus muscles mechanisms subtending choreo-athetosis on 
from their attachments to the mandible. the one hand and parkinsonism on the other 

Intractable hiccup, also an occasional com- are quite distinct. Thus, anterolateral cor- 
phcation of, or sequel to, encephalitis, has dotomy is effective for the former hut ineSec- 
been successfully dealt with by phrenicectomy tive for the latter; pallidofugal section is 
and phrenicexeresis . 8,36 ’ 55 The operation may effective for parafysis agitans but ineffective 
be carried out unilaterally or bilaterally and for choreo-athetosis. It is equally clear that 
in most instances with a reasonable expect- many of the "release” hypotheses of the 
ancy of success. pathogenesis of chorea, athetosis, and paraly- 

Certain of the syndromes loosely referred sis agitans are untenable, inasmuch as the 
to as cerebral spastic palsies appear to be operations in which parts of the caudate 
benefited by the operation of dorsal rhizotomy nucleus, putamen and globus pallidus, and 
as advocated by Foerster. 13 * The rationale section of the pallidofugal fibers are removed 
of this procedure rests on the concept that the do not result in the "escape" of lower motor 
spastic state of the affected muscles is in part mechanisms manifest as hyperkinesis. Con- 
maintained by the proprioceptive impulses firmation of the latter observations in the 
recruited from the contracting muscles and human is to be found in Kennard's 38 work on 
stretched tendons themselves. The “cutting the basal ganglions of the monkey, 
down” of these centripetal kinesthetic im~ The only region at which both disease proc- 
pulses by dorsal root section reduces the esses have been demonstrated to share com- 
neural discharges along the corresponding mon anatomic ground is at the cortical level- 
final common pathways and so mitigates the This is not surprising, however, when it is 
muscle spasm. Unfortunately, other sensory reflected that the cortex of the telencephalon 
modalities than proprioceptive must be inci- represents the dominant pole of all pbysio- 
dentally sacrificed by dorsal rhizotomy and, logic gradients and that disruption of func- 
inasmuch as motor control is so largely de- tional patterns at this level is regularly Im- 
pendent upon afferent impulses, it, too, nee- lowed by a neural dysequilibrium of patterns 
essarily suffers from the procedure of rhi- (whether physiologic or pathologic) at other 
zotomy. It is none the less highly valuable, levels. Nothing in the data at present avail- 
particularly in those cases where the con- able permits us to say that the hyperkinesis 
traetures are painful, to be able to resort to of choreo-athetosis or of paralysis agitans 
Foerster’s procedure. A warning against too takes its origin from the cortex. The 
extensive resection of dorsal roots is in order that may be said is that the neural circuits 
lest the patient be exposed to dangers of operating to produce these extraneous move- 
serious trophic skin changes. ments are in part mediated by the precentra 

It has been demonstrated that the opera- cortex and that they are in this sense depena- 
tion of sympathetic ramisectomy, first advo- ent to a considerable degree upon the mteg- 
cated by Hunter 30 * -0 and Royle 62 in the treat- rity of the precentral cortex. Furthermore, 
ment of spastic palsy, rests on false theoretic presumptive evidence derived from the stud) 
premises and that it is for practical purposes of the electric potentials of the caudate nuc- 
wholly ineffective. In addition, Bucy J * has leus in parkinsonism is at hand to indicate 
shown that spastic paraplegias in man cannot that the tremors of paralysis agitans do not 
be favorably modified by ventromedian originate in this structured 71 ’ The weight of 
(vestibulospinal) cordotomy. pathologic evidence to the contrary notwith- 

Insofar as mortality and morbidity are standing, we do not at present possess data o 
concerned, all the operative procedures re- a sort which permits the unequivocal assertion 

ferred to under the present heading may be that the manifestations of parkinsonism are 
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ing infection but was discontinued as the nature 
of the lesion became apparent. 

About thirty-six hours later, the skin cover- 
ing the distal two phalanges of the toe became 
dusky, then black. The next day the bone was 
exposed, which was also black. After a line of 
demarcation was reached, the gangrenous por- 
tion of the toe was amputated, and the patient 
was discharged in good condition. There was 
no evidence at any time of peripheral vascular 
disease, and there has been none since. The 
skin temperature of the fingers and toes is nor- 
mal at the present time. 

Comment 

The volume of the anesthetic used (2 ce.) 
could not have caused undue pressure. The 
anesthetic was injected properly, according to 
asceptic technic, after a large experience in 
local anesthesia in the surgical clinic of a 
voluntary hospital. A perusal of the Cumula- 
tive Medical Index 1 lists many of these cases 
as due to the epinephrine content of this mix- 
ture when injected into the fingers and toes. 
These organs having end arteries and being 
richly supplied with autonomic nerves are 
sensitive to the injection of spasmogenic drugs. 
There is also much evidence that epinephrine 
lowers the oxidation of tissues nourished by 
vessles into which it is injected. A tissue al- 
ready handicapped by infection and opera- 
tion has, thus, an added load to carry. 

Experimental Study 

The above incident suggested that an at- 
tempt be made to see if the complication could 
be reproduced experimentally. In these ex- 
periments where the tails of healthy male rats 
were injected, the tail was assumed to be 
analogous in its blood supply to a finger or toe, 
since it also is an end organ. 

Thirty male rats, each weighing approxi- 
mately 250 Qm., were injected with 1 and 2 
per cent procaine with and without epine- 
phrine in the concentrations marketed, as 
well as with normal saline and with Vw,ooo 
epinephrine. One cubic centimeter was in- 
jected with sterile precautions in the soft 
tissue at the base of the tail, subcutaneously, 
at four puncture sites around the organ, 
much the same as recommended for human 
surgery. Table I shows the results. Three 
rats were injected with each solution. None 
of the animals died. No cases of gangrene 
of the tail were found in the rats injected 
with either 1 or 2 per cent procaine or with 
saline. Of the remaining 21 rats, 
10 developed gangrene of the tips of the tails 
within thirty-six hours. Several rats de- 


TABLE 1 


' Rats vrith 
Gangreooui 
Tails 


1 per cent procaine None 

2 per cent procaine None 

Normal saline None 

1 per cent procaine, Vua.ooo epinephrine 1 

1 per cent procaine, v»,coa epinephrine 2 

1 per cent procaine, Vsxj.ow epinephrine 2 

2 per cent procaine, Viw.wo epinephrine 1 

2 per cent procaine, i/u.ooa epinephrine 1 

2 per cent procaine, l /a.oos epinephrine 2 

Vio.wo epinephrine 2 


veloped a falling out of hair at the tip of tt 
tail. If these results are counted (and the 
occurred with a concentration of epinephrii 
as little as Vioo.ooo), the number of rat’s tai 
affected is increased by three. 

The question might well arise as to why a 
the rats did not show gangrene after inje 
tion with epinephrine. The probable answ< 
to that, would be that there may be peculiar 
ties in individual cases with respect to co 
lateral circulation and as to the exact site < 
injection. However, the fact that the ii 
jection could cause gangrene in a concei 
tration as low as Vioo.ooo is instructive. 

Comment . — There has recently appeared a 
interesting article that probably has som 
bearing on the physiologic basis of the abo\ 
experiment. Cammer and Griffith 3 hav 
studied the effect of the intra-arterial injef 
tion of epinephrine on blood flow and r< 
spiratory exchange of the resting intact hin 
leg of the cat. When an appreciable cor 
centration of epinephrine was injected into 
arterially, blood flow and oxygen utilizatio 
were significantly decreased. This shows tha 
cellulor oxidation occurs at a lower levi 
during the injection. Subcutaneous injet 
tion, without a doubt, has a similar but mor 
prolonged disturbance on blood flow and oxj 
gen utilization. With a lowered maintains 
cellular oxidation, tissue morbidity and tissu 
death can occur in an organ already weakened 
by infection and operation. In the quote 
paper an almost exactly similar reduction o; 
blood flow and oxygen utilization was pro 
duced by a low concentration of epinephrin 
as by a concentration two hundred times a 
great. This fact leaves open to doubt th 
wisdom of using epinephrine even in the weak 
est dilution in our anesthetic solutions fo 
operation on organs having end arteries. 

Summary 

A case of gangrene of the toe following thi 
use of a procaine-epinephrine solution fo 
anesthesia is reported. 



GANGRENE OF THE TOE, FOLLOWING LOCAL ANFSTHFSU 
WITH PROCAINE-EPINEPHRINE SOLUTION ANESTHESIA 

A Clinical and Experimental Study 

Louis Pelner, M.D., Brooklyn 


TDECENTLY, there came to my attention 
J-Y. a complication of a minor surgical 
operation which could have been avoided 
had the literature been widely known. 

Gangrene of the finger or toe following 
injection of a procaine-epinephrine solu- 
tion for local anesthesia preparatory to a 
minor surgical operation has not been stressed 
in the American literature, although the litera- 
ture of the rest of the world is replete with the 
discussion of this complication. 1 That the 
offending agent is the epinephrine is fairly 
well agreed upon, since there is no such 
trouble found with the use of procaine solu- 
tion alone. 

The excellent textbook, Minor Surgery, by 
Christopher 2 quotes Baran's article in the 
J.A.M.A. and states: 

“A very definite warning should be given 
in regard to the use of epinephrine in too 
great concentrations. Epinephrine, in what 
apparently is a very weak solution, is cap- 
able of producing necrosis of the tissues. I 
have not seen necrosis when the epinephrine 
has been 1:100,000, that is, one drop to a 
hundred drops of procaine. I believe, on the 
whole, however, that a safer rule would be 
1:200,000, which would be 1 drop to 200 drops 
of the procaine solution. It is now possible to 
obtain commercial ampules of procaine of 
different strengths and amounts and with or 
without epinephrine or ephedrine.” 

These commercial preparations of procaine 
and epinephrine are put up by reputable 
firms and are so widely used that it is safe to 
say that there is not a physician in practice 
who does not at some time use them. 

These ampules are made ready for use in 
concentrations of 1 and 2 per cent procaine 
and with V 20 . 0 : 0 , Vso.ooo, and l /ioo , 000 epinephrine. 
One large manufacturer issues a fine booklet 


My contention, after reviewing the litera- 
ture and after consultations with several 
surgeons who have had previous knowledge 
of the complications about to be described, 
is that epinephrine should not be used in 
operations involving the fingers and toes or 
should be used in minute concentrations, 
smaller than any recommended for this use by 
the manufacturer. Certain animal experi- 
ments to be described later suggest that it 
should not be used at all in certain structures 
having terminal circulations. 

The advantages of epinephrine are that it 
allows for slower absorption of the local anes- 
thetic and, thus, prolongs its action, as well 
as reduces the bleeding of the part. These 
are far outweighed by its tendency to pro- 
duce local tissue death or morbidity. 

Why are there not more cases described with 
this complication, which is certainly not so 
rare as the paucity of literature would make 
us believe? First, it is because gangrene is 
not always the outcome of a mild tissue in- 
jury. Many of us have experienced so-called 
“slow healing" finger infections postopera- 
tively, where, after a time of impending necro- 
sis, bountiful Nature comes to our aid after a 
short time. Second, one is not usually 
proud, for personal and legal reasons, to talk 
of one’s failures. 

Case Report 

A. J., a healthy male adult, aged 30, in good 
physical condition, came in as an outpatient for 
the removal of an ingrown toenail on the big toe 
of the left foot. There were no other com- 
plaints. Local anesthesia with a procaine- 
epinephrine solution ampule (1 per cent pro- 
caine and 1/50,000 epinephrine) was accom- 
plished in the usual way — by subcutaneous in- 
jection around the base of the toe. Two cubic 
centimeters were used in the entire operation, 


on minor surgery where all of these prepara- 
tions are suggested for use in the operations 
involving fingers and toes. 

Extemporaneous solutions made by the 
nurse in the operating room and measured 
off in drops of epinephrine would probably 
contain much greater concentrations of epine- 
phrine than even the great concentrations put 
up ready for use. 


and no tourniquet was used. Operation was ac- 
complished without incident. A small rubber 
drain was inserted and a dressing was applied, 
no pain was felt. 

About four hours later the patient was seen 
in extreme pain. There w'ere several tremend- 
ous black and blue blebs over the entire toe. 
which w r ere associated with intolerable pain, 
The patient was hospitalized. Sulfanilamide 
was given with the idea that this was a spread- 
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Diagnosis 

CLINICOPATHOLOGIC CONFERENCES 

Departments of Medicine and Pathology, New York Post-Graduate 
Medical School and Hospital, Columbia University 


Date: January 20, 1942 
Presiding: Dr. Irving S. Wright 

History (Case J 60703) 

Dr. Maurice Bruger: This patient was a 
59-year-old engineer formerly employed in a 
Chilean copper mine. He died four weeks 
after his first admission to the New York 
Post-Graduate Hospital. The chief com- 
plaints on admission were a persistently rapid 
pulse rate of six years' duration, dull occipital 
headaches of four months’ duration, and 
vertigo associated with nausea and vomiting 
of ten days’ duration. There was also 
diminution of vision of the left eye progressing 
to blindness during the preceding month. 

The patient had been perfectly well until 
six. years previously when he experienced an 
attack of diplopia which cleared spontane- 
ously after three or four days. Shortly there- 
after, he noted his pulse rate was constantly 
elevated. This was, however, not associated 
with dyspnea, orthopnea, precordial pain, or 
ankle edema. With the exception of the 
tachycardia the patient did well until the 
onset of the occipital headaches which were 
constant but relieved for four to five hours by 
salicylates. Shortly after the onset of the 
headaches, another attack of diplopia oc- 
curred. Two months previous to hospitaliza- 
tion he experienced a transient episode re- 
sembling a generalized convulsion without loss 
of consciousness. About a month before ad- 
mission he complained of erampy, left-sided 
abdominal pain, which disappeared after the 
passage of flatus and feces. On the following 
day he noted impaired vision, which pro- 
gressed until at the time of admission his left 
eye was totally blind. During a boat trip 
from Chile, he noted dizziness accompanied 
by nausea and vomiting when he changed the 
position of his head, and this persisted. 

The patient was born in the United States 
but for the past twenty years had been a resi- 
dent of Chile. During the previous year 
there had been a weight loss of about 20 
pounds. There was no history of malaria or 
jaundice, and syphilis was denied. About 
twenty years ago the patient had a bout of 
undiagnosed hyperpyrexia and during the 


same year passed a tapeworm in his stool. 

On physical examination the patient was 
found to be a well-developed white man 
lying in bed with his head turned to the left. 
The left pupil was larger than the right and 
failed to react to light. It reacted consensu- 
ally and to accommodation. There was limi- 
tation of the internal rotation of both eyes, 
with nystagmus more marked when looking 
to the right. Examination of the eyegrounds 
showed the disk in the left eye to be pale and 
indistinct in outline. There was a slight but 
definite left exophthalmos, which was inter- 
preted by the ophthalmologist as being due to 
pressure behind the eyeball. Examination of 
the psychologic status revealed the patient to 
be intelligent and cooperative. The following 
positive neurologic findings were noted: 
Patient fell to the left during the Romberg 
test; the left toes were dragged in walking; 
there were increased tendon reflexes in the left 
arm and leg; moderate dysmetria in the finger 
to nose test was present as was a bilateral 
nystagmus (more marked to the right). 
Physical examination was otherwise essenti- 
ally negative. Blood pressure was 122/82. 

Laboratory Data. — Urinalysis: specific grav- 
ity, 1.030; negative for protein, sugar, cells, 
and casts. The blood count was normal; 
blood chemical studies were normal; the 
blood Wassermann reaction was negative. 
Spinal fluid examination revealed slightly 
xanthochromic fluid; no cells were found. 
The spinal fluid protein was 178.5 mg. per 
hundred cubic centimeters. The spinal fluid 
Wassermann w r as negative and the colloidal 
gold curve was 2, 3, 4, 5, 5, 4, 3, 2, 1,1, 1,0. The 
electrocardiogram showed a nodal tachycardia 
with a rate of 142. An x-ray of the chest 
showed a small nodular mass 2 cm. in di- 
ameter in the posterior left costophrenic sinus, 
associated with moderate pleural thickening 
in this area. A film repeated eight days later 
showed the condition to be unchanged. An 
x-ray of the skull showed an increase in the 
soft tissue density of the left orbit and some 
clouding of the left ethmoid. Visualization 
of the optic foramens showed soft tissue 
tumefaction. 

While in the hospital, flattening of the right 


547 



546 


LOUIS PELNER 


IN. Y. State J. M. 


Some experimental evidence is adduced to 
show that it is the epinephrine in the mixture 
that caused the complication. An opinion is 
ventured that epinephrine should not be used 
in the anesthetic mixture in any concentra- 
tion for operations on the fingers and toes. 

177 Kingston Avenue 
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MEDICAL EXPENSE FUND GOING TO TOWN 


The present disruption of our social, political, 
and economic structures is presenting grave prob- 
lems to medicine and will leave in its wake prob- 
lems even graver — problems that should be 
solved now while there is yet time. 

The agitation for governmental medicine, 
while temporarily shelved, will be renewed full 
force when the time arrives for getting the nation 
back on a peace footing at the close of the war. 
The medical profession, including the Nassau 
County Medical Society, is united in the feeling 
that the problem can best be solved through 
voluntary medical expense indemnity plans under 
medical supervision and that such a solution will 
be better for the patients as well as for the phy- 
sicians than some scheme under political control. 

The county society has approved the pro- 
gram of the Medical Expense Fund of New York. 
This organization is actually selling policies in 
Nassau County and to Nassau County residents 
employed elsewhere. We have a real, present op- 
portunity to demonstrate that such a plan will 
work, but it can only work with the full coopera- 
tion of all the practitioners of the county. The 


majority of our members have joined the plan as 
participating physicians; the others should do 
so at once. 

The Franklin Square National Bank has pi- 
oneered in a sales program which is now being 
taken up by other banks throughout the metro- 
politan area. Under this plan the bank, without 
profit to itself or expense to subscribers, will en- 
roll members in the fund and handle the remit- 
tance of premium. This makes it easy for any- 
one to secure the protection of a policy in the 
fund and will doubtless add many names to the 
list of Nassau County residents who will be com- 
ing to local doctors for medical care under the 
terms of their policies. 

The Fund has recently announced a Family 
Policy, which is being well received and enables 
them to offer complete family coverage. 

We urge the members of this society to: (1) 
become a participating physician, (2) take out 
a family policy for himself, (3) talk about the 
Fund to their patients, (4) handle all medical 
reports promptly so the Fund can keep its serv- 
ices rolling smoothly . — Nassau Medical News 


FIRST-AID INSTRUCTION BY PHONOGRAPHS 

out, to secure overnight large numbers of people 
who are accustomed to think and to talk on their 
feet in public. On the other hand, such persons 


At a meeting of the Society for Medical Juris- 
prudence held at The New York Academy of 
Medicine in February, the ninth anniversary 
of the Society for the Prevention of Asphyxial 
Death, Inc., was celebrated. The coordination 
of gases used therapeutically was discussed. 
It was urged that a department of pneuxnatology 
be established in every hospital for purposes of 
Civilian Defense. Such a department under the 
direction of the physician anesthetist would 
automatically afford facilities for asphyxia pre- 
vention outside, as well as inside, the hospital. 

Dr. P. J- Flagg, director of the Society, an- 
nounced' that an effort was under way to meet 
the present dearth of first-aid instructors by 
supplying electric recordings free, at the earliest 
possible date, to at least 1,000 groups now pre- 
paring themselves in various parts of the coun- 
try!^ It is extremely difficult, Dr. Flagg pointed 


aided by electric transcriptions, providing a 
suitable standard background, can serve effec- 
tively as demonstrators, bringing home to the 
student the written word of the instruction book- 
let and the spoken word of the electric transcrip- 
tion. To make possible the project contem- 
plated, the free distribution of 30,000 to 40,000 
recordings, a fund of S10,000 is needed. This 
fund will be utilized to provide the widest pos- 
sible distribution at low cost. Contributions 
of any amount will be received and utilized 
as far as possible. Sets of eight recordings on 
the subject of resuscitation are now available. 
These sets retail at S3.50 each and are to be had 
at your music store or at the office of the Secre- 
tary of S. P. A. D., 38 East 61st Street, New York. 
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would be worthwhile to read Bruns’s and many- 
other descriptions of similar cases. 

Dr. Eidelsberg’s Diagnoses 

1. Cysticereus disease of the brain. 

2. Bronchopneumonia. 

Pathology: 

Da. Maurice N. Richteh: With regard 
to the clinical diagnosis of brain tumor, it is 
worth noting that although lung tumors fre- 
quently metastasize to the brain, brain tumors 
do not metastasize to the lungs. 

The principal lesions in this case are in the 
brain, the left optic nerve, and the lung. 

The lesions in the brain are nodular, ne- 
crotic, friable areas in the left precentral gyrus, 
the left superior temporal gyrus, the right 
occipital lobe in the region of calcarine fissure, 
and the vermis, where a large mass replaces 
the cerebellar nuclei except for a portion of 
the left dentate nucleus. This mass reaches 
the tegmen of the fourth ventricle. Slight 
dilatation of the third ventricle and the 
aqueduct of Sylvius are found. The left 
optic nerve is markedly thickened and, at its 
thickest point, is 0.9 cm. in diameter. 

The lesion in the lung is at the costophrenie 
margin of the left lung. It consists of a 
nodule, 4.3 by 3.5 by 2.5 cm., which is firm, 
grayish white, sharply defined from the sur- 
rounding lung tissue. 

Microscopically, the lesions of the brain are 
unlike any recognized tumor. They consist 
of necrotic areas, with cellular infiltration 
associated with them, in the brain and the 
adjacent meninges. The cells are not always 
easily identified, but some are obviously 
lymphocytes and plasma cells. These cells 
bear no characteristic relation to the areas of 
necrosis, but in the neighboring brain tissue 
there is extensive perivascular infiltration with 
lymphocytes and plasma cells. No giant 
cells are found. 

The optic nerve is involved in a similar 
necrotic and inflammatory process. The 
nerve bundles in the central part are necrotic. 
The cellular infiltration is similar to that in the 
cortical lesions. 

The nodule in the lung is also necrotic. 
Here the process is more readily recognized. 
The central necrotic area has no recognizable 
cells, but the outlines of alveoli and blood 
vessels are still discernible. Elastic fibers of 
the vessel walls are readily demonstrable by 
suitable staining methods. Around the ne- 
crotic area is a dense wall of lymphocytes and 


plasma cells. Giant cells are not encountered. 
This lesion we consider to be a gumma. 

After a study of the several lesions in this 
case, we believe that all are on the same basis. 
While it is obvious that the brain lesions are 
inflammatory rather than neoplastic, it is 
not easy to prove beyond doubt that they are 
syphilitic. In this, the characteristic gum- 
matous process in the lung is of considerable 
help. Numerous sections were stained by 
Levaditi’s method for Treponema pallidum 
and by Steiner’s modification, but no organ- 
isms could be demonstrated. However, we 
think a diagnosis of syphilis warranted on the 
basis of the histologic changes, in spite of the 
negative blood and spinal fluid Wassermann 
reactions. The other lesions in the case are 
only' of minor importance. 

Anatomic Diagnoses 

Syphilis of brain (cerebral and cerebellar 
cortices). 

Syphilis of optic nerve, left. 

Syphilis of lung, left lower lobe. 

Internal hydrocephalus. 

Lobular pneumonia, right lower lobe and 
left lower lobe. 

Dr. Eidelsbekg: Undoubtedly this is an 
exceptional case. It emphasizes how difficult 
the diagnosis of syphilis may be clinically, if 
not also pathologically. The diagnosis of 
syphilis and gumma cerebri in the absence of 
history, positive serology, aortic disease, and 
so on, makes clinical reasoning feel its futility 
on such occasions. However, if it were im- 
possible to arrive at such a conclusion clini- 
cally, it was also none too easy for the patholo- 
gist even when the lesions were in his grasp or 
on the slide. 

Db. Richter: In the description of this 
case I have indicated the difficulty of proving 
the syphilitic nature of the process. In view 
of the discussion, a further statement is neces- 
sary'. It is seldom that we are able to demon- 
strate organisms in gummas. The diagnosis 
is usually based on the morphology of the 
lesion, without demonstration of the inciting 
cause. It is possible for the lesions of C. 
cellulosae to simulate gummas. However, in 
this case the necrotic areas are not the result 
of degeneration of a parasitic cyst but of the 
tissues of the organs involved. As mentioned 
in connection with the lung lesion, the necrosis 
involves actual lung tissue, of which certain 
details can still be recognized. While we 
cannot prove beyond doubt that it is syphilis, 
we can be reasonably certain that it is not 
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side of the face was noted and the neurologic 
status continued to change. Bilateral Babin- 
ski reflexes appeared, the hyperreflexia on the 
left side increased, and the tongue deviated to 
the right. The patient gradually weakened 
and became semicomatose. On the twenty- 
second day of hospitalization, papilledema and 
hemorrhages in the superior temporal portion 
of the fundus of the left eye were noted. 
Bronchopneumonia developed and the patient 
expired. 

Discussion 

Db, Joseph Eidelsberg: First, I want to 
state that this is an unusual syndrome. I 
do not know why, but for the fourth time at 
these conferences I have been given a neu- 
rologic problem. It emphasizes, however, 
that neurology and internal medicine cannot 
be divorced. The review of this case im- 
pressed me with the number and diversity of 
the signs and symptoms. I would, therefore, 
like to analyze and present it my own 
way. 

When faced with such a multiplicity of 
neurologic findings, our first problem is to 
try to localize the lesion or the lesions. No 
one lesion could possibly give all the signs 
and symptoms enumerated in the history. 
Even an amateur neurologist like myself 
would know that the lesions must be multiple 
and disseminated. 

Now let us group the following findings: a 
transient, recurrent diplopia, impaired vision 
leading to blindness of the left eye, inequality 


unexplained. We are, however, close to the 
nucleus of the vagus nerve. We do not have 
any other signs to prove that a lesion exists 
here. 

Having thus placed our lesions, the question 
is what one disease can produce these find- 
ings? • I believe that in making a diagnosis, 
one should try to find the disease that covers 
all the symptoms and signs or, at least, the 
greater number of them. I have omitted 
the bronchopneumonia because I feel that 
this was not the primary cause of death. 
Are we dealing with a degenerative or neo- 
plastic disease in this patient? Syphilis and 
tuberculosis are great imitators of many types 
of pathology. Could he not have had 
gummas in these various places? Against this 
is the fact that he had a negative Wasserman 
in the blood and spinal fluid. There was no 
hi story of a chancre and no signs of syphilitic 
aortitis. Can tuberculosis cause so complex 
a picture? We have no history or clinical 
findings of tuberculosis. I am inclined to feel 
that the diagnosis of tuberculosis may be ex- 
cluded in this case because of the absence of 
cough and other confirmatory evidence of 
tuberculosis. Disseminated sclerosis can give 
some of these findings. It does not, however, 
explain the nodular pleural mass or the 
xanthochromic spinal fluid. 

Now let us consider new growths. Because 
of the long duration and diversity of the 
findin gs, I think that we can rule out a brain 
tumor, either primary or secondary. The 
nodule in the lung does not resemble car- 


of the pupils, and an x-ray of the skull which 
showed a shadow in the orbit. If xve take 
this group of symptoms and try to localize the 
lesion responsible for them, we may consider 
two locations: one, a lesion in the orbit 
possibly extending within the skull and, 
second, a lesion involving the optic nerve. 

A second group of findings consists of oc- 
cipital headache, vertigo, nausea, vomiting, 
nystagmus, a positive Romberg test, and 
dysmetria. This group of symptoms is 
typical of a lesion of the fourth ventricle or 
cerebellum and is also known under the name 
of Bruns’s syndrome. 

We have a third group of findings which we 
have not explained. These consist of a de- 
viation, of the tongue to the right and paralysis 
of the right side of the face. Also unexplained 
is a weakness on the left side of the body. 
These may possibly be explained by a lesion 
in the medulla or in the pons. 

Now, although these three lesions include 
a multiplicity of signs, the tachycardia is still 


cinoma. 

At this point I should like to suggest another 
possible diagnosis — namely, cystic disease of 
the brain following cestode infection. This 
man had previously passed a tapeworm. He 
was employed as an engineer in a mine in 
Chile where sanitary conditions were prob- 
ably inadequate. There are four types of 
cestodes that have to be considered: (V 
Taenia saginata, which is a type that rarely 
gives rise to cystic disease of the brain; (2) 
Bothrioeephalus latum which is rarely found 
in the brain; (3) Taenia echinococcus, which 
may be multiple and generally affects the 
liver in addition to the brain; (4) Taenia 
solium, contracted by eating contaminated 
pork that has not been well cooked. Follow- 
ing infection with this cestode, dissemination 
can occur to all parts of the body including 
the brain and lungs. When this disease 
invades the brain, it is known as Cysticercus 
cellulosae. This disease may adequately ex- 
plain our findings and, if we had the time, it 
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ORGANIZATION OF EMERGENCY MEDICAL SERVICE IN 
NEW YORK 

George Babhr, M.D., New York City 


I T IS difficult to avoid repeating what I 
said yesterday on two occasions in this 
Academy of Medicine. Yesterday afternoon 
we had an audience of more than eight hundred 
persons crowded into Hosock Hall and another 
smaller audience in the evening. At that 
time I tried in half an hour to give a picture of 
the Emergency Medical Service organization 
and operation. 

The Emergency Medical Service is directed 
by a Chief of Emergency Medical Service. 
In this city he is Dr. Edward Berneeker, 
general medical superintendent of hospitals, 
who is thoroughly familiar both with our 
voluntary and municipal hospitals. He was 
chosen because the Emergency Medical Serv- 
ice is organized within, or is related to, hos- 
pitals. In each borough a Borough Chief 
of Emergency Medical Service has been ap- 
pointed by the Mayor. For this position he 
designated an outstanding physician who had 
the confidence of the medical profession — 
namely, the man who had been designated 
by the county medical society as chairman of 
its medical preparedness committee. 

Throughout this state, Mr. Mailler, chair- 
man of the Health Preparedness Committee 
of the State Defense Council, and Dr. John 
Bourke, executive director of that committee, 
have systematically recommended the chair- 
man of the medical preparedness committee of 
each county medical society as the local chief 
of emergency medical service. This was done 
because we found that the county medical 
societies quite uniformly had selected the 
best men in their councils, men who were in- 
terested, thoroughly interested, and had a 
capacity for leadership. 

That man plays an important role, because 
he must see that the hospitals are operating 
along the lines which have been outlined in 
Medical Division Bulletins Nos. 1 and 2, 
with which you are familiar. They have been 
distributed to all hospital chiefs of staff and 
to directors of hospitals, as well as to the state 
and county medical societies, and have been 
reprinted in the Journal of the American Medi- 

Read at The New York Academy of Medicine, Decem- 
ber 22, 1941 , 


cal Association. After December 8, the day 
after the Pearl Harbor attack, the A.M.A. 
reprinted both bulletins and redistributed 
them to every hospital in the United States of 
more than twenty-five beds. There is, there- 
fore, no reason why everyone should not now 
be thoroughly familiar with the organization 
and the operation of the Emergency Medical 
Service. 

Under this service, the care of civilian 
casualties will be handled by Emergency 
Medical Field Units which are organized in 
hospitals or, if they are organized extramurally, 
they should be related to hospitals. Emer- 
gency Field Units created out of the doctors 
and nurses practicing in the community can- 
not be mobilized promptly in the event of sud- 
den and unheralded bombing. The field units 
related to hospitals are available for immedi- 
ate service at any time of the day or night. 

Emergency Medical Field Units have now 
been organized in eighty hospitals in this city 
through the efforts of your chiefs of Emer- 
gency Medical Service and Dr. Berneeker. 
Each is subdivided into squads of two to four 
doctors, an equal number of nurses, and about 
double that number of nursing auxiliaries. 
In large hospitals a number of squads will 
always be on call day or night. The Medical 
Field Units do not move when the alert is 
sounded; they do not move when the air-raid 
warning is given. They prepare for action 
and move out of the hospital only on a direct 
call of the control center. 

In this city a main control center controls 
the operation of seven district control centers. 
The person in command of the main control 
center is Deputy Chief Inspector John J. 
O’Connell. His field director is Inspector 
Wallander, who has been in England as an 
observer, having been sent over by the Mayor 
to study this problem. 

In each district control center the com- 
mander is assisted by a staff of technical ex- 
perts for each of the technical fields who will 
assemble as soon as the alert is sounded. 
The fire department is represented, as well as 
the various public utilities and each branch 
of the city government which participates in 
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tuberculosis or cysticercus disease. I think 
the possibility of some other condition is 
rather small. 

Dr. Wright: If we accept the pathologic 
diagnosis as final (and in this case it may not 
be without some doubt) we are reminded of 
the conclusion with which Delafield often 
terminated his course: “Above all, gentle- 


men, remember that the common diseases are 
the common ones." 


Editorial Co mmi ttee 
J. Scott Buttebwobth, M.D. 
Maurice R. Chassin, M.D. 
Herman 0. Mosenthal, M.D., Chairman 


N. Y. ADULT EDUCATION COUNCIL 
More than 2,000 organizations offer educa- 
tional and recreational opportunities to the 
4, 500,000 adults in New York City. The New 
York Adult Education Council was founded in 
1933 to centralize information concerning the 
thousands of activities offered to adults, to make 
that information available and useful, to help 
the producers of education better understand the 
educational needs of the public, and by confer- 
ences and consultation to bring about the co- 
operation among organizations that would result 
in better service to adults in pursuit of educa- 
tion. 

During these eight years 75,000 adults have 
been given information concerning both free 
and fee offerings. This means that the Council 
file of more than 20,000 activities must be kept 
up to date at all times. Through trained inter- 
viewers the Council has set a high standard for 
this service, for its specializes in personalized 
help._ Whether the inquirer is seeking vocational 
training, sports, a hobby, social activities, forums, 
or lectures, his personal need and his ultimate 
purpose are carefully considered. 

The Council is located at 254 Fourth 
Avenue, New York. Telephone: ALgonquin 
4-7150. 


SYMPOSIA— DENTAL CARIES 

To foster a better understanding of the dental 
health problem among physicians and dentists, 
the Maternity, Infancy and Child Hygiene Divi- 
sion of the New York State Department of 
Health, in conjunction with the State Medical 
Society and District Dental Societies, is sponsor- 
ing a series of three symposia on “The Control of 
Dental Caries" to be given in Rochester on 
March 31, Binghamton on April 1, and Albany 
on April 2. 

Invitations to participate in these symposia 
are being extended to outstanding national 
authorities. It is planned to center the discus- 
sion about the three major influences which today 
are attracting the most thought in connection 
with dental caries; namely, the role of nutrition, 
of oral flora, and of the fluoride content of drink- 
ing water. 

It is believed that these meetings should not 
only prove of wide interest, but that the discus- 
sion is particularly timely because of the recog- 
nition of the importance of dental caries, brought 
about by the findings of the Selective Service 
examinations. 

More detailed announcements, giving thc final 
program, the time and place of meetings, will be 
made to the members of the medical and dental 
professions in the near future. 


"DEMOCRACY CARES” 

"It was exactly ten years ago this month: The 
unmet problem of mass want was of such dis- 
heartening magnitude as to appear insoluble.” 
These, and the following, are the words of David 
C. Adie, commissioner, New York State Depart- 
ment of Social Welfare, in the Foreword to 
Democracy Cares — The Story Behind Public 
Assistance in New York State. Yet, in those 
bleak days of November, 1931, New York be- 
came the first state in the nation to meet that 
challenge. And year after year since, New York 
State has shown the way to the prevention of 
need that stems from unemployment, a problem 
which — we now know — renews itself every 
day. .. , 

For years you have seen community chest 
posters ivhich bear the legend: Suppose Nobody 
Cared! 

Democracy cares! 

This report shows why and how and with what 

results. It tells the story of Public Assistance. 

It is an important story, since it concerns hu- 
man beings. It is a tremendous story, because it 
describes the mass drhma of powerful forces that 


belittle and damage human beings. It is a hope- 
ful story, for it shows we are learning to help 
people who need help. It is a timely story, be- 
cause it identifies forces which threaten democ- 
racy from within. . 

There is added point in presentingthis booklet 
today. Democracy is today taking inventory ot 
its resources for defense. Home defense. Pub- 
lic Assistance is, always has been, home defense 
insurance of our democratic way of life. It has 
ended the want and distress of millions of Ameri- 
can men, women, and children — the social chaos 
upon which foreign ideologies feed and grow- 
Insecurity in Europe helped to produce totali- 
tarianism — nil brands. In America it produced 
— Public Assistance, a historic expression of 
democracy. The care of all is the concern of all, 
in the United States. 

To the 13,500,000 Americans of New York 
State and their freely elected representatives who 
again played a pioneer part in making democracy 
work, this booklet is dedicated. In its'pages is 
the story of what they did, how they did it, and 
why. 
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splint if it is necessary before the patient is 
moved. 

It is the experience of the British, and pre- 
viously it was the experience in Spain, that 
air-raid casualties are of two types: the 
seriously injured and apt to die and the slightly 
injured. Of the seriously injured about 50 per 
cent are killed outright or die shortly after 
the injury. Hence, the need for medical 
judgment and experience at the first-aid post 
if those who are still alive are to be saved. 
The mildly injured are walking eases who do 
not require hospitalization for the most part, 
but some place must be provided for them 
where they can receive medical and first-aid 
care and where they then can rest. They 
must not be permitted to clutter up the first- 
aid post or the admitting rooms of the hos- 
pitals. For them, casualty stations have been 
provided which are reasonably convenient in 
location and are equipped wdth beds, cots, 
blankets, and canteen service. The minor 
casualties and the people suffering from nerv- 
ous shock and hysteria are directed to the 
casualty stations where there are doctors, 
nurses, and muses’ aides capable of taking 
care of them. Here they can rest and be ob- 
served long enough until it is considered safe 
to permit them to return to their homes or to 
a temporary shelter. 

This gives you a brief picture of the opera- 
tion of the Emergency Medical Field Units. 
They have been organized in this city in 
eighty hospitals and, I am told, have a per- 
sonnel of 2,148. 

The training and organization of a dis- 
ciplined corps of nurses’ aides is most im- 
portant for service in casualty stations and 
first-aid posts. In Great Britain there are 
four nurses’ aides to every nurse in the first- 
aid posts. That may be necessary here be- 
cause the nursing services of our hospitals are 
badly depleted and we shall not be able to 
spare many nurses from our hospitals if there 
are large numbers of casualties. This also 
applies to hospital doctors. 

We have organized our Emergency Field 
Units primarily in hospitals because we must 
be ready day or night for the unexpected 
attack. The interns and residents have, 
therefore, been organized under the leader- 
ship of a surgical intern or an assistant sur- 
gical resident. We advise that other surgical 
interns and residents be retained in the hos- 
pital for service in the operating rooms. The 
staff of the medical, the pediatric, the neu- 
rologic, and other nonsurgical services can be 
spared from the hospital at least temporarily. 


But, if we should have continuous bombing for 
any length of time — we don’t expect .to have 
it, but we must be prepared — they must be 
drawn back for service in the hospital. It will 
then be up to the medical profession of the 
city to man the first-aid posts and casualty 
stations. The doctors of the neighborhood 
will take their periods of duty in the casualty 
stations and first-aid posts for as many hours 
a day as they may be called upon to serve. 
But we do not need them now, and it is as 
yet unnecessary in this area to organize them 
into units. The doctors in the hospital should 
be drilled. Hospital drills and field drills 
should be held every week. But if we are ever 
in serious trouble, all doctors in the community 
will be needed. 

We shall also need them for what the Brit- 
ish call the “incident” doctor who is impor- 
tant. He appears after an incident and re- 
ports for duty to the nearest casualty station 
both to assist in its work and to establish 
public morale. On the day after an incident, 
he gets a list of the casualties and visits 
them not only to check on their injuries but 
also to make them appreciate the fact that 
their government is interested in them and 
wants them to be cared for. After the first 
record is made at the casualty station, they 
may get their service from a private phy- 
sician; if they cannot afford a private phy- 
sician, they can go to the casualty station or 
to a hospital clinic. 

People injured in air raids may ultimately 
have to be compensated. No provision has 
yet been made by the Federal Government 
for this purpose, but in Great Britain they 
have had to do it. As there is a possibility of 
future compensation for air-raid casualties, 
a record must be kept of all casualties in the 
first-aid posts, at the casualty stations, and 
in the hospitals on forms which will be sup- 
plied from the Office of Civilian Defense. 
Record books are already available for 
issue. 

The city must organize a Casualty Infor- 
mation Sendee so that people who have been 
bombed out of their homes may locate their 
relatives and friends. The deputy chief of 
Emergency Medical Service at the district 
control center must know the number of 
casualties and of deaths and the total figures 
must be recorded to the main control center. 
A unified transport sendee must be available 
under the central control of a transport offi- 
cer. A mortuary sendee must also be organ- 
ized. 

There will be need for many doctors. We 
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the air-raid protection service of the city. 
The Medical Protective Service will be rep- 
resented by a deputy chief of the Emergency 
Medical Service. A medical deputy will also 
be assigned to each district control center 
with assistants who can relieve him at periods 
of the day. 

I understand that the medical profession of 
the city is anxious to learn how doctors are 
going to be used in civilian defense. If they 
will be patient they will all be drawn into serv- 
ice in various ways. 

At each district control center there is need 
for at least three doctors who can alternate in 
periods of service during the day whenever the 
control center is operating. Although they 
may continue to practice medicine and do their 
work in hospitals, they must be prepared to 
give four hours of service a day if the need 
should arise. They must be trained by the 
Chief of Emergency Medical Service so that 
they are thoroughly familiar with all the medi- 
cal facilities in their district and can truly 
serve as the medical adjutant to the com- 
mander of district control centers. They must 
know the available facilities not only of the 
hospitals in the district but also those assigned 
to the district. They must also know how 
many medical squads are available day or 
night in each of the hospitals that are to man 
the casualty stations and the first-aid posts. 
As we get into action they must have a daily 
census of vacant hospital beds that are avail- 
able to receive casualties. 

It has been determined by British experi- 
ence that a fairly large hospital cannot care for 
and operate upon more than fifty major 
casualties in a day, and many of our hos- 
pitals cannot handle that many. After a 
hospital has received almost its full quota, it 
notifies the control center and, thereafter, 
the casualty stations and first-aid posts are 
directed to send casualties into other more 
remote hospitals assigned by the main control 
center to the district. 

A peacetime disaster usually occurs at a 
single site, and the person in control, the 
Police Commissioner, can mobilize all the 
fire fighting and the medical forces of the city 
and, if necessary, throw them all into the 
breach at that one point without depriving 
the rest of the city of essential services. But 
in war, when incendiary bombs or explosives 
are raining upon many centers throughout the 
city, it is necessary to work in districts in 
which aE the facilities of that area— the medi- 
cal, the fire fighting, the utilities, and aE 


other essential services— are under the con- 
trol of the commander of the district. 

When the medical squads of the hospitals 
move out at a command from the district 
commander or his medical adjutant, they 
proceed to specifically designated casualty 
stations. A spot map of the city has been 
made by the Chief of Emergency Medical 
Service, and in each of the districts there are 
indicated not only the hospitals and how 
many squads are available day and night in 
each one but also the sites of the casualty 
stations. These are clinics of hospitals and 
health services, district health centers, health 
department substations, baby health clinics, 
and a variety of structures that lend them- 
selves to t his purpose. 

These casualty stations are numbered and 
the squads are directed to man one or more 
stations. They are equipped as described 
in Medical Division Bulletin No. 2, not for 
major surgery but for first-aid work. 

At the casualty station one or more teams 
of a doctor, a nurse, and several nursing aux- 
iliaries with their equipment may be split 
off and dispatched forward to estabh'sh 
advanced first-aid posts close up to the site of 
the disaster. Surgery is not done either at a 
casualty station or at a first-aid post if it can 
be avoided; it is done at the hospital to which 
the severe casualties must be transported by 
ambulance as rapidly as possible. 

The first-aid post receives the severe casual- 
ties as they are extricated from the demolished 
building by rescue squads. The latter are aux- 
iliaries of the fire department who have been 
trained in fire fighting and in demolition work 
and are equipped with demolition tools. They 
are also trained in first aid, but that is only an 
incidental service if no physician or first-aid 
post is available, their primary job being to 
get the injured people out of the ruins. They 
can then hand them over to the first-aid post, 
and that usually requires stretcher transporta- 
tion. The rescue squads are, therefore, as- 
sisted by teams of trained volunteers called 
by the British “First Aid Parties”; we prefer 
to call them “stretcher teams” for a good 
reason. Their chief problem is to deliver the 
injured to the first-aid post. In this country, 
certainly in our larger cities, the first-aid 
work upon the seriously injured is to be done 
under the direction of a physician. The doc- 
tor at the first-aid post is most important, for 
he must decide priority in the prompt trans- 
portation of the seriously injured to the hos- 
pital. He must do whatever is essential to 
prevent shock. He must apply a' traction 
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Service or from their private physi- 
cians.” 

If physicians attempt to set up organizations 
without relationship to the common plan it 
will impede and not help the Chief of Emer- 


gency Medical Service. It will serve to con- 
fuse the public and the medical profession.* 

* In view of tb.e information on the Procurement and 
Assignment Service published on page 556, thesection of 
Dr. Baehr’a talk covering that subject has been deleted. — 
Editor, 


POPULATION PROBLEMS IN JAPAN 

Now that war is upon us, we can profit from 
more knowledge regarding our adversaries, say3 
the Statistical Bulletin of the Metropolitan Life 
Insurance Company. What, for example, are 
some of the principal characteristics of the popu- 
lation of Japan? 

On a relatively barren, mountainous group of 
islands, not quite equal to California m area, 
Japan sustains the fife of more than 73,000,000 
persons. The population density is 490 per 
square mile, more than 10 times that of the 
United States. This in itself does not neces- 
sarily involve any great hardship; other nations 
which make no great complaint of overpopula- 
tion live under conditions of much greater den- 
sity— as, for 700 inhabi- 
tants per sq with 706. 

These are h 0 _ : . ions which 

largely import their foodstuffs while exporting 
manufactured goods. 

The soil of Japan does not produce enough 
food to maintain the life and health of its people 
on a high standard. Actually, more than 10 per 
cent of the rice consumed in Japan is imported. 
Industrial organization has made remarkable 
strides in past decades, but it is far from sufficient 
to raise the standard of living to the levels we 
take for granted for ourselves. Encouragement 
by the government to relieve the population pres- 
sing by emigration to Japanese colonies has met 
with little success. Further development of 
Japan’s industries would seem to be the first 
and natural remedy for her population problem, 
though she is seriously handicapped by lack of 
ra 'r materials, in. particular coal, oil, and iron. 

To appreciate present conditions in Japan, it is 
necessary to make a survey of the recent past. 
In one respect Japan has differed fundamentally 
from our Western civilized communities. We, 
m the United States, have long been accustomed 
to a gradual diminution in the rate of increase of 
° ur population. At the beginning of the nine- 
teenth century this rate was about 30 per 1,000 
per annum, ahd this has declined in an essentially 
regular and orderly maimer to about 7 per 1,000 
Per annum today. We see nothing disturbing in 
t j gradual moderation in our rate of increase, 
indeed, quite on the contrary, it would have been 
embarrassing had the original rate continued to 
tne present. But, until 1935, the Japanese 


authorities had been accustomed to an actual rise 
in the rate of increase of their population. In 
the course of the five-year period 1930 to 1935, 
the growth of the population was 7.5 per cent — 
that is, at a rate of 1.5 per cent per annum; then, 
in the next period, 1935 to 1940, this rate was 
reduced to 5.6 per cent, a rate of 1.1 per cent per 
annum. 

This situation .... inspired the formulation 
of a plan approved by the Japanese Cabinet in 
January, 1941. This plan aims at giving Japan 
a population of 100,000,000 by 1960, and frankly 
purposes to outrival other nations in rate of 
natural increase. It is modeled much on the lines 
of the German and Italian measures established 
for similar purposes and proposes various forms 
of subsidies to large families, with some degree of 
penalization of small families and unmarried per- 
sons. To us this solicitude must seem somewhat 
exaggerated when we reflect, for example, that 
even today Japan with its 73,000,000 inhabitants 
annually has nearly 2,000,000 births, not far 
below our own figure of about 2,250,000 millions 
in our population of 132,000,000. 

In its mortality Japan lags materially behind 
us. The death rate in Japan, according to recent 
figures, is 17.4 per 1,000, as against a rate of 
approximately 10 or 11 in our own experience 
(peacetime figures] . The fact is that recent con- 
ditions in Japan correspond to conditions here 

about 40 years ago Whereas our death rate 

from tuberculosis today is fortunately reduced to 
45 per 100,000, that of Japan in 1937 was 204, 
a figure closely resembling ours for 1900 — namely 
196 

The age distribution is itself a matter of out- 
standing interest today on account of its relation 
to the availability of men of military age. The 
roportion of men in the age group of 20 to 44 in 
apan, according to the latest data available 
which relate to the census of 1935, is 34 per cent, . 
corresponding to a total of 11,000,000. In our 
own population, the contingent of men of these 
ages constitutes 38.5 per cent, or a total of 

25,000,000 There certainly cannot be much 

sympathy for a program that offers bonuses and 
all kinds of bribes to the average family to breed 
more freely, while on the other hand it claims 
that excess population is the justification for its 
territorial robberies. 
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doctors are ready and far better prepared I 
think than, any other branch of the protective 
services of this city or any other city. 

All doctors want to do something and they 
want to do it right away. That is a laudable 
impulse. So do druggists and dentists and 
almost everybody else. All the doctors and 
the dentists cannot be put to work until we 
are ready for them. 

The American Pharmaceutical Associa- 
tion came to us some time ago and said: 
“What can the druggists do in civilian de- 
fense?" I laid out definite recommendations, 
but they were not at first happy about it. 
They wanted to do something more impor- 
tant, They felt that the first-aid post should 
be in drugstores where all the necessary sup- 
plies, medical and surgical, are immediately 
available. It did not require much argument 
to convince them that a pharmacy is one 
of the worst places for a first-aid post 
because of the amount of glass which consti- 
tutes one of the greatest hazards and the 
limitation in floor space. The fact that they 
have a few supplies available is not nearly so 
important as these other two considerations. 
Such supplies should be ready for purchase 
by people who want to replenish their first- 
aid kits. Some pharmacists were not satis- 
fied; they went to state defense councils 
and to local defense councils and, finally, got 
to the sympathetic ear of one Director of 
Civilian Defense who heard their story. 
Not knowing its implications and being a 
good fellow, he said: “Sure, you can all be 
part of Civilian Defense. You can have a 
sign in your window and call yourself an 
emergency first-aid station." 

That could not he permitted, for it would 
mean to the public that in the event of an 
air-raid casualty, they were to go to the 
druggist for treatment, rather than to the 
first-aid posts and casualty stations. These 
signs in the windows of the druggists had to 
be eliminated. 

I called in the American Pharmaceutical 
Association and explained our difficulty. 

At our request, the American Pharmaceutical 
Association and the State Pharmaceutical 
Associations have gone down the line and 
have stopped this movement. We have also 
issued an official statement on the subject. 

This is Medical Division Memorandum No. 

7 sent out under date of December 15, 1941, 
which reads as follows: 

“Large amounts of glass and space limita- 
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tions make pharmacies unsuitable sites for 
casualty stations and first-aid posts. 

"Pharmacies are readily accessible in every 
community, are open during the greater part 
of the day and evening, and are visited fre- 
quently by members of the community. They 
are admirable sites for the dissemination of 
information. 

“The stock of drugs, medicines, surgical, 
and sickroom supplies available for purchase 
in every pharmacy should be kept constantly 
replenished. 

“What each pharmacist should do; 

“1. Register with the Chief of Emer- 
gency Medical Service in this community, 
indicating the supplies he has availa- 
ble. 

“2. If he has a delivery truck available 
for emergency transport, register it with 
the transport office of the local defense 
corps. 

“3. Register his pharmacy with his air- 
raid warden, indicating the telephone 
and refuge facilities he has available. 

“4. Place his services at the disposal of 
the local defense council for distributing 
hand bills, displaying placards, and other 
information on Civilian Defense. 

“5. Inform himself of the organization, 
location, and character of protection 
facilities in his neighborhood so that he 
can direct citizens to shelter, wardens 
posts, casualty stations, and first-aid 
posts. 

“6. Review and extend his own training 
in first aid and prepare himself to instruct 
others in his employ. 

“7. Large pharmacies should establish 
a first-aid detachment among their 
employees which can be immediately 
available as a stretcher team to assist 
the rescue squads in the extrication of 
casualties from demolished buildings and 
transport them to the first-aid posts of 
the Emergency Medical Service. For 
this purpose, it is advisable that pharma- 
cies be equipped with a stretcher and 
with first-aid supplies. 

"8. It is important that pharmacies 
avoid the use of any Civilian Defense 
designation which would tend to con- 
fuse the public concerning the location 
of casualty stations and first-aid posts of 
the Emergency Medical Service. In- 
jured persons should obtain care at offi- 
cial stations of the Emergency Medical 



Postgraduate Medical Education 

Programs arranged by the Council Committee on Public Health and Education of the 
Medical Society of the Stale of New York will henceforth be published in this section of the 
Jophsal. Members of the committee are Oliver W. H. Mitchell , M.D., chairman 
(428 Greenwood Place, Syracuse ); George Baehr, M.D.; and Charles D. Post, M.D. 


Treatment of Common Diseases 
A course on the treatment of common diseases 
has been arranged by Dr. Clayton W. Greene, 
Buffalo University College of Medicine, Buffalo, 
New York, for the Tioga County Medical Society, 
Thursday evenings, 6:30 p,m., alternately 
Jenkins Inn, Waverly, New York, and Green 
Lantern Inn, Owego, New York. 

March 19. — Treatment of Epigastric Distress 
Following Meals. 

A. H. Aaron, M.D., professor of clinical 
medicine, Buffalo University College of 
Medicine. 

March 26. — Practical Application of Hormonal 
Therapy. 

Ivan Hekimian, M.D., assistant professor of 
medicine, Buffalo University College of 
Medicine. 

April 2. — Treatment of Low Back Pain. 

Frank N. Potts, M.D., associate professor 
of orthopaedic surgery, Buffalo University 
College of Medicine. 

April 9. — Treatment of Common Skin Le- 
sions. 

Earl D. Osborne, M.D., professor of derma- 
tology and syphilology, Buffalo University 
College of Medicine. 

April 16. — What Do We Know About Vitamins. 

David K. Miller, M.D., professor of medi- 
cine, Buffalo University College of Medi- 
cine. 


Arteriosclerosis and Ageing 
A course on arteriosclerosis and ageing, ar- 
ranged by Dr. J. Murray Steele, New York 
University College of Medicine, New York City, 
for the Jefferson County Medical Society, is to be 
held on Tnursday evenings at 6:30 p.ji. at the 
Black River Valley Club in Watertown, New 
York. 

April 9. — Clinical Interpretation of Modern 
Physiological Concepts. 

J. Murray Steele, M.D., associate professor 
of medicine, New York University College 
of Medicine. 

April 16. — Pathological Aspects. 

Sigmund L. Wilens, M.D., assistant pro- 
fessor of pathology, New York University 
College of Medicine. 

April 23. — Neuropsychiatric Aspects; Diagnosis 
and Treatment. 

S. B. Wortis, M.D., associate professor of 
neurology, New York University College 
of Medicine. 

May 14. — Renal and Cardiac Aspects; Diagnosis 
and Treatment. 

William Goldring, M.D., associate pro- 
fessor of Medicine, New York University 
College of Medicine. 

May 21. — Peripheral Vascular Aspects; Diag- 
nosis and Treatment. 

Irving S. Wright, M.D., professor of clinical 
medicine, College of Physicians and 
Surgeons, Columbia University, New 
York City. 


DIABETES ASSOCIATION TO MEET 
The New York Diabetes Association, Inc., 
will hold a clinical meeting on Thursday, March 
26 at 8:30 p.u. at The New York Academy of 
Medicine. 

Dr. Beverly Chew Smith, chairman, Com- 
mittee on Surgery will preside. “Reduction in 
Mortality Due to Gangrene in the Diabetic” is 
the subject of the symposium which is as follows: 
% Prevention,” Dr. Frederick W. Williams; 
By Use of Sulfonamide Drugs,” Dr. Samuel 
Standard; “By Use of Cold as an Anesthetic 
Agent for Amputations,” Dr. Lyman W. Cross- 
man; “By Amputations Below the Knee,” Dr 
Beverly C. Smith. 

Each paper is limited to ten minutes. After 
the papers, a panel discussion with questions 
from the audience will he conducted by the 
speakers and the following discussors: Drs. 
emu crick M. Allen, James R. Lisa, Herman O. 
Mosenthal, Thomas J. O’Kane, and Samuel 
Sdbert. 

All physicians and medical students are cor- 
dially invited to attend this meeting. 


PUT IT IN WRITING .... 

.... says Edward Hall, M.D., in Medical Eco- 
nomics. He continues: 

“When I began practice, I naively under- 
estimated the forgetfulness of patients. But I’ve 
learned. 

“I can remember giving one patient several 
verbal instructions for the care of her sore throat. 
I told her to take a prescribed capsule every two 
hours, to use a hot saline gargle every hour, to 
follow a liquid diet, to take a laxative, and so on. 

“Next day she reported that she had carried 
out my orders faithfully and felt so much better. 
She had gargled with cold water every three 
hours, had taken bicarbonate of soda, and had 
forgotten the rest. Fortunately, this patient did 
feel better. But one or two other cases did not 
fare so well. 

“I now make it a rule never to give more than 
two verbal orders in cases where an exact treat- 
ment routine is vital. Though it takes me a 
minute or so longer, I find it much better policy 
to hand the patient specific, written instructions 
for the management of his illness.” 
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!t was announced in the March 1 issue that the official information from the 
Procurement and Assignment Service for Physicians, Dentists and Veterinarians, pub- 
”/ ke February 31, 191,2, would be re-printed in this issue of the Journal. 

In its place we are substituting a recent communication from the New York Stale Procure- 
ment and Assignment Service which gives the information in a more concise form — Editor 


Procurement and Assignment Service 


TN EACH Corps Area there is appointed, by 
order of the Secretary of War, a Procurement 
and Assignment Service to “procure and assign" 
doctors, dentists, and veterinarians to the Army, 
the Navy, the Public Health Department, the 
Civilian Defense, Industrial and other govern- 
ment agencies, and the services necessary for 
the civil populations. 

I (a) All physicians under 36 years of age de- 
siring immediate commissions should write 
now to the Procurement and Assignment 
Service, 601 Pennsylvania Avenue, Wash- 
ington, D. C. 

(b) This will constitute their application, 
and those who qualify will receive proper 
application forms with a view of com- 
mission in the Army or the Navy. 

II All physicians over 36 years should await 
the receipt of the new enrollment forms. 

III Within the next few weeks the enroll- 
ment forms will come to you in the mail 
from Washington. 

IV Make out your form promptly. By 
authority of the President of the United 
States, the Procurement and Assignment 
Service receives requests for personnel from 
the following agencies: 

United States Army Medical Corps 
United States Navy Medical Corps 
United States Public Health Service 
United States Veterans Administration 
United States Civil Service Agencies 
St. Elizabeth’s Hospital (Washington, 
D. C.), resident staff and interns only 
United States Indian Service 
Panama Canal Service 
Full-Time Service in Office of Civilian 
Defense 

When you fill out the blank forms, you may 
indicate your preference. 

V You may not hear from the Procurement 
and Assignment Service for some months. 
You will only hear from the P. and A. 
Service in Washington when any of the 
above listed agencies requisition assigning 
you to duty such as you can give. 

Military Service. All individual inquiries for 
information concerning a commission should be 
addressed to the Procurement and Assignment 


Service, 601 Pennsylvania Avenue, Washington, 
D. C. Then the necessary papers will be sent to 
you. 

Selective Service. Any physician who hap- 
pens to be called before his local board should 
show the board that he has already enrolled with 
the Procurement and Assignment Service. If he 
is classified in 1A, he should ascertain from his 
local board whether or not an inquiry has been 
addressed to the Chairman of the Second Corps 
Area Procurement and Assignment Service to 
get data as to the status of the registrant— 
whether in the opinion of this Committee the 
registrant is a necessary man in his civilian capac- 
ity, and whether or not he has enrolled with the 
Procurement and Assignment Service for govern- 
mental service. In the rare instances where 
local boards have failed to make such an inquiry, 
the registrant should contact the Government 
Appeal Agent at the local board and complete the 
necessary papers for an appeal. 

There are no blanket deferments possible 
under the Selective Service Law; each individual 
registrant’s status is individually determined. 

The absolute necessity of enrolling yourself 
with the Procurement and Assignment Service 
thus becomes obvious. Every effort will be made 
by the State Procurement and Assignment 
Service to obtain a temporary deferment of 
those physicians whose commissions are under 


way. 

No efforts will be made by the State Procure- 
ment and Assignment Service to obtain tempo- 
rary deferments for any physicians who either 
fail to enroll with the service or who make ef- 
forts in any way; whatsoever to avoid serving his 
country in this time of War. 


. While it does not specifically concern physi- 
cians, identical procedures are in force for den- 
tists and for veterinary surgeons. These pro- 
fessional groups will get all necessary informa- 
tion from their representatives on the State 
Committee. 

The entire procedure, personal authority, and 
activity are outlined in the J.A.M.A. US: 
No. 8, 625 (Feb. 21) 1942. . 

Samuel J. Kopetzky, M.D., Chairman 
New York State Procurement & Assignment 

Service 

292 Madison Avenue, New York City 
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bert H. Bauekus, chairman, Committee on In- 
dustrial Health, Medical Society of the State of 
New York. Dr. Harvey P. Hoffman, president, - 
Medical Society of the County of Erie, was chair- 
man. 

“Industrial Pulmonary Diseases,” by Dr. 
Leroy 17. Gardner, director of Saranac Labora- 
tory, Saranac Lake, Hew York; discussion by 
Drs. Donald R. McKay and J, Herbert Don- 
nelly. 

“Techniques of Physical Examinations in 
Industry and Medical Standards for Rejection,” 
by Dr. B. L. Vosburgh, medical director, General 
Electric Company, Schenectady, New York: 
discussion by Drs. George G. Martin and Donald 
C. O’Connor. 

“Systemic Effects of Various Substances 
Commonly Used in Industry,” by Dr. J. H. 
Sterner, director, Laboratory of Industrial 
Medicine, Eastman Kodak Company, Rochester, 
New York; discussion by Drs. Francis D. Leo- 
pold and John P. Boroszewski. 

“Traumatic Surgery with Emphasis on the 
Treatment of Wounds and Shock,” by Dr. 
Henry H. Ritter, director, Traumatic Surgery 
Service, Post-Graduate Medical School and 
Hospital, Columbia University; discussion by 
Drs. Albert A. Gartner and John C. Brady. 

General discussion and questions followed. 

The University of Buffalo Medical Alumni 
Association will hold its Eighth Annual Spring 
Clinical Day on Saturday, A larch 28 at 9:30 a. it. 
at the Hotel Statler in Buffalo. 

The following men will appear on the program 
and speak on topics of general interest: Dr. P. S. 
Hench, the Mayo Clinic; Dr. Carl Badgley, 
University of Michigan; Dr. Maxwell Wintrobe, 
Johns Hopkins Hospital; Dr. H. T. Hyman, 
New York City; Dr. Frank Lahey, president of 
the American Medical Association. 


Franklin County 

On February 11 the Saranac Lake Medical 
Society heard Dr. John N. Hayes, medical direc- 
tor of the Gabriels Sanitorium, talk on “Condi- 
tions Simulating Pulmonary Tuberculosis.” 

Genesee County 

A scientific meeting to which all physicians 
and nurses were invited was held under the 
sponsorship of the county society and the 
Emergency Medical Service of Genesee County 
at the United States Veterans’ Facility in Batavia 
on March 5. 

Dr. Peter J. Di Natale, secretary of the county 
society is head of the Emergency Medical Serv- 
1CE j: Five speakers, each giving a ten-minute 
talk on the care of war wounds and Civilian De- 
* en ^ e Protection, made up the program. 

A business meeting of the county society was 
field at the Batavia Club on February 26. 


Jefferson Cour.iy 

„,F rec eding the February' meeting held at the 
Black River Valley Club in Watertown on the 
tenth, dinner was served at six- thirty. The pro- 
gram included the second symposium on sulfon- 
f? 11156 , therapy Dr. All later M. McLellan, 
Uomell Medical School, New York City, and Dr. 


Edward C. Hughes, Syracuse University College 
of Medicine, led the discussion. 

The third session was held on February 24. 
.412 speakers and their subjects were published in 
the Postgraduate Medical Education Section of 
the Joernap on February 15. 

See page 557 for postgraduate lectures. 

Kings County 

Dr. William C. Meagher was felicitated on his 
recent election to the presidency of the county 
society by more than one hundred persons on 
February 11 at the annual dinner of the Alumni 
.Association of St. Catherine’s Hospital in the 
Hotel Bossert, Brooklyn. 

Associated with the hospital since he interned 
there in 1917, Dr. Meagher was praised by United 
States Attorney Harold M. Kennedy; City 
Court Justice Edward L. Kelly; Henry Mannix, 
president of the hospital’s board of managers; 
Dr. Charles A. Gordon, chairman of the Brooklyn 
Chapter, American College of Surgeons; and Dr. 
Thurston S. Welton, editor of the American 
Journal o) Surgery. 

Dr. William T. Carrington, president of the 
society, presented him with a gold watch. Others 
at the dais were the Rev. Pam Faustmann, asso- 
ciate diocesan director of Catholic Hospitals, and 
Dr. John J. Gainey, president-elect of the county 
society. 

Dr. John A. McCabe, chairman of the arrange- 
ments committee, was assisted by Dr. George F 
Cunningham, Dr. Leslie H. Tisdal), Dr. Domi- 
nick F. Rossi, Dr. Raphael J. Di Napoli, and Dr. 
Vincent Anello. 

The A birch 6 meeting of the East New York 
Medical Society was as follows: 

A case report, "Combined Hyperthyroidism 
and Adrenal Cortical Insufficiency,” was pre- 
sented by Dm. Leo Gitman, Alorris Ant, and 
Mendel Jacobi. 

The paper of the evening was “The Recogni- 
tion and Treatment of Anemia,” by Dr. Paul 
Rezaikoff. 

Monroe County 

At a joint meeting of the county society, the 
Rochester Academy of Medicine, and the Uni- 
versity of Rochester Medical School on February 
22, Dr. Albert D. Kaiser spoke on “Know Your 
Child’s Heart.” 

Nassau County 

At the joint meeting of the county society and 
the woman's auxiliary held on February 24 at the 
Cathedral House, Garden City, Dr. Richard M. 
Brickner spoke on “Mental Hygiene and Its 
Uses During War.” Dr. Brickner is on the staff 
of the Neurological Institute in New York 
City. 

The Nassau Medical News for February carries 
an article entitled “What to Do in an Air Raid.” 
On the subject of first aid, the article includes this 
striking sentence: “The mortality rate [in Eng- 
land] in air-raid casualties is in direct proportion 
to the amount of work done on the victims in the 
field: the more you do before the patient gets to 
the hospital, the larger the percentage of cases 
which will result in death.” 



Medical News 


]Sj EW York State’s new community health 
’ .program, now in operation for a year under 
auspices of the State Welfare Department, has 
proved workable and beneficial in nearly every 
instance, sixty commissioners and medical direc- 
tors of city or county divisions agreed at a report 
meeting held in Albany on February 26. 


State Health Program a Success 


Deputy Commissioner Lee C. Dowling stated 
that the program, already set up in twenty-nine 
communities, would be retained and expanded. 
With the medical directors, the commissioners 
will work out jointly the minor changes advo- 
cated after a year of experiment. Dr. Christopher 
Wood represented the State Medical Society. 


County News 


Albany County 

Dr. Will Cook Spain of the New York Post- 
Graduate Medical School and Hospital was guest 
speaker at the February meeting of the county 
society on February 25. The meeting was in the 
auditorium of the College of Pharmacy. His 
subject was “The Treatment of Bronchial 
Asthma,” and Dr. Harold P. McGan led a dis- 
cussion after the talk. 

Bronx County 

On February 18 the county society held its 
regular meeting at Burnside Manor. The scien- 
tific program consisted of an address by Dr. Leon- 
ard Greenberg, director of Industrial Medicine, 
Department of Labor, whose talk was entitled 
“The Administrative and Preventive Aspects of 
Industrial Hygiene.” Dr. May R. Mayers of 
the Division of Industrial Hygiene, Department 
of_ Labor, spoke on “Clinical Problems in the 
Diagnosis of Occupational Diseases.” 


Chemung County 

The regular meeting of the county society was 
held on January 28, 1942, at the Arnot-Ogden 
Memorial Hospital, Elmira, and was called to 
order by the president, Dr. Leon Hamilton. 

Dr. John Burke, Jr., reporting for the Post- 
Graduate Education Committee, stated that ar- 
rangements were being made for a one-day meet- 
ing. Men qualified in their special fields will 
come to Elmira to discuss the handling of con- 
ditions that might arise from wartime emer- 
gencies. A day early in April will be selected for 
this meeting. 

Dr. Ross Loop, reporting for the Medical Pre- 
paredness Committee, stated that his committee 
had organized the county society into eight 
squads consisting of four men each — sixteen men 
assigned to each hospital, making a total of 
thirty-two men. Three or four additional men 
were listed as reserves for each hospital. Each 
squad is assigned to one particular sector of the 
county. In case an emergency arises the duty of 
the squad is to render first aid and then to classify 
the patient and decide whether or not hospitaliza- 
tion is necessary. Four nurses are to be assigned 
to each squad. Following his report, Dr. Loop 
introduced the speaker of the evening. Mr. Edgar 
Austin, deputy chief of Civilian Defense ot 

Chemung County. . , , 

Mr Austin acquainted the society with the 
fact that the civilian population of the county is 
being efficiently organized to cope 
matters of Civilian Defense. 


with all 
He also stated that 


rescue squads were to be assigned to each squad 
of doctors and that auxiliary ambulances such as 
station wagons, etc., were being organized and 
registered. He mentioned the splendid response 
to the request for people to take the first-aid 
courses and the excellent job the Red Cross was 
doing in teaching these courses. 

Following his talk, Mr. Austin showed British 
movies including scenes of the evacuation of 
Dunkerque, methods of extinguishing incendiary 
bombs, the British fire-warden system and the 
British coastal anti-aircraft corps in action. — 
H. L. Walker, M.D., Secretary. 

Cortland County 

Dr. John M. Swan, Rochester, executive secre- 
tary of the New York State Committee of the 
American Association for the Control of Cancer, 
was the speaker at a meeting on February 27 at 
the Truxton Central School gymnasium in Cort- 
land. The meeting was arranged through the 
Cancer Committee of the county society. 

Delaware County 

The National Youth Administration has been 
given the job of making Thomas splints and 
Everett arm splints for the County Emergency 
Medical Committee. Dr. Donald Davidson, 
chairman, is sponsoring the job order. This job 
order has been approved by the District Office, 
according to the Stamford Mirror Recorder, in 
which the article appeared. 

NYA has also received an order for nine (9) 
ticks and nine (9) stretcher covers from the Wal- 
ton Chapter of the American Red Cross. 

Any other chapter of the American Red Cross 
or organization doing Civilian Defense w’ork who 
needs any type of work done, if they will contact 
Lockhart Russell at the Post Office Building in 
Walton, New York, the NYA would be glad to 
do the work. The cosponsor provides the ma- 
terial and the National Youth Administration 
furnishes the labor at no cost to the cosponsor. 

Erie County 

Industrial Health was the subject of a sym- 
posium held in Buffalo on February 26. It was 
presented under the auspices of the Medical 
Society of the County of Erie; the University 
of Buffalo School of Medicine; the Division of 
Industrial Hygiene, New York State Depart- 
ment of Labor; the New York State Department 
of Health; and the Medical Society of the State 
of New York. 

The meeting w r as called to order by Dr. Rer- 
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Tioga County 

See page 557 for postgraduate lectures. 
Schenectady County 

At the regular meeting held on March 3 the 


business session was followed by an address on 
“Blood and Plasma Transfusions — General Con- 
siderations.” The speaker was Dr. August 
Korkosz, director of the Blood Bank of the Ellis 
Hospital, Schenectady. 


Deaths of New York State Physicians 


Name 

Age 

Medical School 

Date of Death 

Residence 

Charles H. DeLancey 

75 

P. & S. N. Y. 

February 

10 

Brooklyn 

George R. DeSilva 

86 

N. Y. Univ. 

February 

18 

Catskill 

Adolph V. P. Fardelmann 

48 

L. I. C. Hospital 

February 

16 

Brooklyn 

David S. Fettes 

61 

L. I. C. Hospital 

February 

16 

Brooklyn 

Stanley F. Goldman 

33 

N. Y. Univ. 

February 

24 

Bronx 

Carl Goldmark 

66 

P. & S. N. Y. 

February 

19 

Manhattan 

George W. McSweeney 

52 

Fordham 

December 

25 

Bronx 

William J. Ryan 

52 

Albany 

February 

20 

Pomona 

Samuel P. Sobel 

59 

P. k S. N. Y. 

February 

14 

Manhattan 

Irving D. Steinhardt 

63 

P. & S. N. Y. 

February 

25 

Manhattan 

Thomas Tito 

72 

Naples 

February 

26 

West New Brighton 

Elliott Washburn 

71 

Harvard 

February 

17 

Brooklyn 

Dan H. Witt 

51 

Virginia 

February 

15 

Manhattan 


WORK, BUT SING TOO! 

Flung and pushed about as so many of us are 
at this time, it is brought home to us with great 
emphasis that one of the few important posses- 
sions to treasure and guard zealously is mental 
and spiritual poise. From the time we arise to 
the moment we fall asleep, by radio and news- 
paper, in conversation and in conferences, at our 
work, yes, and at our lodge and club meetings, 
at the theater, and even in church, we are not 
only bombarded with friendly and unfriendly 
propaganda, but we are dogged perpetually to 
contribute money liberally, and give our little 
recreation time more and more, as “overtime,” 
to defense and war activities. 

This is inevitable of course. It must be that 
we shall all work hard together. Our President 
found it necessary to warn us that we are not 
beginning to produce enough, and that we must 
labor longer hours. As good citizens we must 
ut our savings into Defense Bonds, we must 
eep keen our enthusiasm and our neighbor's 
enthusiasm, all bent toward achieving the success 
of Democracy’s cause — more than even that, 
Democracy’s life. 

And all this time not a word is uttered about 
keeping mentally well, by not overworking our 
emotions but by taking time out to play, to 
laugh with children, and even to pray. It is no 
time, we are told, to be cautious; but it is still a 
step from sanity to insanity. It is very easy to 
snap under the strain of excitement, to spin about 
and tumble over the cliff of sanity. The climb 

back from the bottom b bard 

—if. P. H. Wilson, R.N., 
in Mental Hygiene News 


“DEATH TAKES HOLIDAY” 

“There never was a time, probably, when so 
many events reflect the remarkable scientific 
advances in medical practice. Following are 
very brief excerpts from recent Science News: 

“Deaths from acute appendicitis with perfora- 
tion or rupture of the appendix have been reduced 
to less than five out of every 100 by the use of 
sulfathiazole in addition to immediate opera- 
tion 

“Patients with broken bones in which the skin 
and other tissues are also broken open and in- 
fected with germs, a common condition in war 
injuries and automobile accidents, may be saved 
by sulfanilamide crystals implanted in the 
wounds 

“Wounds heal poorly after an operation and 
are likely to break open when the patient has 
been getting too little vitamin C, the vitamin 
found in tomatoes, citrus fruits and other fruits 
and vegetables 

“A new supplementary instrument to help the 
surgeon look into the body and actually see an 
appendix or a bleeding stomach ulcer before he 
operates has been announced. 

“Synthetic antibleeding vitamin K acts so 
swiftly that within two hours after giving it pa- 
tients previously in danger of fatal hemorrhage 
can be safely operated on 

“That a decline in pneumonia deaths during an 
influenza epidemic occurred, for the first time on 
record, during the winter of 1940-11, is an- 
nounced by the Metropolitan Life Insurance 
Company. Sulfa drug treatment seems to have 

largely replaced serum treatment " 

— S.C.A.A. News 
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New York County 

At the meeting on February 23 the following 
symposium on war surgery was heard: “Frac- 
tures," Dr. William Darrach; “Wounds,” Dr. 
John J. Moorhead; “Abdominal Injuries,” Dr 
Chas. Gordon Heyd; “Chest Injuries,” Dr. Har- 
old Neuhof; “Brain Injuries," Dr. Foster Ken- 
nedy; and “Spine Injuries,” Dr. Byron Stookey. 

A recent editorial in the Journal of the Medical 
Society of the County of New York provoked com- 
ment in several New York City newspapers. 
“Using the Emigre Doctor" was the title of this 
excellent piece. It began: “As a result of mili- 
tary requirements, civilian America faces an im- 
minent shortage of medical men. Yet at least 
1,500 physicians, some of them graduates of 
Europe’s leading medical schools, are vegetating 
in idleness, barred from the practice of their pro- 
fession and unable to serve the country which has 
given them refuge and the cause in which they be- 
lieve. Common sense, as well as the American 
tradition of opportunity, demands that we utilize 
this skill which, is now going to waste and of which 
the nation has need."* 

The Hermann M. Biggs Memorial Lecture, 
which is held annually in Hosack Hall at The 
New York Academy of Medicine under the aus- 
pices of the Committee on Public Health Rela- 
tions, will be delivered this year on Thursday, 
April 2, at 8:30 p.m. by Dr. James S. McLester, 
professor of medicine at the University of Ala- 
bama, chairman of the Council on Foods and 
Nutrition of the American Medical Association, 
and chairman of the Subcommittee on Medical 
Nutrition of the National Research Council. 
The lecture, “Nutrition and the Nation at War,” 
is open to the general public. 


gan Community Health Project of the W. K. 
Kellogg Foundation at Battle Creek, Michigan. 
• The supervisors studied medical service, 
county government, education and home eco- 
nomics, welfare, library service, and democratic 
process under the auspices of the Institute. The 
New York State Department of Health co- 
operated with Syracuse University in sponsoring 
the Institute. Units of the University which 
conducted various sessions include the Maxwell 
School of Citizenship and Public Affairs, College 
of Medicine, School of Library Science, School of 
Speech, College of Home Economics, and School 
of Extension. 

Dr. John B. Alsever, Syracuse, recently left for 
Washington, D. C., where he will supervise the 
establishment of plasma banks throughout the 
United States. Dr. Alsever, a member of the 
faculty of the College of Medicine, Syracuse Uni- 
versity, will serve as technical consultant to the 
medical division of the Office of Civilian Defense. 

Dr. Alsever has done considerable research in 
the use of plasma. In the January 15, 1941, 
issue of the Journal there was published an 
article by Dr. Alsever and Dr. Robert B. Ainslie 
entitled “A New Method for the Preparation of 
Dilute Blood Plasma and the Operation of a 
Complete Transfusion Service." 

Queens County 

On February 24 a dinner at the Forest Hills 
Inn preceded the meeting in the Medical Society 
Buildinnr. The scientific Droeram included a talk 


Niagara County 

The county society is sponsoring jointly with 
the Nutrition Committee and the Civilian De- 
fense Council an extensive nutrition program for 
Niagara Falls. 

Oneida County 

The growth of the colony system of treating 
mental defectives was recently explained by Dr. 
Ward W. MUlias, clinical director of the Rome 
State School, to the Utica Academy of Medicine. 

Advances in aiding and restoringthe hearing of 
deaf persons were explained by Dr. Samuel J. 
Kopetzky, president of the Medical Society of the 
State of New York, and members of the staff of 
the research department of the New York Poly- 
clinic Hospital. 

Persons suffering from deafness must be treated 
from a psychologic angle, he said, since a de- 
pressive condition results not generally found in 
blind people. He also urged all doctors to re- 
spond to the call for medical service in the armed 
forces. 

Onondaga County 

Thirty members of boards of supervisors from 
Allegany, Barry, Eaton, and VanBuren counties in 
Michigan were guests of Syracuse University at a 
one-week institute which began on February 23. 

It was conducted as a contribution to the Michi- 

* Italics oars. 


Building. The scientific program included a 
by Dr. Harry Gold on “The Circulation m 
Pneumonia.” Dr. Norman Plummer spoke on 
“Specific Therapy of Pneumonia,” and Dr. Mc- 
Keen Cattell, on “The Pharmacology of the 
Sulfonamides.” . r . 

A sound motion picture entitled Thuinos Up 
was shown before the addresses. The picture is 
sponsored by the British War Relief Society, 
Inc., and is the classic film portrayal of war and 
relief and demonstrates with dramatic force the 
violence of total war. It follows the tram o 
brutal Nazi aggression across the whole face oi 
Europe, starting in Poland and driving ruthlessly 
through tragic scenes which reach their climax at 
Dunkerque, with its epic violence and heroism. 
Against this flaming background, the humani- 
tarian work of the British War Relief Society is 
silhouetted. Lowell Thomas is the commentator. 

Richmond County 

Dr. William H. Best, deputy health com- 
missioner, was one of two speakers at a meeting 
of the county society on February 11 in the 
Health Center, St. George. . 

Dr. Best tola the doctors that in the entire city 
last year there were 363 diphtheria cases ana ■ 
deaths, including 33 cases and 4 deaths on t 
Island. . „ . 

“The present diphtheria situation on otaien 
Island is grave enough to require the combine 
efforts of the practicing physicians and all pu 
lie and private agencies concerned directly or in- 
directly with the health and welfare of our 
children,” he said. . . ,, 

The other speaker, Dr. Michael Anteii, 
borough health officer, announced plans for a 
diphtheria control campaign on Staten Island. 
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Tioga County 

See page 557 for postgraduate lectures. 
Schenectady County 

At the regular meeting held on March 3 the 


business session was followed by an address on 
"Blood and Plasma Transfusions — General Con- 
siderations.” The speaker was Dr. August 
Korkosz, director of the Blood Bank of the Ellis 
Hospital, Schenectady. 


Deaths of New York State Physicians 


Name 

Age 

Medical School 

Date of Death 

Residence 

Charles H. DeLancey 

75 

P. & S. N. Y. 

February 

10 

Brooklyn 

George R. DeSilva 

86 

N. Y. Univ. 

February 

18 

Catskill 

Adolph V. P. Fardelmann 

4S 

L. I. C. Hospital 

February 

16 

Brooklyn 

David S. Fettes 

61 

L. I. C. Hospital 

February 

16 

Brooklyn 

Stanley F. Goldman 

33 

N. Y. Univ. 

February 

24 

Bronx 

Carl Goldmark 

66 

P. & S. N. Y. 

February 

19 

Manhattan 

George W. McSweeney 

52 

Fordham 

December 

25 

Bronx 

William J. Ryan 

52 

Albany 

February 

20 

Pomona 

Samuel P. Sobel 

59 

P. & S. N. Y. 

February 

14 

Manhattan 

Irving D. Steinhardt 

63 

P. & S. N. Y. 

February 

25 

Manhattan 

Thomas Tito 

72 

Naples 

February 

26 

West New Brighton 

Elliott Washburn 

71 

Harvard 

February 

17 

Brooklyn 

Dan H. Witt 

51 

Virginia 

February 

15 

Manhattan 


WORK, BUT SING TOO! 

Flung and pushed about as so many of us are 
at this time, it is brought home to us with great 
emphasis that one of the few important posses- 
sions to treasure and guard zealously is mental 
and spiritual poise. From the time we arise to 
the moment we fall asleep, by radio and news- 
paper, in conversation and in conferences, at our 
wor k, yes, and at our lodge and club meetings, 
at the theater, and. even in church, we are not 
only bombarded with friendly ana unfriendly 
propaganda, but we are dogged perpetually to 
contribute money liberally, and give our little 
recreation time more and more, as “overtime,” 
t0 defense and war activities. 

This is inevitable of course. It must be that 
we shall all work hard together. Our President 
jound it necessary to warn us that we are not 
neginrung to produce enough, and that we must 
abor longer hours. As good citizens we must 
Put our savings into Defense Bonds, we must 
e fP “ e en our enthusiasm and our neighbor's 
ntnusiasm, all bent toward achieving the success 
> democracy’s cause — more than even that, 
democracy’s life. 

.And ud this time not a word is uttered about 
cepmg mentally well, by not overworking our 
motions but by taking time out to play, to 

tirrn w ““ children, and even to pray. It is no 
su? e ’f We are tfdd, to be cautious; but it is still a 
.1' lr °Bi sanity to insanity. It is very easy to 
„ a P,Bbuer the strain of excitement, to spin about 
e ramble over the cliff of sanity. The climb 
Dack from the bottom is hard. . . . . 

—K. P. H. Wilson, R.N., 
in Mental Hygiene News 


"DEATH TAKES HOLIDAY” 

“There never was a time, probably, when so 
many events reflect the remarkable scientific 
advances in medical practice. Following are 
very brief excerpts from recent Science News: 

“Deaths from acute appendicitis with perfora- 
tion or rupture of the appendix have been reduced 
to less than five out of every 100 by the use of 
sulfathiazole in addition to immediate opera- 
tion 

“Patients, with broken bones in which the skin 
and other tissues are also broken open and in- 
fected with germs, a common condition in war 
injuries and automobile accidents, may be saved 
by sulfanilamide crystals implanted in the 
wounds 

“Wounds heal poorly after an operation and 
are likely to break open when the patient has 
been getting too little vitamin C, the vitamin 
found in tomatoes, citrus fruits and other fruits 
and vegetables 

“A new supplementary instrument to help the 
surgeon look into the body and actually see an 
appendix or a bleeding stomach ulcer before he 
operates has been announced. 

“Synthetic antibleeding vitamin K acts so 
swiftly that within two hours after giving it pa- 
tients previously in danger of fatal hemorrhage 
can be safely operated on 

“That a decline in pneumonia deaths during an 
influenza epidemic occurred, for the first time on 
record, during the winter of 1940-41, is an- 
nounced by the Metropolitan Life Insurance 
Company. Sulfa drug treatment seems to have 

largely replaced serum treatment ’’ 

— S.C.A.A. News 
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Lorenz J. Brosnan, Esq. 

Counsel, Medical Society of the State of New York 


An Important Amendment to the Education Law 


A S IS well known, the Education Law has 
1 v for many years forbidden the practice of 
medicine by any person who is not lawfully 
licensed or authorized to practice medicine 
within the State of New York. For many 
years, the said Law has contained a section 
providing that its provisions and restrictions 
should not affect or prevent “the practice of 
medicine in a legally incorporated hospital by a 
duly appointed member of the resident staff or by 
an intern while actually serving in a state hos- 
pital or other state institution in which medical 
service is provided.” 

However, while the Law acquiesced in the prac- 
tice of medicine by resident physicians or in- 
terns, it made no attempt to define the qualifi- 
cations of such resident or intern which would 
entitle him to act in such capacity. 

At a recent session of the Legislature, steps 
were taken to incorporate into the Law provi- 
sions whereby a standard of educational train- 
ing is set up as a condition to the practice of 
medicine by interns and resident physicians and 
of work in hospitals by medical students. The 
provision of said section of the Law which was 
enacted with a provision that it should become 
wholly effective July 1, 1942, are, so far as 
relevant, the following: 

“This article (Education Law) shall not be 
construed to affect or prevent the following: 
.... (2) the practice of medicine in a legally 
incorporated hospital by a physician duly 
appointed as member of the resident staff or by 
an intern while actually serving in a state 
hospital or other state institution in which 


medical service is furnished, provided the said 
duly appointed member of the resident staff 
or intern has completed not less than four 
satisfactory courses of at least eight months 
each in a medical school in this countiy or 
Canada registered as maintaining at the time a 
standard satisfactory to the department, or in 
a medical school in a foreign country maintain- 
ing a standard not lower than that prescribed 
for medical schools in this state, or has received 
the degree of bachelor or doctor of medicine 
from some medical school in this country or 
Canada registered as maintaining at the time a 
standard satisfactory to the department, or a 
medical degree or diploma from a medical 
school in a foreign country maintaining a 
standard not lower than that prescribed for 
medical schools in this state, or a license to 
practice medicine in a foreign country issued 
under requirements not lower than those ex- 
acted for a medical license in this state; or ... . 
(10) medical students performing clinical 
clerkships or similar functions in a legally 
incorporated hospital, state hospital, or other 
state institution, provided such students are 
matriculated and enrolled in a medical school 
in this country or Canada registered as main- 
taining at the time a standard satisfactory 
to the department, or in a medical school in a 
foreign country maintaining a standard not 
lower than that prescribed for medical schools 
in this state.’’* 


* Education Law, Section 1262. 


Inquiries 


Y OUR Counsel recently received the follow- 
ing inquiry: 

“Dear Mr. Brosnan: 

“We are very anxious to be absolutely cer- 
tain whenever permission for an autopsy is ob- 
tained at this hospital, that we are living up 
to the letter of the law. We wish to be sure, 
for example, that the person who signs the 
permit is legally entitled to give permission 
for the autopsy and that we, ourselves, do not 
in any way infringe upon the right of the next 
of kin in making our examination. 

“Does the law permit hospitals or medical 
schools in New York State to remove entire or- 
gans or major portions of them for teaching 
purposes or for the building of a pathologic 
museum? If the pathologist is not permitted 
to remove an entire organ as a specimen for 
teaching purposes, is there any way in which 
the autopsy permit may be so worded that he 
is entitled to keep such a specimen? 

“If a patient who comes to the hospital is 
married but is not living with her spouse and 


gives as the next of kin the name of her sister, 
does the sister have a legal right to grant per- 
mission for an autopsy without permission 
from the spouse? , „ 

Yours very truly, 

Your Counsel's reply was as follows: 

“Dear Doctor: 

“I acknowledge receipt of your letter in 
which you make certain inquiries concern- 
ing the law of this state applicable to the 
performance of autopsies. . 

“I believe that Section 2210 of the Penal 
Law establishes in New York State the right 
of a person during his lifetime, by will or other- 
wise, to direct that an autopsy may be per- 
formed on his body. Said Section provides as 
follows: 

“ ‘ Right to direct disposal of one’s own boay 
after death. A person has the right to direct 
the m ann er in which his body shall be dis- 
posed of after his death; and also to direct 
the m ann er in which any part of his body, 
which becomes separated therefrom during 
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his lifetime, shall be disposed of; and the 
provisions of this article do not apply to 
any case where a person has given directions 
for the disposal of his body or any part 
thereof inconsistent with those provisions.’ 
“The Section 2213 of the Penal Law specifi- 
cally provides instances in which an autopsy 
may be performed, and Section 2214 provides 
that any person who participates in the per- 
formance of an autopsy except by authority 
of law, or pursuant to permission given by the 
deceased, is guilty of misdemeanour. Tho 
Section 2213 provides as follows: 

“ ‘The right to dissect the dead body of a 
human being exists in the following cases: 

‘“1. In the cases prescribed by special 
statutes; or, 

“‘2. Whenever a coroner is authorized 
by law to hold an inquest upon a body, or 
upon the written request of the duly consti- 
tuted police authorities of the state, in- 
cluding the department of correction, or of 
a political subdivision of the state with a 
population of more than one hundred thou- 
sand persons, or on behalf of the police 
authorities of a political subdivision of the 
state with a population of less than one 
hundred thousand by request of the state 
department of correction or state police, 
so far as such coroner authorized dissec- 
tion for the purposes of the inquest, or to 
furnish the information desired by said police 
authorities, and no further; or, 

“'3. Whenever and so far as the hus- 
band, wife, or next of kin of the deceased, 
being charged by law with the duty of 
burial, may authorize dissection for the 
purpose of ascertaining the cause of death, 
and no further; or, 

“ ‘4. Whenever any district attorney in 
this state, in the discharge of his official 
duties, shall deem it necessary, he may ex- 
hume, take possession of, and remove the 
body of a deceased person, or any portion 
thereof, and submit the same to a proper 
physical or chemical examination, or analy- 
sis, to ascertain the cause of death, and 
the same shall he made on the order of 
any justice of the supreme court of this 
state, or the county judge of the county 
in which such dead body shall be, which 
order shall be made on the application 
of the district attorney with or without no- 
tice to the relatives of the deceased person 
or to any person or corporation having the 
legal charge of such body, as the court may 
direct. Said district attorney shall have 
power to direct the sheriff, constable, or 
other peace officer in this state, or to em- 
ploy such person, or persons as he may deem 
necessary to assist him in exhuming, remov- 
ing, obtaining possession of, and examining 
physically or chemically such dead body or 
any portion thereof. The expense therefor 
shall be a county charge, to be paid by the 
county treasurer on the certificate of the 
district attorney.’ 

“In addition to the said provisions of the 
venal Law, Section 316 of the Public Health 
Law, in a Section relative to disposition of 
cadavers, provides for the performance of 


autopsies upon unclaimed corpses and for the 
delivery of such corpses to medical colleges 
throughout the state. The said Section pro- 
vides as follows: 

“ ‘Cadavers. 1. Dissection. The persons 
having lawful control and management of 
any hospital, prison, reformatory, asylum, 
almshouse, morgue, or other receptacle for 
corpses not interred, and every under- 
taker or other person having in his lawful 
possession any such corpse for keeping or 
burial may deliver and he is required to de- 
liver, under the conditions specified in this 
section, every such corpse in their or his pos- 
session, charge, custody, or control, not 
placed therein by relatives in the usual 
manner for keeping or burial, to the medi- 
cal colleges, schools or institutes registered 
by the reagents of the university of the 
State of New York as maintaining a proper 
standard, and universities of the state 
authorized by law to confer the degree of 
doctor of medicine and to all other colleges 
or schools incorporated under the laws of the 
state for the purpose of teaching medicine, 
anatomy, or surgery to those on whom the 
degree of doctor of medicine has been 
conferred, and to any university of the 
state having a medical preparatory or 
medical postgraduate course of instruc- 
tion. No corpse shall be so delivered or 
received in case the next of kin, within forty- 
eight hours after death, notifies the per- 
son or institution so delivering or receiving 
the same, that it is desired for interment, 
or of a person who shall have expressed a 
desire in his last illness that his body be 
interred; and in such cases the same shall 
be buried in the usual manner. Any per- 
son claiming any corpse or remains for 
interment as provided in this section, may 
be required by the persons, college, school, 
institute, or university or officer or agent 
thereof, in whose possession, charge, or cus- 
tody the same may be, to present an affidavit 
stating that he is such relative and the 
facts and circumstances upon which the 
claim that he is such relative is based, and 
that the said relative assumes the cost of 
burial, the expense of which affidavit 
shall be paid by the persons requiring it. 
If such persons shall refuse to make such 
affidavit, such corpse or remains shall not 
be delivered to him but he shall forfeit 
his claim and right to the same. Any such 
medical college, institute, school, or univer- 
sity desiring to avail itself of the provisions 
of this section shall notify such persons 
having the control and management of the 
institutions and places heretofore specified, 
and such undertakers and other persons 
having any such corpse in their possession, 
custody, or control in the county where such 
college, institute, school, or university is situ- 
ated, and in any other county in the state in 
which no medical college, institute, school, 
or university is situated, or in which no 
such medical college, institute, school, or 
university desires to avail itself of the provi- 
sions of this section, of such desire, and 
thereafter all such persons shall notify the 
proper officers of such college, institute, 
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school, or university whenever there is any 
corpse in their possession, custody or con- 
trol, which may be delivered to a medical 
college, _ institute, school, or university 
under this section, and shall deliver the same 
to such college, institute, school, or univer- 
sity. If two or more medical colleges, in- 
stitutes, schools, or universities are en- 
titled to receive corpses, under the provi- 
sions of this act and shall have given notice 
as aforesaid, they shall receive the same in 

n ortion to the number of matriculated 
ents in each college, institute, school, or 
university who are pursuing courses of 
anatomy and surgery at the time of making 
the apportionment. The professors and 
teachers in every college, institute, school, 
or university receiving any corpse under this 
section shall dispose of the remains thereof, 
after they_ have served the purposes of 
medical science and study, in accordance 
with the regulations of the local board of 
health where the college, institute, school, or 
university is situated. Every person neg- 
lecting to comply with or violating any 
provision of this section, shall forfeit to the 
local board of health where such non- 
compliance or violation occurred, the sum 
of twenty-five dollars for every such non- 
compliance or violation, to be sued for by 
the health officer of such place, and when 
recovered to be paid over, less the costs 
and expenses of the action, to such board for 
its use and benefits. 

“‘2. Autopsies. The person having law- 
ful control and management of any hospital 
in which a patient has died may order the 
performance of an autopsy upon the corpse, 
unless objection is made to such autopsy by 
the next of kin within forty-eight hours after 
death. In case of unclaimed bodies, the 
aforementioned medical colleges, institutes, 
schools, or universities shall have a priority 
claim to the bodies, for the purpose of 
teaching anatomy. 

“ ‘3. Disposal of remains. In all cases 
in which an autopsy or dissection has been 
made of an unclaimed body, the provisions 
of article one hundred and ninety-eight of 
the penal law requiring the burial of a dead 
body and punishing interference with or 
injuries to it, shall apply equally to the re- 
mains of such body as soon as the lawful 
purposes of such autopsy or dissection have 


been accomplished, except that the persons 
having possession of the dead body may, 
in their discretion, cause it to be either 
buried or cremated, or may retain parts 
of such body for scientific purposes.' 

“In answer to your inquiry concerning the 
removal of entire organs or major portions of 
them by hospitals and medical schools, let me 
state that I believe that where Article 316 
of the Public Health Law is applicable Medi- 
cal Colleges which receive cadavers are en- 
titled to dispose of any portions of the said 
corpses for teaching purposes, or for the 
building of pathological museums. However, 
it should be noted that Section 316 of the Pub- 
lic Health Law only applies in special in- 
stances. In the ordinary case where a con- 
sent to an autopsy is obtained, or where an 
autopsy is authorized by the coroner or 
medical examiner, the law places a specific 
limitation upon the right to dissect a dead 
body. 

“The scope of the autopsy is limited in the 
one case to ‘dissection for the purpose of as^ 
certaining the cause of death and no further, 
and in the other case to 'dissection for the 
purpose of the inquest and no further.' Con- 
sequently, the ordinary rule seems to be that 
the organs must be replaced in the body after 
suitable specimens have been taken for the 
purpose of ascertaining the cause of death. 

“I believe that under Section 2210 the 
Penal Law. set forth above, would permit a 
person during his lifetime to direct that any 
organ, or part of his body, might be dissected 
or preserved for study. In the case, however, 
where the surviving spouse or the next of rin 
authorize an autopsy, strict compliance with 
the wording of the statute would seem to 
forbid the keeping of specimens from a dead 
body, other than necessary for the purpose ol 
ascertaining the cause of death. . 

“Your letter also raises the question as to 
the situation present when the survivin'' 
spouse is separated from the deceased and 
where the sister of the deceased conseni ts. 
Under such circumstances I do not believe i tha 
ordinarily the sister would be entitled to 
consent to the autopsy but feel that the con- 
sent of the surviving spouse to an autopsy 
should be obtained even where the deceased 
and the surviving spouse were separated belore 

death. , _ „ 

Very truly yours, 


CHICAGO SELE CTED FOR 1942 CLINICAL CONGRESS OF THE AMERICAN COLLEGE 


OF SURGEONS 

Because of the war, the thirty-second annual 
Clinical Congress of the American College of 
Surgeons will be held in Chicago, October 19 to 
23, instead of in Los Angeles as originally planned. 
Headquarters will be at the Stevens Hotel, lhe 


twenty-fifth annual Hospital Standardization 
Conference sponsored by the College will De 
held simultaneously. The programs of botn 
meetings will be based chiefly on wartime acti- 
vities. 




The quickly available, powerful stimulation of 
Strophalen (Tosse) is called for in cardiac emer- 
gencies. Strophalen, injected intravenously, acts 
directly upon the heart muscle fibre, imparting 
sudden energy to the flogging organ. The diastole 
is prolonged, so that the pulse becomes less rapid. 
Strophalen tends to regulate the heart beat and 
improve cardiac muscle tone and contractility. 

ALSO FOR CHRONIC HEART CASES 

Strophalen provides the active principle of oua- 
bain-identical in chemical structure and thera- 
peutic action with the glucoside g-strophanthin. 
It is water soluble, fixes in tissue only slightly, is 
eliminated rapidly and has little cumulative tend- 
ency. Hence, Strophalen is notably suited to pro- 
tracted medication in chronic cardiac conditions. 
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News from Capitol Hill 

T. mS r is f j ®6*slative Correspondent report- resistance to their inadequate training and re- 
lng from Capitol Hill in Albany. _ Medically ceive medical commissions in the Army — here ire 
speaking, things have been rather quiet so far — go again, what is good enough for our boys anil 

at least on the surface. We have had no all-out be good enough for us — and all the work we have 

f mi t a , uxl la T r y ac tion against any particular done to show that they are not educated to carry 
°! u ; In fact, I was looking hopefully for some on the practice of medicine as they wish will be 

high, wide, and handsome bills on the subject of for nought. A pass key may be slipped nn the 

defense, but nine out of ten of the ones we are back door in the form of an executive order that 

interested in have come along on the “business as would amend the National Social Security Law 

us y a ”’, basis- to allow S3.00 a day for hospital services. 

Don t let that make you feel I am bored with And now, because all reporters have a yen to 
mv job; it is all new — all different — and all be commentators, I want to urge you to look 

interesting as far as I am concerned. ahead to your own future. Capitol Hill can be 

We are interested in the passage of the X-Ray compared to Vesuvius. Though legislation is 

Bill introduced by Dr. Muzzicato (S. Int. 6S0 the final eruption, look at what precedes that 
Muzzicato — A. Int. 1016 Sullivan). This limits earthquake. Our husbands are going to war in 
the use of x-ray for diagnosis to doctors, dentists, ever-increasing numbers; our taxes are more 
and chiropodists. Then, there are a few bills than we have ever known them to be. When it 
that are being actively opposed by the Medical is all over, our men will come back to practices 
Society. One proposes to increase the time limit that are gone. Can’t you see that the time will 
for malpractice suits from two to six years be ripe for the government to say: “Here I’ll 
(S. Int. 66 Feinberg — A. Int. 61 Reoux) . Almost give you S2.500 a year and maintenance, or §5,000 
anyone can fall apart in six years and a good if you are a specialist, to work for me?” And 

lawyer could facilitate the process. Then there without any kick at all a large number of our 

is a bill (A. Int. 308 — Austin) to allow physical doctors will jump at it as the quickest, easiest 
therapeutists to practice without the supervision way to be self-supporting again. The taxes will 
of a do'ctor. This is certainly not in the interests stay up. Oh, they will take off some of the spec- 

of public health, for it would allow a physical tacular ones on cosmetics and the movies, 

therapeutist who has had no medical education Don’t forget we never lost the income tax after 
to make diagnoses and would encourage the the last war! So, we keep our taxes and we 
public to diagnose its own ailments. take state medicine with hardly a quiver. I.egis- 

For those who were under the impression that lation will prove just the final amen to that 
socialized medicine died with the defeat of the chapter. 

Wagner Bill and certainly would not be resur- Ts that logical? It is a possibility? Is it far- 
rected now that its author is in the army, let me fetched? Ask for yourself. Find out if any plans 
point out that Mr. Gittleson (A. Int. 153) rattles are being considered in your locality. Our 

the skeleton. His bill for state medicine, called greatest sacrifices will come after the war is won; 

by Haven Emerson the only pure state health when help must be provided by the medical so- 
plan. has been introduced for the fifth time into cieties to the returning doctor lest he be forced 
the Assembly. to sell his birthright of free competitive medicine 

It lias been pointed out to us that while we in for the proverbial mess of potage — state control. 

Albany have been vigilantly guarding the front Let organized modieine look to the peace as well 

door to organized medicine, various factors in as the war. 

Washington are at work to open the back door. Mbs. Alfred L. Madden 

Should the chiropractors be able to break down Chtinnan of Legislation 


General News 


The Midwinter Executive Board Meeting of 
the State Auxiliary was held at the DeWitt 
Clinton Hotel in Albany on February 16 and 17. 
A social hour preceded the dinner on Monday 
night. At 8: 00 p.m. a large group of the auxiliary 
members attended a session at the legislature. 
On Tuesday the Executive Board Meeting was 
held, Mrs. George B. Adams graciously presiding. 
Fine reports were read from the standing com- 
mittees and the county presidents. 

The Annual Convention of the Woman’s 
Auxiliary to the Medical Society of the State of 
New York will be held on April 27, 28, 29, and 30 
§ t the Waldorf-Astoria Hotel, New York City. 


Headquarters will be in the Starlight Roof. All 
doctors’ wives, whether members of an auxiliary 
to a county society or not, are urged to register 
at the Registration Desk in the corridor 
eighteenth floor, Starlight Roof, and are cordially 
invited to participate in all parts of the program. 

Don’t forget the National Convention . — Haddon 
Hall will be the headquarters for the Annual 
Meeting of the Woman’s Auxiliary to the 
American Medical Association, which will be 
held in Atlantic City, New Jersey, June 8 to 12. 

Requests for reservations should be sent im- 
mediately to Haddon Hall, Atlantic City, New 
Jersey. 
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No Lack 
in Biolac! 

W ITH THE sole exception of vitamin C, Biolac pro- 
vides completely for the formula needs of normal 
infants throughout the entire bottle period. From the 
time when infants consume a full quart of formula per 
day, here’s how certain essential food factors supplied 
by Biolac feedings compare with the minimal nutri- 
tional requirements recognized by the U. S. Food and 
Drug Administration. 




MINIMAL 

REQUIREMENTS 

BIOLAC 

FEEDINGS 

PROTEIN (gms./lb. body weight) . . . 

1.4 to 1.8* . 

. . 2.2t 

CALCIUM (gms./day) 

1.0* . 

. . 1.0 

IRON (mgms./lOO calories) 

. 0.75 . 

. . 1.25 

VITAMIN A (U.S.P. Units/day) , . . 

. 1500. . 

. . 2500. 

VITAMIN Bi (U.S.P. Units/day) . . . 

. 83. . 

. . 85. 

VITAMIN Bz (mgms./day) 

. 0.5 . 

. . 2. 

VITAMIN D (U.S.P. Units 100 calories) 

. 50. 

. . 63. 


*The Food & Drug 1 Administration has not promulgated minimum require- 
ments for protein and calcium in infancy. The values shown are those 
recommended by the National Nutrition Conference. 

fWhen Biolac formulas are fed in the amount of 2V6 fl. oz./lb. body u eight. 

Biolac is prepared from whole milk, skim milk, lactose, vitamin B x> concentrate of vita- 
mins A and D from cod liver oil, and ferric citrate. Evaporated, homogenized, sterilized. 
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Roentgen Diagnosis of the Extremities and 
Spine. By Albert B. Ferguson, M.D. Enlarged 
first edition. (Volume 17 of Annals of Roent- 
genology, A Series of Monographic Atlases.) 
Quarto of 462 pages, illustrated. New York, 
Paul B. Hoeber, Inc., 1941. Cloth, S12. 

The Autonomic Nervous System. Anatomy, 
Physiology, and Surgical Application. By James 
C. White, M.D., and Reginald H. Smithwick, 
M.D. Second edition. Octavo of 469 pages, 
illustrated. New York, Macmillan Company, 
1941. Cloth, $6.75. 

Communicable Disease Control. A Volume 
for the Health Officer and Public Health Nurse. 
By Gaylord W. Anderson, M.D., and Margaret 
G. Amstein, R.N. Octavo of 434 pages. New 
York, Macmillan Company, 1941. Cloth, $4.25. 

The 1941 Year Book of Pathology and Im- 
munology. Pathology edited by Howard T. 
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illustrated. Chicago, The Year Book Publishers, 
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Surgery of Modem Warfare. By Sixty-Five 
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Modern Education. By Charles E. Skinner and 
Philip L. Harriman, Editors. Octavo of 522 
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Woman’s Personal Hygiene, Modern Meth- 
ods and Appliances. By Leona W. Chalmers. 
Octavo of 192 pages, illustrated. New York, 
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I’m Gonna Be a Father! By Bob Dunn (With 
a Little Assistance from His Wife). Octavo. 
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Medical Leaves: A Review of the Jewish 
Medical World and Medical History. Volume 
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Organization and Administration of Group 
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and Katharine G. Clark. Octavo of 109 pages. 
Boston, Joint Committee of the Twentieth 
Century Fund and the Good Will Fund and 
Medical Administration Service, Inc., 31 Milk 
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Prepayment Plans for Medical Care. By 
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tury Fund and the Good Will Fund and Medical 
Administration Service, Inc., 31 Milk Street, 
194L Paper, S0.25. 

The Doctors Mayo. By Helen Clapesattle. 
Octavo of 822 pages, illustrated. Minneapolis, 
University of Minnesota Press, 1941. Cloth, 
S3.75. 

The Microbe’s Challenge. By Frederick 
Eberson, M.D. Quarto of 354 pages. Lan- 
caster, The Jaques Cattell Press, 1941. Cloth, 
S3.00. 

Acute Alcoholic Intoxication: A Critical Re- 
view. By Henry W. Newman, M.D. Octavo 
of 207 pages, illustrated. Stanford University, 
Stanford University Press, 1941. Cloth, S2.o0. 

Neuroanatomy. By Fred A. Mettler, M.D. 

8 un.rto of 476 pages, illustrated. St. Louis, 

. V. Mosby Company, 1942. Cloth, $7.50. 

The Blood Bank and the Technique and 
Therapeutics of Transfusions. By Robert A. 
Kilduffe, M.D., and Michael DeBakey, M.p. 
Octavo of 558 pages, illustrated. St. Lows, 
C. V. Mosby Company, 1942. Cloth, $7.o0. 

The Medical Clinics of North America. 
Chicago Number. Volume 26, Number 1- 
Octavo of 313 pages, illustrated. Philadelphia, 
W. B. Saunders Company, 1942. Cloth, S3.Q0- 

Clinical Roentgenology of Pregnancy. By 
William Snow, M.D. Quarto of 178 pages, 
illustrated. Springfield, Charles C. Thomas. 
Cloth, S4.50. 

Diabetes Mellitus. By Zolton T. Wirt- 
schafter, M.D., and Morton Korenberg, M.JJ. 
Octavo of 1S6 pages. Baltimore, Williams & 
Wilkins Company, 1942. Ciotb, $2.50. 

A Hand-Book of Ocular Therapeutics. By 
Sanford R. Gifford, M.D. Third edition. 
Octavo of 410 pages, illustrated. Philadelphia, 
Lea & Febiger, 1942. Cloth, S4.00. 
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M.D. Duodecimo of 432 pages, illustrated. 
Chicago, The Year Book Publishers, 1941. 
Cloth, S3. 00. 

Business Procedures. By Perry R. Taylor. 
Octavo of 109 pages. Boston, Joint Committee 
of the Twentieth Century Fund and the Good 
Will Fund and Medical Administration Service, 
Inc., 31 Milk Street, 1941. Paper, S0.25. 

Organization and Administration of Group 
Medical Practice. By Dean A. Clark, M.D., 
and Katharine G. Clark. Octavo of 109 pages. 
Boston, Joint Committee of the Twentieth 
Century Fund and the Good Will Fund and 
Medical Administration Service, Inc., 31 Milk 
Street, 1941. Paper, S0.25. 

Prepayment Plans for Medical Care. By- 
Franz Goldmann, M.D. Octavo of 60 pages. 
Boston, Joint Committee of the Twentieth Cen- 
tury Fund and the Good Will Fund and Medical 
Administration Service, Inc., 31 Milk Street, 
1941. Paper, S0.25. 

The Doctors Mayo. By Helen Clapesattle. 
Octavo of 822 pages, illustrated. Minneapolis, 
University of Minnesota Press, 1941. Cloth, 
$3.75. 

The Microbe’s Challenge. By Frederick 
Eberson, M.D. Quarto of 354 pages. Lan- 
caster, The Jaques Gattell Press, 1941. Cloth, 
S3.00. 

Acute Alcoholic Intoxication: A Critical Re- 
view. By Henry W. Newman, M.D. Octavo 
of 207 pages, illustrated. Stanford Univereity, 
Stanford University Press, 1941. Cloth, S2.50. 

Neuroanatomy. By Fred A. Mettier, M.D. 
uarto of 476 pages, illustrated. St. Louis, 

. V. Mosby Company, 1942. Cloth, $7.50. 

The Blood Bank and the Technique and 
Therapeutics of Transfusions. By Robert A. 
Kilduffe, M.D., and Michael DeBakey, M.D. 
Octavo of 558 pages, illustrated. St. Louis, 
C. V. Mosby Company, 1942. Cloth, $7.50. 

The Medical Clinics of North America. 
Chicago Number. Volume 26, Number 1- 
Octavo of 313 pages, illustrated. Philadelphia, 
W. B. Saunders Company, 1942. Cloth, S3.00. 

Clinical Roentgenology of Pregnancy. By 
William Snow, M.D. Quarto of 178 pages, 
illustrated. Springfield, Charles C. Thomas. 
Cloth, S4.50. 

Diabetes Mellitus. By Zolton T. Wirt- 
schafter, M.D., and Morton Korenberg, M.D. 
Octavo of 186 pages. Baltimore, Williams * 
Wilkins Company, 1942. Cloth, $2.50. 

A Hand-Book of Ocular Therapeutics. By 
Sanford R. Gifford, M.D. Third edition. 
Octavo of 410 pages, illustrated. Philadelphia, 
Lea & Febiger, 1942. Cloth, S4.00. 

[Continued on page 570] 
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REVIEWED 


The Spectacle of a Man. By John Coignard. 
Octavo of 252 pages. New York, Duell, Sloan 
and Pearce, 1941. Cloth, S2.50. 


A physician, a psychoanalyst, writes a novel. 
I he theme is love. The patient, a male neu- 
rotic, falls in love with a beautiful woman. This 
new experience and his reactions to it constitutes 
the chief attraction of the novel. The author 
employs the method of psychoanalysis. The 
patient who is obsessed with many phobias re- 
mains under treatment for one year and recovers 
The manner in which psychoanalysis is applied to 
explain dreams and other symptoms of the 
patient will doubtlessly interest many a lay 
reader. It is a clever piece of work. 


Joseph Smith 


Fatal Partners: War and Disease. By Ralph 
H. Major, M.D. Octavo of 342 pages, illus- 
trated. Garden City, Doubleday-Doran & 
Company, 1941. Cloth, S3.50. 

Rare it is that a book submitted for review is 
read from cover to cover. 


ol typhoid fever. Out of it all came anti- 
typhoid vaccination and regulatory control of 
yellow fever and malaria. 

Shell shock, trench fever, typhus fever, ga 3 
gangrene, tetanus, war edema, Spanish in- 
fluenza: these were outstanding medical prob- 
lems of the first World War. 

The_ Spanish Civil War brought the story of 
exceptional cruelty among brothers but gave us 
the new Winnett Orr-Truetta treatment of 
wounds and the airplane ambulance. Row 
World War II gives us shell shock, "shelter 
fever,” and the brilliant sulfonamide treatment 
of infections and wounds. 

War and disease are indeed fatal partners. 
Fortunate the world if any remediable measures 
emerge from the Hell! 

Frank Bethel Cross 

Effective Living. By C. E. Turner, A. II., and 
Elizabeth McHose, M.A. Octavo of 432 pages, 
illustrated. St. Louis, C. V. Mosby Company, 
1941. Cloth, S1.90. 


Here is the exception. Furthermore, it will 
be so read by anyone who picks it up. The 
reader is certain to be carried along by its 
popular style, enriched with historical fact, 
colorful anecdote, and the atmosphere of war 
and conquest. 

No attempt is made to prove any thesis that 
great discoveries emerge from the tragedy of war. 
Instead, Major states the medical problems as- 
sociated with the wars of the past, throwing light 
on aspects of warfare differing from its technic 
and tactics. 

The volume opens with a chapter on Greece 
and Rome and their respective wars and pes- 
tilences: the plague of Athens (probably 

typhus) of the Peloponnesian War, and the 
smallpox of the Mesopotamian campaign that 
returned to ravage the Roman empire for fifteen 
years. 

The eight Crusades (1096 to 1292) spread 
loathsome leprosy, resulted in decimating out- 
breaks of scurvy but, on the other hand, lead 
to the development of hospitals of the Knights of 
St. John, those Knights Hospitallers whose 
splendid work of mercy has carried down to the 
present time. 

The gunpowder era elevated the common foot 
soldier, changed the type of battle wounds, and 
gave us the surgical teachings of Berengarius, 
Paracelsus, and Galen. 

The Thirty Years’ War developed frightful 
epidemics of typhus and plague, these playing 
a large part in the sad tale of plunder, pillage, 
and pestilence. Napoleonic wars produced out- 
breaks of trachoma, bubonic plague, scurvy, 
typhus, and typhoid but also gave to the world 
Larrey and his “ambulances volantes.” 

The Crimean War developed the nursing of 
Florence Nightingale, and the one battle of 
Solferino resulted in the humanitarian organiza- 
tion of the Red Cross of Henry. Dunant (1863). 

Intensive study of the epidemiology of typhoid, 
malaria, and yellow fever followed our Spamsh- 
American War and the Boer War with its ravages 


This is a book primarily designed for use in the 
teaching of health education to a group of high- 
school age. The salient features of both personal 
and community hygiene are well presented. 
Without too much debate, a sufficient account 
is given of such basic subjects as anatomy, 
physiology, etc., to enable the student to ration- 
alize his information on the subject matter pre- 
sented. Controversial items are so treated that 
extreme opinions are eliminated. 

F. L. Moore 

Masochism in Modem Man. By Theodor 
Reik. Translated by Margaret H. Beigel and 
Gertrud M. Kurth. Octavo of 439 pages. New 
York, Farrar & Rinehart, Inc., 1941. Cloth, 
S4.00. 

Masochism was first used to describe a sexual 
aberration — a perversion that Freud called the 
most frequent and most signjficant of all per- 
versions, one in which an individual gets satis- 
faction by assuming a most passive relation to 
the partner^ experiencing pain, suffering, and 
humiliation at the same time. However, the 
term has assumed a much broader implication, 
and it is now also used to describe a particular 
attitude toward life or a type of social behavior 
in which the individual seems to enjoy one s own 
suffering, dependency, or helplessness. Masoch- 
ism, therefore, has outgrown its narrower sexual 
meaning, in which one derives satisfaction from 
one’s love life in physical or mental pain, and is 
now used to describe the social situation in which 
a person unconsciously strives for physical or 
psychic pain, voluntarily submitting to suffering, 
and apparently deliberately accepting sacrifices, 
shame, humiliation, and disgrace. _ 

The author has been a friend and associate of 
Freud for many years. He has included the 
views of Freud, as well as his own, regarding 
this rather perplexing mental mechanism of 
getting satisfaction from suffering. He sheds 
(Continued on page 572) 
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DEFINITE TREATMENT • FIXED CHARGE • MINIMUM HOSPITALIZATION 

for Chronic Alcoholism, and Drug Addiction 

CHARLES B. TOWNS HOSPITAL 

Serving the Medical Profession 

293 Central Park West, New York for over 40 years Telephone: SChyler 4-0770 


TERRACE HOUSE 

for ALCOHOLISM 

V private sanatorium offering a specific treatment for alcoholism, 
formulated to relievo the craving for alcohol and with re-education 
working toward permanent abstinence. Homelike surroundings. 
Competent medical and nursing care. 16 miles from Buffalo. 
Moderate rate*-— Enquiries invited 

«4 Maple St. ■ East Aurora, N. Y. • Phone 784 


BRIGHAM HALL HOSPITAL 

AT CANANDAIGUA, N. Y. 

FOR MENTAL AND NERVOUS PATIENTS. An un- 
instxtutional atmosphere. Treatment modern, scientific, 
individual. Moderate rates. Licensed by Dept, of Men- 
tal Hygiene. (See also our advertisement in the Medical 
Directory of N. Y , N. J. and Conn.) Address inquiries to 
MARGARET TAYLOR ROSS, M.D., Physician-in-Charge 


REMEMBERING NAMES 


Doctors meet more people — at least more than the 
rank and file of persons and perhaps more than many busy 
business men. 

A good percentage of the profession have an almost 
uncanny knack for remembering the names of their 
patients even after just the first visit and after long inter- 
vals between visits. The patient expects his physician to 
show a discriminating interest in him, regardless of how 
large a practice the doctor may have. The most flatter- 
ing thing to a layman is to be recognized by name 
as well as by ailment the minute he or she steps mto the 
office. 


CREST VIEWY 7Z. 

SANITARIUM g r eenwich 

For Nervous, Mildly Mental, Digestive and Cardiovascu- 
lar. cases, and special care for ELDERLY PATIENTS, 
lluiet, refined, homelike. 25 miles from N. Y. City. 
Moderate rates. 

V- ST. ci*m HITCHCOCK. « o . Direrlor 

275 NORTH MAPLE AVE., GREENWICH, CONN. 


According to a writer giving advice on introducing 
people — in Europe, people always repeat their own 
names after an introduction. If you form the habit of 
working in the name of your new patient in the first few 
minutes of conversation, you will be training yourself to 
remember names. 

There are few more valuable talents in life if one 
wishes to be successful. The sound of a person’s own 
name is one of the sweetest he can hear — written it 
should be spelled correctly and spoken it must be pro- 
nounced nght, for nothing is more damaging than to 
garble another’s name. 


WEST HILL 

Veit 252nd St. and Field* ton Road 
RiTerdole-on-Hudson, New York City 
For oerroas, mmtxl, drag and alcoholic patients. The tanitanazn is 
beautifully located in a private park of tea acres. Attractive cottage*, 
scientifically air-conditioocd. Modern facilities for shock treatment. 
Occupational therapy and recreational activities. Doctor* may direct 
the treatment. Rate* and illustrated booklet gladly sent on request. 

HENRY W. LLOYD, M.D., Physician ,n Charge 
Telephone: Kmgsbrldge 9-8440 


DR. BARNES SANITARIUM 

STAMFORD, CONN. 

45 minutes from N. Y. C. ola Merritt Parkway 
for treatment of Nervous and Mental Disorders, Alcoholism and 
v-onvalescents. Carefully supervised Occupational Therapy. Fa- 
1 1 1 ? 1 1 r Shock Therapy. Accessible location in tranquil, bcau- 
urul hill country. Separate buildings. 

F. H. BARNES, M.D., Med. SupL *Tel. 4-1143 



BRUNSWICK HOME 

A PRIVATE SANITARIUM. Convalescents, postop- 
erative, aged and infirm, and those with other chronic 
and nervous disorders. Separate accommodations for 
nervous and backward children. Physicians’ treatments 
rigidly followed, C. L. MARKHAM, M.D., Supt. 

B'way & Louden Ave., Amity v ill e, N.Y., Tel: 1700, 1, 2 

N. Y. Office— 67 W. 44th Street Tel: MUrrjy HIII2-B323 


LOUDEN-KNICKERBOCKER HALL.'- 

81 LOUDEN AVENUE Tel. Amltyville S3 AMITYVILLE, N. Y. 

A private sanitarium established 1585 specializing in NERVOUS and MENTAL dlv-am. 

Full inf ormation furnished upon request 

JOHN F. LOUDEN Now York City Office JAMES F. VAVASOUB MJ) 

Prssldsnt 67 We»t 44th St., TeL YAnderbllt 6-3731 Phystdsn in Cherts 
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considerable light not only on some forms of 
neurotic and psychotic conduct but also on some 
illogical forms of apparently normal behavior 
not only of individuals but also of certain groups. 
Thus, one may gain some understanding of the 
submission of certain individuals to the will of 
gangsters or of some of the conquered peoples to 
the dictator countries. It may enable us to 
understand the submission of peoples to the 
totalitarian dictatorships. The book may shed 
considerable light in understanding the mental 
mechanisms of the isolationists and others who 
legard as futile any effort to fight the dictators. 

The book is a profound study of a most dif- 
ficult subject. It will receive a cordial welcome 
from all intelligent people. 

Irving J. Sands 

Infantile Paralysis. A Symposium Delivered 
at Vanderbilt University, April, 1941. Octavo 
of 239 pages, illustrated. New York, the Na- 
tional Foundation for Infantile Paralysis, 1941. 
Cloth. 

This book is made up of six lectures delivered 
at Vanderbilt University in April, 1941. Recent 
advances made in the research of acute anterior 
poliomyelitis are discussed by six scientists. 

In the first lecture, Paul F. Clark, Ph.D., of 
the University of Wisconsin, gives a history of 
the disease up to the present time. 

Lecture 2: Charles Armstrong, M.D., of the 
U. S. Public Health Service brings up to date the 
literature and research on its etiology. 

Lecture 3: Thomas M. Rivers, M.D. of the 
Rockefeller Institute, discusses the immunologic 
and serologic phenomena. 

Lecture 4: The pathology and pathogenesis 
are well done by Ernest W. Goodpasture, M.D., 
of Vanderbilt University. 

Lecture 5: John R. Paul, M.D., of Yale, 
discusses and illustrates the ideas evolved on the 
epidemiology of the disease. 

Lecture 6: Treatment and rehabilitation are 
covered by Frank R. Ober, M.D., of Harvard. 

In order to answer intelligently the myriad 
of questions by myriads of patients all physicians 
should become familiar with the contents of this 
little volume. 

Thurman B. Givan 


The importance of keeping senile patients out 
of bed, whenever possible, is emphasized, psychic 
as well as physical benefit being often obtained. 

A chapter on tuberculosis in old people by 
Leroy S. Peters calls attention to the fact that 
this disease is not uncommon and is readily over- 
looked. 

The book shows the great interest of the author 
in the problems of old people, and an extensive 
bibliography supports Ms statements. 

W. E. McCollom 

Sulfanilamide and Related Compounds in 
General Practice. By Wesley W. Spink, .M.D. 
Octavo of 256 pages. Chicago, Year Book Pub- 
lishers, 1941. Cloth, S3.00. 

The Year Book Publishers are establishing a 
reputation for excellent books at low cost. We 
have previously had an opportunity to review 
very favorably their books on Endocrinology 
and Vitamin Therapy. Now comes Spink's ex- 
cellent compend on sulfonamide therapy. This 
little volume contains a digest of most of the ex- 
cellent work done by numerous workers and the 
author himself. There is even a section on 
sulfadiazine and sulfaguanidine which brings the 
volume right up to date. It cannot be too 
warmly recommended. 

Andrew JM. Babey 

Handbook of Anaesthetics (Formerly Ross and 
Fairlie). Revised by R. J. Minnitt, M.D. 
Fifth edition. Duodecimo of 364 pages, illus- 
trated. Baltimore, Williams & Wilkins Com- 
pany, 1940. Cloth, $4.00. 

The fifth edition of tips excellent handbook has 
been brought up to date by the extensive knowl- 
edge of Dr. Minnitt. It is essentially a practical 
book for the beginner seriously interested m the 
specialty of anesthesiology. Although many 
details of information are useful to the expert, he 
is likely to find that most of the material is 
rather elementary and simplified. The photo- 
graphs and diagrams are plentiful and are of ex- 
cellent quality. The small size of the book and 
excellent arrangement of the contents help to 
make this a good vade me cum for the intern and 
resident in anesthesiology. 

Barnett A. Greene 


The Care of the Aged (Geriatrics). By Hal- 
ford W. Thewlis, M.D. Third edition. Octavo 
of 579 pages, illustrated. St. Louis, C. V. Mosby 
Company, 1941. Cloth, $6.00. 


The first edition appeared in 1919, and it has 
been seventeen years since the second one was 
published. 

The book is divided into five sections; general 
considerations, miscellaneous medical problems, 
specific infections, noninfectious diseases, and 
pathologic conditions in o.ld age. These sub- 
jects are fully discussed. 

The public and medical neglect of the aged is 
commented upon and, in discussing the value of 
old age, an interesting account is given of the 
accomplishments late in life of many famous 
people. “One purpose of this volume is to stimu- 
late physicians to look upon the old as still 
necessary to civilization and to stimulate the 
aged to carry on.” 


A Text-Book of Pathology. Edited by E. T. 
Bell, M.D. Fourth edition. Octavo of Ml 
pages, illustrated. Philadelphia, Lea & Febiger, 
1941. Cloth, S9.50. 

This fourth edition of a Text- Book of Pathology 
is a timely contribution to the subject. Although, 
departing in some beliefs and concepts that are- 
held by other authors somewhat more orthodox, 
it nevertheless expresses the current thoughts 
clearly, concisely, and acceptably. 

Many additions and important revisions have 
been made, bringing the work up to date. iae 
illustrations are excellent and abundant and 
impress clearly on the mind points emphasized 
in the text. At the end of each chapter is a 
bibliography which, while not too cumbersome, 
offers a key to literature of the subject discussed. 
As a textbook for students and practitioners it 
should be placed in the first rank and find an 
enthusiastic welcome. 

Max Lederer 
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Editorial 

The Annual Meeting 


Now for the first time in five and twenty 
years the annual meeting of the Medical 
Society of the State of New York, set for 
April 27-30 in the City of New York, 
will be held with the nation at war. 
Many of our members are already in the 
services, more are being called. Upon 
those who remain at their civilian posts a 
tremendous responsibility rests, and a 
burden of work which will tax everyone 
to the limit of his or her physical, finan- 
cial, and mental ability. For this is a 
total war. 

As might be expected, the general 
session which opens Tuesday, April 28, 
will deal with military medicine, Col. 
Chas. M. Walson, M.C., Surgeon, Second 
Corps Area, presiding, with Dr. Samuel 
Adams Cohen representing the metro- 
politan New York Chapter of the Associa- 
tion of Military Surgeons of the United 
States. 

Major General James C. Magee, sur- 
geon general, U. S. Army, will speak on 
the transition of civilian doctors to the 
status of medical officers of the army. 
Col. Leonard G. Rowntree, chief medical 
officer of the National Selective Service 
Administration, will tell of lessons learned 
from physical examinations of regis- 
trants. Dr. George Baehr, chief medical 
officer, Office of Civilian Defense, will 
talk about the physician’s role in the 
civilian defense program. 

Following the first general session on 
Tuesday, April 2S, the one hundred and 
thirty-sixth annual meeting of the Society 


will be formally launched at the banquet 
to be held in the ballroom of the Hotel 
Waldorf-Astoria at 7:00 p.m. The Presi- 
dent of the United States, the Governor 
of the State of New York, the Mayor of 
the City of New York, and high-ranking 
representatives of the Army, Navy, and 
their Medical Corps, and of the Selective 
Service have been invited to attend. 
Owing to wartime demands, the Presi- 
dent has been unable to accept the in- 
vitation, and a number of acceptances 
are necessarily tentative. However, sig- 
nificant addresses will be heard. 

Anesthesia, industrial dermatoses, and 
a symposium on diseases of the chest will 
complete the first day’s scientific session. 
A more than usually interesting display 
has been arranged by our friends the ex- 
hibitors who, even in this first year of war 
with priorities challenging their ingenuity, 
stand by us as they always have in the 
past under all conditions. We urge that 
all physicians who come to the meeting 
make it their business to examine the 
exhibits carefully. It will be to their in- 
terest to do so, since no one can tell what 
the forthcoming year will hold in store in 
the matter of shortages, even of necessary 
medical apparatus and supplies of all 
sorts. 

The -entire program is printed else- 
where in this issue and includes such high 
lights as a symposium on lupus erythe- 
matosus, and one on the various diar- 
rheas; a joint meeting of the section on 
medicine with the section on surgery; and 
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an interesting presentation, in the section 
on neurology and psychiatry, of experi- 
ments with “glue suture” in repair of 
nerve injuries, by Dr. Nilson de Rezende, 
of Rio de Janiero. 

A symposium on public health and the 
war and another on chest film interpre- 
tation will also be held. Radiologists 
throughout the state have been asked to 
send in films of interesting, unusual, or 
puzzling cases in which the diagnosis 
has been proved by microscopic study, 
operation, or autopsy. For the first 
time, the section on pathology and clinical 
pathology will present a demonstration 
of fresh pathologic material. Surgery 


in the aged will be discussed by Dr. 
Frederick W. Bancroft. The subject of 
refrigeration as a means of anesthesia on 
surgery of the extremities should be inter- 
esting to many, and to those who delve 
into the history of medicine, a paper in 
body snatching in New York City should 
prove of interest, as well as one on the 
yellow fever epidemic of 1795-1805 in 
New York City. In the program of the 
session on the history of medicine we 
note the following: “Intermission: Epi- 
daurian Oasis.” Gentlemen, your guess 
is as good as ours. See you there? Bring 
your own palms — it may be only a mi- 
rage. 


Calling the Old Guard 


A correspondent writes : 

“Medical men over sixty, with a prac- 
tice of three or four decades behind them, 
are now about to be called from olium 
cum dignitate back to urgent medical 
service in practice, hospitals, and on the 
defense front, as the younger men in these 
same medical areas are drafted into mili- 
tary service. 

“This will come within the next two or 
three months, and we must come down 
from our self-selected shelves of semi- 
isolation into the world of work and 
double work, and we must do our work 
well.” 

He then suggests that each ask himself 
two questions. The first: Am I physi- 
cally fit to walk the wards and to do the 
work? The second: Am I up to date? 
Could I face a State Board examina- 
tion? 

The obvious answer to the first ques- 
tion is a health examination. We recom- 
mend it daily for others. Have we the 
moral courage to do it ourselves? “I am 
going to do my work well,” says our 
correspondent, “even though I am facing 

the work of three men half my age ” 

Surely this is a thing to which we in the 
sere and yellow leaf can pledge our- 
selves— namely, a survey (the American 
Medical Association blank costs but ten 


cents) of our physical assets for the work 
we have to do. 

The answer to the second question is 
not so simple. It involves the relative 
values of experience and quantitative 
information. The profession has suffi- 
cient journals and readily accessible 
sources of information to have been able 
to follow closely the developments in 
modern medicine if they have had the 
will to do so. Postgraduate refresher 
courses also have been provided in 
abundance, and still are. It is possible 
for any man in the profession who can 
read or hear to be reasonably up to date. 
And it is gratifying at any county or 
state society meeting to see the large 
proportion of gray (and sometimes bald) 
heads in attendance. The labor of being 
“up to date” has been made easy. 

It is quite possible, in our view, that 
any physician who has attended the 
scientific sessions of his comity society, 
has read his journals, and has attended 
the refresher courses, might fail a State 
Board examination, and still be reason- 
ably up to date. The value in actual 
practice of three or four decades of work 
with human beings and medical pro- 
cedures is inestimable. And we feel that 
the men over 60 who have the physical 
stamina to withstand the rigors of a re- 
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turn to more active practice will give a 
good account of themselves. 

We urge the adoption of the health 
examination on all physicians, young or 
old, and add, modestly, the suggestion 


that they carefully read this Journal, as 
well as other journals published for their 
special interests, that they attend their 
county refresher courses, and that they 
take each day as it comes. 


Security? What Security? 


There is, apparently, no change in the 
point of view of the Administration with 
respect to the promotion of its social 
program. “Radical proposals for chang- 
ing the whole system of American living," 1 
in sickness or in health, seem to be pend- 
ing. We need planes, not social gains! 

In his budget message to the second session 
of the Seventy-seventh Congress, January 7, 
President Roosevelt recommended “an in- 
crease in the coverage of old age and survivors’ 
insurance, addition of permanent and tem- 
porary disability payments and hospitaliza- 
tion payments beyond the present benefit 
programs, and liberalization and expansion 
of unemployment compensation in a uniform 
national system.” On January 20, 1942, a 
communication from the President was sent 
to the House of Representatives requesting 
S300,000,000 for “extended unemployment 
compensation benefits.” This recommenda- 
tion apparently is not related to the proposed 
disability and hospitalization payments, but 
refers only to problems of unemployment 
occasioned by the changing of industrial 
plants from the production of peacetime goods 
to the production of war materials. Officially, 
this is the status of a recommendation thrown 
by the President recently into the whirlpool 
of public opinion. The discussion of the 
problem is agitating leaders in the fields of 
prepayment plans for medical care and hos- 
pitalization, hospital management, and medi- 
cal practice. 1 

Public opinion at the present time is 
focused upon rising income taxes, short- 
ages in consumer goods, rationing of rub- 
ber and sugar, and queries from the 
Pacific: Where are the planes? 

In numerous addresses [continues the 
J-A.M.A.) and in hearings before legislative 
bodies since 1938, Mr. Arthur J. Altmeyer, 
chairman of the Social Security Board, has 
continued frequently to suggest cash benefits 

1 editorial, J.A.M.A. 118: 820 (Mar. 7,) 1912. 


to persons unemployed because of sickness and 
the provision of constructive social services to 
supplement cash aids, including medical care. 
Obviously every proposal for expansion of the 
social security program must, therefore, be 
viewed in the light of the ultimate goal set by 
Mr. Altmeyer. Even though the House of 
Delegates of the American Medical Associa- 
tion apparently approved unreservedly the 
principle of cash benefits for those sustaining 
loss of wages because of sickness, the provision 
of cash payments of S3 a day to the worker 
who is hospitalized must be considered as 
part of a movement toward complete plans 
for compulsory sickness insurance on either a 
cash or a medical service basis. 

We are as sympathetic to the “prob- 
lems of unemployment occasioned by the 
changing of industrial plants from the 
production of peacetime goods to the 
production of war materials” as anyone 
else, including the President and the 
Social Security Board. We should like, 
however, to be more certain of the na- 
tional security, as evidenced by the actual 
production and effective use of planes 
and other offensive war materials, before 
entertaining elaborate and “radical pro- 
posals for changing the whole system of 
American living in sickness or in health.” 
In this we feel that we would be over- 
whelmingly supported by public opinion. 
It would not matter greatly what system 
of medical care prevailed in a defeated 
nation. 

Too little and too late. These bitter 
words, leaving much unsaid, stand as a 
fitting monument to thinking which has 
not placed first things first. Then in 
France, for example, then in Britain, and 
now — 

The new proposals of the President, appar- 
ently emanating from the Social Security 
Board, must not be viewed in the light of 
circumstances as they prevailed in 1938, but 
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in the light of conditions as they exist today. 
The intervening period has witnessed an 
extraordinary expansion in voluntary hos- 
pitalization insurance and in so-called medical 
service plans. Today some fifteen million 
persons are insured against the costs of hos- 
pitalization in a variety of agencies, including 
private insurance corporations, mutual non- 
profit plans like the Associated Hospital 
Service of New York, and hospitalization 
plans set up on a nonprofit basis in various 
states. At least fourteen states and numerous 
counties have developed voluntary plans to 
cover the costs of medical care. An extensive 
experimentation is now in progress which 
should lead ultimately, if not too greatly dis- 
turbed, to the development of procedures dis- 
tinctly American in their characteristics and 
wholly capable of meeting the needs for 
medical and hospital service. These are likely 
to be adapted to the American system of 
government rather than modeled after those 
plans of medical care and hospitalization 
which have prevailed in foreign countries, and 
which have been developed under concepts 
that are socialistic, communistic, or totali- 
tarian rather than democratic. 

There is a sickness, a sickness of the 
spirit, of the mind’s eye, a legislative 
myopia, which seems to blur and distort 
the shape of distant things. Such as the 
war in 1941, for example. 

Mr. Arthur J. Altmeyer stated his point of 


view positively to the Congress when he said 
ip July, 1941 : 

“Our eventual goal should be the establish- 
ment of a well-rounded system of social in- 
surance to provide at least a minimum se- 
curity to individuals and their families due to 
unemployment, sickness, disability, old age, 
and death. In addition, we must provide a 
series of constructive social services to sup- 
plement the cash aids provided under social 
insurance. Medical care should be available 
to individuals and their families so that we 
may build a healthier, happier nation. Such 
a system of medical care would be instrumental 
in reducing the costs of cash payments for 
sickness and disability.” 

Mr. Altmeyer speaks of a “minimum 
security to individuals and their families.” 
We could wish that this could be guaran- 
teed not by a “series of constructive 
social services to supplement the cash aids 
provided under social insurance,” but by 
the maximum production of such things 
as ships, guns, tanks, and planes of which 
our industry is capable. After this is an 
accomplished fact, under a legislative and 
productive program which actually puts 
first things first, let us consider the matter 
of insurance — -not before. Until then, is 
it too much to ask that medical services 
be left undisturbed under such a system 
as the physicians have developed and 
which seems to be working? 


Buy U. S. Saving Stamps and Bonds 


Reservations for the Annual Banquet 

are now being made. Requests should be sent to Alfred M. Heilman, M.H-, 
chairman, Banquet Committee, Medical Society of the State of New York, 292 Madison 
Avenue, New York City. Or, you can telephone— Murray Hill 3-9841. Tickets are 

^The banquet will be held in the Waldorf-Astoria Hotel on Tuesday, April 28, at 7:00 
p.ai. — a must occasion for everybody. 



AUROTHERAPY IN LUPUS ERYTHEMATOSUS 
A Study Based on a Further Experience of Fourteen Years 
Paul E. Bechet, M.D., New York City 


I N 1890 a great impetus was given to the 
use of gold therapy. This was largely 
due to the statement of Robert Koch at the 
Tenth International Medical Congress in 
Berlin that potassium gold cyanide, even in 
such small dilutions as 1:1,000,000, prevented 
the growth of the tubercle bacillus in cultures. 
On Koch’s invitation, von Behring made fur- 
ther investigations, and his results were con- 
firmatory. 

Briick and Gluck 1 used potassium gold 
cyanide in cases of lupus vulgaris, but they also 
used tuberculin. They believed that they 
had observed an increase in the favorable in- 
fluence of the gold on the lesions with the 
use of tuberculin. Bettman 2 also believed 
that the favorable influence was due to the 
combined use of tuberculin and potassium 
gold cyanide. Bu6 3 used gold chloride with 
good results in the treatment of persons with 
tuberculous adenitis. Feldt,* in a series of 
monographs, reported the use of another gold 
compound, 4-amino-2-aurothiophenolcarbonic 
acid. This was extensively used in both cu- 
taneous and internal tuberculosis not only by 
Feldt but also by many other German investi- 
gators. Ruete 5 reported complete healing 
in a case of acute lupus erythematosus after 
seven injections of the compound. 

Martenstein 5 used amino-aurothiophenol- 
carbonic acid in the treatment of 42 patients, 
with cure in 28 and improvement in 6. Favor- 
able results with amino-aurothiophenolcar- 
bonic acid were also reported by Fried 7 and 
Ullmann. 8 

Mpllgard 3 stated that experiments with the 
different kinds of gold therapy were made on 
animals only by Kolle and Schlossberger 10 
“who were only able to show retardation of 
death of small tuberculous animals which 
were treated with krysolgan (amino-aurothio- 
phenolcarbonic acid) injections, and this re- 
tardation was not more pronounced than 
with the copper compounds or different deriva- 
tives of iodine.” 

It then remained for Schamberg, Harkins, 
and Brown 11 to publish then results with gold 
compounds in the treatment of animals with 
experimental tuberculosis of the skin. These 

Read at the Annual Meeting of tha Medical Society 
01 the State of New York, Buffalo. New York, May X, 


authors stated that they had observed a de- 
monstrable effect on the cutaneous lesions after 
injections of gold compounds and in some of 
the animals a prolongation of life consider- 
ably beyond that of the controls. The same 
authors noted that a favorable influence was 
induced by gold therapy but that definite 
cures were not obtained. In - their experi- 
ments they used such various gold com- 
pounds as sodium-gold-arsphenamine, gold- 
naphthol-blue, gold-hexamethylenaminthio- 
sinamine, gold-hexamethylenamin-thiocarb- 
amide, gold and sodium thiosulfate, and a gold 
protein compound. 

In a later communication Schamberg and 
Wright 12 stated that they used gold and 
sodium thiosulfate in 24 patients suffering 
from lupus erythematosus with the following 
results: The lesions disappeared in 5 cases; 
in 6 cases they were practically healed; im- 
provement occurred in 12 cases; and a num- 
ber of patients were still under treatment. 
Only 1 patient did not show improvement.' 
The authors stated: “For a disease which in 
the past has been so obstinate and intractable 
as to be regarded as the ‘bete noir’ of derma- 
tologists, these results, to say the least, are 
noteworthy.” 

Whitehouse and Bechet 13 in 1927 reported 
the use of gold over a period of four months in 
30 cases of lupus erythematosus with the 
following results: complete disappearance of 
the lesions in 4 cases; 4 cases, practically well; 
11, greatly improved; 10, slightly improved. 
Only 1 did not show improvement. 

Rivelioni 11 reported a cure in 6 of 16 cases, 
great improvement in 3, slight improvement in 
6, and no change in only 1 case. Haxthausen 16 
treated 109 patients, with cures in 35 per cent 
and considerable improvement in 30 per cent. 
Scolari 15 reports the highest percentage of 
cures: 25 (80.6 per cent) of 31 patients 
treated with 4-amino-2-aurothiophenolcar- 
bonic acid. Towle 17 tabulated the largest 
number of cases of lupus erythematosus in 
which gold compounds were used, reporting 
420 cases (319 in America), of which 163 (51 
per cent) were cured, 134 (42 per cent) were 
improved, and only 22 were failures (6.8 per 
cent). Of 101 foreign cases, there were 46 
cured (45.5 per cent), 49 improved (48.5 per 
cent), and 6 failures (5.94 per cent). Towle 
609 
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believed that the 5.5 per cent increase of cures 
in the American cases was due to the in- 
creased efficacy of the American gold and 
sodium thiosulfate. 

Strandberg 18 reported 42 per cent cured, 27 
per cent almost cured, and 20 per cent im- 
proved in a group of 84 cases of lupus ery- 
thematosus treated with gold compounds. 

Wright, 19 in a paper read at the Fifty-eighth 
Annual Meeting of the American Dermatologi- 
cal Association in 1935, stated the results ob- 
tained with aurotherapy in 76 patients with 
lupus erythematosus observed over a period of 
ten years. Of this number, 28 (37 per cent) 
were cured, 26 (34 per cent) were greatly im- 
proved, 13 (17 per cent) showed moderate 
improvement, and 9 showed no improvement. 

Franklin 20 treated 31 patients with sano- 
crysin (gold sodium thiosulfate). Of the 31, 
20 were cured, 4 were improved, and 7 re- 
mained unchanged. The period of observa- 
tion of the cured patients covered two and 
one-half years. 

Results of Treatment with Gold Com- 
pounds Based on Personal Observation 

Since my first report on aurotherapy in 1927, 

I have observed therapeutic results from gold 
in approximately 125 dispensary cases and 
about 30 private patients. I shall make no 
attempt at tabulation because of its inherent 
difficulties in reference to therapy. Patients 
who disappear after inadequate attendance, 
those who come only at irregular intervals, 
and those who are totally indifferent to medi- 
cal advice all contribute to these difficulties. 
Again, there is the question of definition. For 
instance, what signifies a “cure"? What 
does an author mean by “marked" improve- 
ment, "slight” improvement, etc.? It is all 
too elastic to be compressed into a table. It 
might well be that a cure could be claimed if 
the patient remains free from lupus erythema- 
tosus for five years after aurotherapy, yet I 
have observed, in private practice, a recur- 


rays that throughout the active areas of 
lupus erythematosus there was a severe 
radiodermatitis and extensive scarring. Both 
ears had been so severely burned that one 
had been entirely removed because of ex- 
tensive carcinomatous degeneration, and the 
other was partially destroyed by an active epi- 
thelioma which was still present. As gold 
sodium thiosulfate had not as yet been manu- 
factured in America, I used a gold protein 
compound kindly sent me by Dr. Schnmberg. 
Immediately after each injection the patient 
suffered a nitritoid crisis, followed by a rise of 
temperature and a severe local reaction at the 
site of the eruption, all of which subsided 
within twenty-four hours. These reactions 
did not seem to have any effect on his general 
health and, as the improvement, even from 
the first, was almost phenomenal, the injec- 
tions were continued until supplies of gold 
sodium thiosulfate became available. With 


the use of the latter drug these nitritoid reac- 
tions ceased, and the improvement continued 
until, after several years of continuous treat- 
ment in which the patient received a total of 
some 15,000 mg. of gold sodium thiosulfate, he 
made a complete recovery. Seven years later 
he was still well, and when seen again about 
one year ago he had remained well for twelve 
years. The remaining epithelioma of his one 
ear had been excised some seven years pre- 
viously without subsequent recurrence. He 
seemed in robust health. A check-up of bis 
blood, urine, and chest showed normal find- 
ings. The administration of 100 mg. of 
gold sodium thiosulfate approximately once a 
week for several years had apparently caused 
no ill effect. It must be well understood, 
however, that this enormous dosage is no 
advised and was given at a time when i 
was thought perfectly proper to give sue 
doses. However, it is my definite opinion 
that this spectacular therapeutic result was 
due to the excessive use of the drug and wou 
not have occurred with our present-day doses 


rence ten years later. For these reasons I 
s hn.ll at this time give you only a rdsumd of 
my own experiences with aurotherapy. 

One of the most outstanding was the first 
case treated by me with gold. This patient, 
presented before the New York Dermatologi- 
cal Society on February 15, 1927, 21 was a man, 
aged 50, who was suffering from lupus erythe- 
matosus of the chronic discoid type for twenty- 
three years. The entire face was involved 
with angry red, scaly, infiltrated lesions. He 
had been treated so vigorously with solid car- 
bon dioxide, cauterants, and the roentgen 


of 50 mg. or less. , 

Another instructive case was presented oy 
me before the Atlantic Dermatological Con- 
ference on December 16, 1925. 22 The erup- 
tion consisted at first of large scaly plaques o 
lupus erythematosus over the face and upper 
part of the neck only, which bad been P res ®°, 
for one year. The patient's general .health 
was excellent. The lesions were typical of 
the discoid type. Without my knowledge, 
the patient received a single but severe ery- 
thema dose to the face with the air-cooled 
quartz lamp, the chest and upper part of the 
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arms being left unprotected. A severe burn 
ensued, which immediately assumed the char- 
acteristics of an acute disseminate lupus ery- 
thematosus over the exposed area, and shortly 
thereafter lesions appeared on the extensor 
surfaces of both hands. Later on, he be- 
came quite ill, developed a chronic cough 
and lost much weight. A physical examina- 
tion of the chest was negative. The sputum 
was free from tubercle bacilli, but roentgeno- 
grams showed a bilateral peribronchial thick- 
ening. After seven or eight injections of the 
gold protein compound, given me by Dr. 
Schamberg, in doses of 5 to 10 ce., the dis- 
seminate lesions had entirely disappeared, 
leaving only a few small scattered discoid le- 
sions on the face. The patient's general 
condition improved rapidly; within a few 
weeks he gained more than 18 pounds in 
weight. Several months later he seemed 
to be in good health and stated that he felt 
entirely well. Other than burning and itching 
over the site of the eruption within twenty- 
four hours after treatment, there were no 
reactive manifestations. 23 

This complete lack of untoward reactions 
in a severe case of disseminate lupus ery- 
thematosus might be attributed to the reasons 
advanced by Schamberg 21 in discussion of my 
paper in 1927, as follows: “My personal 
feeling is that in these cases it is better to 
use a gold protein compound, which has a 
much lower toxicity than the gold or silver 
thiosulfate and which may be sufficient to 
bring about a favorable result.” Certainly, 
in this day we do not, and rightly so, use gold 
m acute disseminate lupus erythematosus 
with constitutional symptoms, but in the sub- 
acute disseminate type without any con- 
stitutional symptoms I have used it in small 
doses, keeping a careful oheck on the white 
blood cell count, the occurrence of pruritus, 
renal complications, or constitutional symp- 
toms, and I have achieved excellent results. 

An additional fourteen years of experi- 
ence in aurotherapy in approximately 125 
dispensary cases and 30 private cases has only 
enhanced my first opinion — namely, that in 
gold sodium thiosulfate we have an agent 
that despite occasional recurrences, occa- 
sional more or less severe reactions, and even 
at times complete failure in a small percent- 
age of cases, is the best single remedy for lupus 
erythematosus. I shall not enter into a dis- 
cussion of the relative merits of gold or bis- 
muth in lupus erythematosus since it is not 
pertinent to this paper, but I must confess that 
m the inveterate types of lupus erythemato- 


sus I have observed more frequent and per- 
manent improvement when gold has been 
used. 

The Question of Dosage in Relation to 
Its Efficacy 

There is no doubt in my mind that we do 
not at present observe so much material im- 
provement or so many cures from gold sodium 
thiosulfate as we formerly did, but I believe 
that this is entirely due to its use in smaller 
doses because of the well-founded inherent 
fear of the drug due to more or less severe 
reactions and even death. These reactions 
will be analysed in another section. 

Therapeutic results with gold sodium thio- 
sulfate in my personal experience have not 
lessened with the passing of time. I have, 
through long experience, developed certain 
simple plans of procedure which seem to me 
to have greatly lessened the chance of acci- 
dents. From the beginning I have used only 
gold sodium thiosulfate, since I have found 
this preparation most trustworthy. My first 
dose is from 2 to 5 mg. and, in the absence of 
nitritoid reactions, leukopenia, pruritus or 
dermatitis, or renal irritation, the dose is 
raised weekly to 10, 25, 50, 75, and up to a 
maximum of 100 mg. My invariable rule 
when administering gold is to keep a watchful 
eye on the leukocyte count, on the occurrence 
of pruritus or dermatitis, or on the appear- 
ance of renal irritation, and I warn the patient 
about the danger of excessive actinic exposure. 
Leukopenia and pruritus especially are the 
danger signals in aurotherapy, and in their 
presence gold should be discontinued alto- 
gether. If this rule, first advocated by Weiss, 
Lane, and Bagby, 23 were invariably followed, 
a great many accidents could be avoided. 
Wright 28 states that when the leukocyte count 
is 6,000 or less he uses bismuth therapy to 
bring it up and, when it reaches a higher 
level, he safely substitutes gold therapy. 
This might prove an excellent practical sug- 
gestion, well worth further trial. I have 
leukocytic counts done at frequent intervals. 
In this way I have given thirty to sixty or 
more injections of gold of 100 mg. each, with- 
out accident. I have found that at times ex- 
tensive improvement did not begin until 
twenty-five or even more injections had been 
given, so that I do not discontinue aurother- 
apy because of nonimprovement until at 
least twenty-five injections have been ad- 
ministered. 

Following the method outlined, I have ob- 
served striking improvement and even com- 
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plete disappearance of lesions in such intract- 
able variants of lupus erythematosus as the 
hypertrophic type and the infiltrative type so 
commonly seen on the eyelids. 

The Problem of Reactive Manifestations 
Reactions were recognized in the very be- 
ginnings of aurotherapy in this country. 
In a paper on the subject of aurotherapy read 
by me, in collaboration with Dr. Whitehouse, 
before the Section on Dermatology and 
Syphilology of the American Medical Asso- 
ciation on May 19, 1927, only three months 
after the introduction of the method in the 
United States by Schamberg and Wright, 
nitritoid reactions from gold protein were 
reported in 1 case, and 2 cases presented a mild 
generalized vesicular dermatitis which soon 
cleared up. These were the only reactions 
observed in 37 patients receiving thirty 
to forty weekly injections of gold in doses of 
100 mg. each. The nitritoid reactions in the 
case in which gold protein was used were be- 
lieved by me to be caused by the protein in 
the compound and not by the gold. This 
belief was shared by Dr. Schamberg in a per- 
sonal communication. Wright, 27 ten years 
later, stated that no immediate reactions had 
been noted either by him or by Schamberg 
after the substitution of gold sodium thio- 
sulfate for the gold protein. 

The classification of the various types of 
reaction made by Driver and Weller 23 in 1936, 
still excellent, follows: (1) immediate reac- 
tions, including anaphylactic reactions, fe- 
brile reactions, metallic taste in the mouth, 
and protein reactions to colloidal gold; (2) 
delayed toxic reactions, including stomatitis, 
gingivitis, hepatitis, digestive disturbances, 
and albuminuria; (3) reactions involving the 
skin; (4) death. Driver and Weller referred 
to 34 instances of death after the adminis- 
tration of gold compounds, but in this number 
are 21 deaths after the use of gold compounds 
given in large doses in advanced tuberculosis 
Morland and Zimmerli,” for example, reported 
a death in ten days after a single dose of 
600 mg. of sanocrysin. Dumarest 30 and his 
coworkers reported a death following a single 
dose of 750 mg. of sanocrysin. Friedemann, 
Kwasniewski, and Deicher 31 reported a death 
from apoplexy due, in their opinion, to activa- 
tion of an old cerebral syphilis. This is an 
interesting observation in view of the fact 
that Ayres, 32 in discussing the paper of Driver 
and Weller, reports an instance in which gold 
thiosulfate was used to obtain a provocative 
Wassermann reaction in a case in which the 


diagnosis was in doubt. Ten days later, the 
previously negative Wassermann reaction 
was 4 plus. Ayres, in the same discussion, 
stated that he used the phenolsulfonphthalein 
test in order to detect renal insufficiency prior 
to the use of gold thiosulfate. He believed 
that he had saved himself from some bad re- 
sults by this procedure. 

Deducting the 21 deaths after the use of gold 
compounds in tuberculosis of the internal or- 
gans, which Driver and Weller state were due 
to the large doses used, we see in this same 
report 13 deaths attributed to the use of gold 
compounds in lupus erythematosus. Let us 
analyze them, eliminating the most improb- 
able and submitting reasons for so doing. In 3 
of the fatalities, death occurred after the 
administration of crisalbine (gold sodium thio- 
sulfate) : One death occurred after the injec- 
tion of 600 mg. in the space of two weeks; 
the second death followed twelve weeks after 
five injections of 250 mg. each; in the third 
case the patient was given six injections of 100 
to 500 mg. each, and ten months later, be- 
cause of a recurrence of the lupus erythemato- 
sus, she received twenty injections of 250 
mg. each. In these 3 bases reported by Gou- 
gerot and Burnier, 33 they themselves state 
that the fault of the drug was not conclusively 
proved. As Driver and Weller stated, the 
doses used were entirely too large. In an- 
other death 33 the fatal result followed the 
use of crisalbine in a case of lupus erythema- 
tosus disseminatus, in which in one week 170 
mg. were given despite a febrile reaction and 
extension of the disease after each injection. 
The patient then received, at two-day inter- 
vals, injections of 1 mg., 2 mg., 5 mg., and L 
mg. each of aurophos. Despite severe pros- 
tration, three more milligrams were given. 
The patient died two days later. The rea- 
sons for death are too obvious to discuss- 
To give a gold compound in an acute dis- 
seminate lupus erythematosus and to con- 
tinue its use in the face of severe reactive 
manifestations is only to court disaster. 

Another case, reported by Jausion, 33 re- 
ceived six injections of crisalbine in doses o 
250 to 500 mg. each at five-day intervals- 
Death followed in ten days. Jausion stated 
that in his opinion the doses were too large. 
Another death was observed by Mitchell 
who gave a single injection (dosage not stated) 
of a gold compound to a patient with an acute 
disseminate erythematous lupus, and the 
patient died. The patient was in a hopeless 
condition before the injection, and Mitchell 
did not believe that the drug was responsible. 
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This leaves us then, out of a total of the 36 
deaths, with 6 that can be clearly ascribed 
to gold sodium thiosulfate in the treatment 
of lupus erythematosus in the period between 
1927 and 1931, the period of the greatest 
activity in aurotherapy. It is an extremely 
low death rate considering the fact that 
hundreds of cases of lupus erythematosus re- 
ceived thousands of injections of gold com- 
pounds in that space of time. Of course, a 
single death from such a source is deeply to be 
regretted, but is it not true that had we been 
deterred from using arsphenamine by the 
several hundred deaths that occurred early in 
its use we should have lost an invaluable aid 
in the treatment of syphilis? In my opin- 
ion, this holds equally true of gold. From an 
extensive personal experience I firmly believe 
that it still is the most efficacious remedy we 
possess in the treatment of lupus erythemato- 
sus and that accidents from its use can be 
greatly lessened by a careful watch for the oc- 
currence of leukopenia, pruritus, dermatitis, 
and deficiency of kidney function. Gold 
should never be used in lupus erythematosus 
disseminatus of the acute variety with con- 
stitutional symptoms or in lupus erythemato- 
sus complicated by pulmonary tuberculosis be- 
cause of the possible danger of activating the 
tuberculous processes. During aurotherapy, 
any excessive exposure to actinic light must 
be avoided. If any single one or a group of 
these contraindications appears during auro- 
therapy, it should be immediately discon- 
tinued. 

Doses should be started at 5 mg., and in the 
absence of any of the above danger signals 
it can be raised weekly to 10, 25, or 50 mg. 
If progress is satisfactory, this dose need not be 
exceeded. Unfortunately, however, there are 
many cases that require doses of 100 mg. once 
a week to obtain maximum therapeutic re- 
sults, and I have given such doses without 
accident in a great number of instances and 
over a considerable period of time. 

May I close in the hope that I have been 
able to disperse some of the opprobrium under 
which aurotherapy is laboring at the present 
time. In my opinion it is wholly undeserved, 
since the remedy, used with due caution, has 
m my hands proved of the greatest value in 
lupus erythematosus, with no accidents in 
private practice and few in dispensary work. 
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Discussion 

Dr. Rudolph Ruedemann, Jr., Albany, New 
York — A pinch hitter is always on the spot es- 
pecially when opening a discussion extempo- 
raneously on such an interesting timely sub- 
ject, which Dr. Bechet has covered so thoroughly. 
He has left little to be added and I am 100 per 
cent in accord with the opinions expressed. 

Gold treatment is somewhat on trial at present 
because of untoward reactions experienced in its 
use in arthntis. This has made itself felt in the 
management of lupus erythematosus — a tend- 
ency to reduce dosage. In this diminution good 
therapeutic results have suffered — many have 
turned to other forms of treatment. It is dif- 
ficult to explain the reactions in arthritis. Der- 
matologists have been using this for about fif- 
teen years in large doses with few severe reac- 
tions. In that period I can recall only two severe 
but not fatal reactions which necessitated cessa- 
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tion of treatment. Formerly, I gave 50 to 100 
mg. without hesitation. Then came a period of 
conservatism which also influenced the arsenicals. 
I dropped to 10 to 25 mg. doses and the results 
were none too good. Recently, I have stepped 
up the dose of gold sodium thiosulfate with bet- 
ter results. 

I can readily endorse Dr. Bechet’s suggestion 
as to a thorough check-up before treatment is 
instituted and a careful observation during the 
treatment period. I always insist on a general 
check-up, which includes a complete blood ex- 
amination and a chest x-ray. 

In the interim, while undergoing examination, 


I have the patient take his morning and evening 
temperatures. As a rule, reactions were found 
in patients showing an evening temperature 
rise. 

It seems to be the rule to handle the subject 
of etiology with regard to lupus erythematosus 
with kid gloves if it is mentioned at all. I wish 
someone could definitely establish the rela- 
tionship of tuberculosis to lupus erythematosus 
or vice versa. 

It is an interesting worthwhile paper, and I 
am pleased that Dr. Bechet has again brought 
aurotherapy back into the therapeutic fold with 
dosage sufficient to give therapeutic results. 


ACUTE SHORTAGE OF PSYCHIATRISTS 
Quite apart from the contingency of war, 
psychiatry faces a great national emergency. 
One-half of the 500,000 hospital beds in this 
country are occupied by psychiatric patients; 
approximately 1,000 psychiatrists attempt to 
care for this vast group; while for all those cases 
of unhospitalized psychoses and the even greater 
number of neuroses and character disorders in the 
rest of the country’s population there are only 
about 1,000 more psychiatrists. It is apparent 
that with this shortage of psychiatrists, good 
psychiatric care for millions of people who need 
it is not available. It is emphatically true, as 
Raymond B. Fosdick stated in his 1938 report to 
the Rockefeller Foundation, that mental hygiene 
represents one of the most underdeveloped areas 
in all medicine. “In no other field,” he con- 
tinued, “is the need more desperate or the poten- 
tialities for useful advances more promising. It 
is not necessary to recall the fact that cases of 
mental and nervous diseases occupy more hos- 
pital beds in this country than all other diseases 
combined. One has only to look about him at 
the tragic examples of human maladjustment and 
inadequacy in everyday life. Because the field is 
relatively so difficult, it has lagged far behind 
other developments in medicine .” — Prom The 
Bulletin of the Menninger Clinic 


THRIFT GUIDANCE TAUGHT IN SCHOOLS 
There is already in America S15,000,000 
worth of evidence that the school children of to- 
day will know exactly what to do with’ their 
money if and when they become the millionaires 
of tomorrow. And, according to H. Thompson 
Rich, writing in the December issue of the maga- 
zine Tomorrow, the records of the Amencan 
Bankers Association show that the “if” in i™ 
insurmountable. “Already three million pupus, 
in ten thousand schools, carry with Amencan 
banks some fifteen million dollars, and educa- 
tors envisage the day when thirty million pup>“ 
in one hundred thousand schools will boost that 
figure to a billion dollars.” . 

This news seems miraculous. Moreover , J unior 
did it the “hard way.” He ran errands, be dug 
in and made small sums in a hundred duferen 
ways, and then- — this is the hard part he pu 
the money in the bank. A new subject, no 
being taught in the schools of forty states an 
the District of Columbia, was responsible 
this. “Thrift Guidance,” Mr. Rich wntes. 
“is the textbook name of the subject. A n 
ural outgrowth of the school bank idea, it no 
seeks a place on the curriculum along " 
manual training and domestic science, 
morrow will see it compulsory in every tax-supj 
ported educational institution in the coun 0 - 


TEN COMMANDMENTS FOR SUCCESSFUL 

The Eighth Health Education Institute that 
preceded the regular sessions of the seventeenth 
annual meeting of the American Public Health 
Association started off, as have its predecessors, 
with the wise idea of giving the leaders of the 
meetings some valuable suggestions on how best 
to make their group conferences a real exchange 
of ideas instead of degenerating, as so often hap- 
pens in meetings of this kind, into rostrums where 
individuals may air their pet theories. 

Dr H A Overstreet, president, Amencan 
Association for Adult Education, and professor 
emeritus of philosophy, College ofthe City of 
New York, gave an impromptu and informal talk 


GROUP CONFERENCE 
on how leaders of group conferences by the care- 
ful use of certain basic psychologic rules can 1 
the attention of participants on a logical, 
ordinated development of ideas and concilia 0 • 

X Make it a two-way process 

2 Induce a sense of belonging . . . 

3 Be a weaver of thread of argument into a taoz 

4 Bring out the shy ,, _ 

5 Keep down the voluble (without letting them 
they are being kept down) 

6 Never suppress anyone 

7 Bring about a sense of accomplishment 

8 Start from common experience 

9 Have a sense of humor 
10 Respect terminal facilities 

—Health News ( 



INJURIES TO THE CERVICAL VERTEBRAE 
Barbara B. Stimson, M.D., F.A.C S., New York City* 


T HE number of articles on this subject 
appearing in the literature of both 
Europe and America in recent years bears 
witness to an awakened interest. No longer 
is a broken neck looked upon as a hopeless 
case to be treated by palliative means until 
such time as the inevitable outcome releases 
the victim. Application of the fundamental 
fracture principles of early reduction of de- 
formity with adequate immobilization has 
brought about a change in point of view. 
Methods of reduction have been modified and 
improved, skeletal traction for these injuries 
has been devised, and operative fixation has 
been utilized in certain eases. Fatalities still 
occur, but permanent paralyses are less fre- 
quent and complete return of anatomy and 
function is no longer the exception. 

Injuries to the cervical vertebrae can be 
caused by many types of accidents. Be- 
cause of its mobility and its position above the 
relatively fixed thorax, the neck is particu- 
larly vulnerable. Dives into shallow pools, 
automobile accidents, and falls from a height 
are classic examples of causative factors. 
What is frequently overlooked, however, is 
the fact that far less dramatic traumas oc- 
curring when the cervical muscles are relaxed 
and off guard are responsible for many minor 
displacements of the cervical vertebrae winch, 
if unrecognized and unreduced, may cause 
much subsequent discomfort to the patient. 
These milder forms will be discussed in the 
second part of the paper. 

The mechanism of injury in the more severe 
types of displacement is usually that of flexion 
plus compression of the neck between head and 
thorax. With this there may also be a twist- 
ing or rotating force. There may result, 
therefore, complete dislocation either of one 
or of both articulating facets, with or without 
associated fracture, or there may be fracture 
without apparent dislocation — compression 
of a vertebral body, a cracked odontoid, a 

.Head at the Annual Meeting of the Medical Society of 
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fractured lamina or pedicle. No two cases are 
identical, for the combinations of possible 
injuries are obviously many. 

Cord damage may be caused by the initial 
injury, by mechanical pressure of the dis- 
placed bone, by hemorrhage, or by edema. 
It may be complete or partial, progressive or 
retrogressive. The treatment will not be 
discussed, except insofar as it is included in 
the treatment of the bone lesion. 

The diagnosis of any injury to the cervical 
vertebrae depends on the history of injury, 
on symptoms and signs, and on adequate 
roentgenographic study. Pain is a pre- 
dominating feature, usually more marked in 
fracture than in uncomplicated dislocation. 
Disability is usually marked. The patient 
guards his neck from any movement and 
may hold iris head in his heads. Deformity 
will be present if displacement has occurred, 
but it naturally will be absent in undisplaced 
fractures. If the displacement is due to a 
unilateral dislocation, the head will prob- 
ably be tilted to the side of the lesion but the 
chin turned away from it. If the displace- 
ment is bilateral, the head will be flexed and 
possibly projected forward. If the disloca- 
tion is high, the projecting vertebra may be 
felt in tbe posterior pharyngeal wall. Tender- 
ness may be well localized over the injured 
vertebra, and a deformity of the vertebral 
column may be palpable. The examination 
should, of course, include a careful estimate 
of neurologic findings for cord or nerve root 
damage. 

Roentgenograms are essential to determine, 
if possible, the presence of fractures that can- 
not be proved in any other way. Lateral 
views must be taken as well as anteroposterior 
views, and a view of the odontoid through the 
open mouth is strongly urged in every case of 
suspected injury to the cervical vertebrae. 
To allow a patient to walk around with an 
unprotected crack through his odontoid 
process is a little like allowing him to carry a 
ticking time bomb in bis pocket. 

The treatment of these cases, as in any 
case of fracture or dislocation, should begin 
at the time and at the place of injury. There 
are few, if any, conditions in which first aid 
or immediate treatment is more important. 
The patient should be transported on his back 
with his head and neck held steady between 
615 
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sand bags, or preferably between the hands 
of a responsible person. Mild traction on the 
head should be maintained, if possible. Until 
the diagnosis is established, the patient should 
not be allowed to sit up or stand. Cases of 
sudden death have been reported which were 
caused by unguarded flexion of the head. 
Brookes states that “these injuries demand 
more prompt attention than an acute abdomi- 
nal condition.” 1 

After the diagnosis has been reached, treat- 
ment should immediately be instituted. Cor- 
rection of any existing deformity is the first 
consideration. Any hope of regaining cord 
integrity, if this has been damaged, lies pri- 
marily in removing the mechanical pressure 
of the displaced bone. Reduction can be ac- 
complished by manipulation, by traction, or 
by open operation. The Walton maneuver 
of retrolateral flexion with rotation, described 
in 1893, 2 has proved satisfactory in certain 
cases in the hands of skilled operators. Tay- 
lor, 3 in 1924, described a somewhat simpler 
procedure, consisting of strong traction by 
means of a halter around the patient’s occiput 
and chin and around the operator’s waist, 
which leaves the operator’s hands free for any 
necessary manipulation. Both procedures 
should be done under anesthesia and checked 
by roentgenograms. A plaster cuirass should 
be applied immediately to prevent redisloca- 
tion. 

Because of the potential dangers involved 
in manipulations, reduction by prolonged 
traction has been advocated. A simple head 
halter, with a pulley and weight at the head 
of the bed, has the disadvantage of pres- 
sure on chin and occiput and considerable 
discomfort to the patient. The grooved air 
mattress, described by Stookey, 4 provides 
traction by the weight of the head and is of 
particular comfort for the paralyzed patient. 
Nicholson 5 has worked out a similar method 
by the use of three ordinary mattresses, also 
utilizing the weight of the head. Where a 
stronger force is desired, skeletal traction has 
definite advantages, allowing more accurate 
control of position and yet greater freedom 
for the patient. 5 The traction may be exerted 
either through ice tongs carefully inserted 
into the skull, as described by Crutchfield 7 and 
others, or by wire loops passed through drill 
holes in the skull, as described by Cone and 
Turner. 8 Whichever method is used, ade- 
quate imm obilization is essential after reduc- 
tion has been accomplished. 

Certain cases are encountered, however, 
in which reduction by any of the above-de- 


scribed methods is unsuccessful or cannot 
be maintained, and operation must be re- 
sorted to. Fusion by the Hibbs method or 
by grafts, as described by Cone and Turner, 
has been successful, especially in cases 
with long-standing deformities. Wiring of 
the spinous processes has been found of 
value in certain instances. 

On the Fracture Service of the Presbyterian 
Hospital we have had relatively little experi- 
ence with the more serious injuries to the 
cervical vertebrae for two reasons: First, 
we have no ambulance service and, second, 
any patient with damage to cord or nerve 
roots goes to the Neurological Institute. 
Therefore, our series of cases of fractures and 
dislocations is small. We have seen 20 in 
the past twelve years. Of these, 4 showed un- 
displaced fractures requiring immobilization 
only; 8 had fracture dislocations reduced by 
head halter traction or by the Stookey mat- 
tress; 3 were unsuccessfully treated by trac- 
tion and required manipulation under anes- 
thesia for complete reduction; 2 were fused 
and 1 other was sent to another hospital for 
fusion, all relatively late cases; 1 unsuccess- 
fully treated by traction and by manipula- 
tion because of a fractured articular facet, 
refused operation; and, finally, 1 had a frac- 
ture dislocation of six years standing, for 
which we did little except apply a leather 
collar. That is not an imposing list or one 
from which conclusions can be drawn. How- 
ever, among them are 3 cases of sufficient 
interest to warrant a brief description. 

Case Reports 

Case 1. — A man, aged 26, was seen half an 
hour after he had been injured in an overturne 
car. He complained of pain and stiffness of t 0 
neck. Motions of the cervical region were pain 
ful and motions to the right were limited. 0 
neurologic findings were present. Roentgeno- 
grams showed a complete forward dislocation o 
the third cervical vertebra on the right wit a 
fracture just beneath the interarticular taco 
across the pedicle, the fragment being cafne 
forward with the displaced vertebra. Bea 
halter traction with 15 pounds weight fo r $ 
eight hours produced no change; nor did w 
attempts at reduction under general anes- 
thesia help. Operative interference was a 
vised but refused by the patient; therefore, a 
plaster helmet and cuirass was applied. 1 3 
was replaced in six weeks by a leather 
which he wore for nearly ten months. Vi e w - 
lowed this man for seven years. He was able to 
carry on office work but had a thirty-degree 
limitation of all neck motions without pain. _ Re 
developed an area of anesthesia over bi3 ngn 
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shoulder extending downward and forward 
from the outer end of the clavicle which per- 
sisted unchanged for seven years. 

Case 2. — A woman, aged 38, was injured in an 
automobile accident in the South four weeks 
before her admission to the Fracture Service. 
She had suffered multiple injuries, and the neck 
condition was not discovered until she was al- 
lowed to sit up. Then she complained that her 
head fell forward. Roentgenograms were made, 
she was placed in a plaster collar just as she was 
and shipped North. On arrival, head traction 
by means of a Stookey mattress was instituted 
and maintained for eight weeks. Incidentally, 
she had a broken jaw wired to her maxilla. Re- 
duction was accomplished by the second day. 
She wore a leather collar for six months. All 
motions of the neck are now, seven years later, 
slightly limited. 

Case 3 . — A post-office clerk, aged 50, appeared 
in the outpatient department complaining of 
pain and increasing stiffness in his neck of about 
six months’ duration. He remembered being 
knocked down by a car about that time but didn’t 
think it had hurt him much. His head pro- 
truded forward and was held rigid. A mass of 
bony hardness could be palpated in the posterior 
pharyngeal wall. Roentgenograms revealed a 
complete forward dislocation of the first cervical 
vertebra with a fracture of the odontoid. No 
neurologic findings were made out. After forty- 
eight hours of 10 pounds head halter traction, 
reduction of the dislocation was complete. Be- 
cause of discomfort, he was transferred to a 
Stookey mattress until a leather brace could be 
made. After three weeks he was allowed up in 
this collar, which was kept in place for seven 
months. He went back to work in his collar. 
He was followed for six years and, when last 
seen, had moderate limitation of all neck motions 
with occasional bad weather ache. At no time 
ffid he have neurologic signs or symptoms. The 
odontoid united by bony union, but there seemed 
to be residual spreading of the elements of the 
first segment. 

These three cases illustrate two relatively 
successful results obtained by traction and the 
late result in an unreduced dislocation. 

Far less dramatic and, on the Presbyterian 
Fracture Service, far more frequent are the 
incomplete unilateral dislocations. We have 
seen 300 during the past eleven years. The 
picture is typical: a jerk of the head in an 
unguarded moment, as on awakening, fol- 
lowed by immediate disability with usually 
Held pain; the head held tilted away from 
the affected side; markedly limited lateral 
bending to the affected. Stereoscopic roent- 
genograms from each side usually show the 
upward slipping of one articular facet on the 
one beneath it. 

The condition must be differentiated from 


torticollis in which the muscle spasm is on 
the short side, the side toward which the 
head is tilted. In a partial dislocation the 
muscles on the short side are relaxed, on the 
affected side they are in spasm. In cervical 
arthritis there is usually a moderate limita- 
tion of motion in all planes and no char- 
acteristic attitude of the head. Acute cervi- 
cal adenitis may cause a protective attitude 
of the head, but the cause is usually easily 
ascertained. Myositis of the trapezius or 
"stiff neck” is primarily painful, and the 
tenderness is found in the affected muscle. 

Treatment consists in reduction by any 
means that will relax the muscle spasm and 
allow the articular facet to slip back into 
place. Head halter traction, manipulation, 
and general anesthetics have all proved 
successful. Recently, following the sug- 
gestion of Dr. Hans Kraus, reduction in early 
cases has been accomplished by the use of 
ethyl chloride sprayed on the neck to give a 
slight skin anesthesia, followed immediately 
by active motions of the neck. As the patient 
moves the neck slowly in extension and flex- 
ion, from side to side as far as possible, the 
painful areas are sprayed for a few seconds at a 
time. It is surprising to watch the range of 
painless motion gradually increase, and one 
patient, a doctor, said that he could feel some- 
thing slip. It may have been wishful think- 
ing on his part. However, he regained com- 
plete lateral bending in fifteen minutes. 
Care must be taken not to burn the skin by 
too enthusiastic use of the spray. Active 
motion by the patient is essential, for the 
ethyl chloride alone is not enough. Its ac- 
tion is probably to relax the protective muscle 
spasm and allow the patient to reduce his own 
subluxation. 

No immobilizing collar is used after reduc- 
tion, and the patient is encouraged to exer- 
cise his neck muscles at frequent intervals. 
The method has proved successful in 10 recent 
cases but has not been satisfactory in partial 
dislocations that have persisted for several 
days. If reduction is not accomplished in 
twenty minutes to a half an hour, the method 
should be abandoned for some other. So far 
the results have been good, but the number of 
cases is too small and the time elapsed too 
short to do more than suggest it as a pos- 
sibility. 
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Discussion 


Surgeon' 2; 156 
J. Bone & Joint 


Dr. R. D. Severance, Syracuse, New York — 
The choice of this subject is an appropriate one, 
and I hasten to congratulate Dr. Stimson for her 
choice and the comprehensive presentation of the 
subject matter. Her presentation illustrates 
an adequate experience, fortified by a compre- 
hensive knowledge of the literature. I can but 
re-emphasize a few of the points made by her. 
We cannot adequately stress the necessity of 
intelligent care at the site of the accident. To 
illustrate this, I shall cite 1 case. A boy, aged 17, 
missed his footing diving, struck bottom, was 
helped ashore and, while lying on the beach, 
moved both arms and legs. He was hastened by 
ambulance four or five miles to a hospital; on 
arrival he was totally paralyzed below the neck. 
He said that the ambulance went over a bump 
and that he felt stinging pain in his neck and 
realized he could no longer feel his arms or legs. 
He died after a long hospital stay. Physicians 
should grasp every opportunity to emphasize 
this fact to lay people. 

I should like to caution against the indis- 
criminate use of a general anesthetic for the 
reduction of a dislocation. Adequate relaxa- 
tion can usually be obtained by a large dose of 
morphine and the injection of a local anesthetic 
into the cervical muscles. Although cord dam- 
age can be done without the patient feeling it, 
it is much less likely. When using skeletal 
traction, we have applied as high as 36 pounds 
continuously for as long as three days. The 
case on whom we used this amount of weight 
was also manipulated unsuccessfully, and his 
reduction was never accomplished. He was 
seen four weeks after injury, and x-ray films five 
weeks after injury showed callus formation, pre- 
venting reduction. The four weeks’ case, 
which Dr. Stimson referred to, was a most for- 
tunate one. I wonder whether this reduction 
could have been accomplished at this time if it 
had been complicated by a fracture at facets or 
pedicles. 

We have had no experience in fusing cervical 
spines for dislocations or fractures. We have 
had but one recurrence — a dislocation that re- 
curred at the end of two years — upon whom we 
recommended a fusion; it was refused. 

I have reviewed our cases for the past' five 
years and they show certain trends, although 
numbers are too few for conclusions (see Table 1). 

Table 1 tends to show that the death rate 
from cervical fractures is low under SO years of 
age but approaches nearly 50 per cent over that 


age. About one-third of all the cases over 50 
years old were complicated with skull injury. 
All of these complications died. About one- 
quarter of the cases over 50 years old shotted 
dislocations. Of the various causes of injury 
there is but one significant figure— 3 cases re- 
sulting from football injuries, 2 of which were 
complicated by some paralysis and a most 
gross injury, resulted in complete recovery. 

I should like to call attention to the great 
danger of overlooking an injury of the cervical 
spine when a patient is seen with a head injury'. 
Whenever feasible, an x-ray of the cervical 
spine should be made in the presence of head 
injury, at least if the patient is unconscious. 
I should also like to suggest that if a cervical 
spine injury exists or is suspected an adequate 
supporting apparatus or cast be applied before 
any head surgery is performed. 

We have encountered great difficulty in es- 
tablishing a diagnosis of fracture in many cases 
presenting previous disease, notably arthritis. 
The presence of arthritis warrants a more 
guarded prognosis as to length of time for recov- 
ery and its completeness. 

I am particularly interested in the unilateral 
dislocations or subluxations. We have seen a 
number of these, especially in the later teen age, 
but have had 1 boy aged 6. We have felt that 
such conditions can usually be reduced by mani- 
pulation without anesthetic, and we seldom use 
any fixation afterward. We have followed the 
various methods described and, if we are not 
fortunate enough to get a definite snap back into 
place, we use every trick we know and not a def- 
inite routine. The prerequisite to reduction is a 
continued uninterrupted manual traction for at 
least five minutes. The head and neck, of 
course, are held by the operator, projecting on 
from the table so that manipulation can be done 
unimpeded in any direction. 

There is another type of injury which has been 
a source of considerable discomfort to patients 
whom I have encountered. There is an injury 
that has most frequently occurred when the car 
is struck from the rear while the patient is sit- 
ting in a parked car or riding along. It probably 
should be called a sprain but, because of circum- 
stances of the injury, I have called it a neck snap- 
The patients feel immediate discomfort in the 
neck, in slight degree. They are usually excite 
at the time and do not think much of the injury. 
It is frequently followed by nausea, a little dizzi- 
ness, and sometimes vomiting. The patient 
does not go to bed but stays up and about, and 
the symptoms persist over a period of weeks and 
even months. I have found some numbness 
over the shoulder and outer side of the arm at 
times, but usually there are no findings except 
tenderness in the upper one-third of the neck and 
laterally down over both sides of the neck. X- 
rays have been entirely negative. The relief 
has been by the use of a soft supporting collar 
and occasionally traction at night. This type 
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of case is greatly complicated by a pre-existing 
arthritis. It is in this type of ease, where con- 
siderable change by arthritis is present, that we 
never feel sure that fracture is ruled out. The 
interpretation of films with a large amount of 
arthritis present is extremely difficult and uncer- 
tain, and I have often felt that it was unfair to 
state that a fracture did not exist. I have in 
mind a woman who received a snap of her neck 
by slipping from a step. She had considerable 
arthritic changes. She also fractured her fore- 
arm. She never complained of her forearm; 
in fact, it was reduced without anesthetic and 
without complaint. She had a considerable 
amount of sensory change, mostly of the right 
side, slight of the left arm with considerable 
motor involvement of the right arm. It would 
be unfair to say that this woman did not have a 
fracture or dislocation. It would only be fair to 
say she had a great deal of arthritis which pre- 
vented an accurate diagnosis as to fracture or 
dislocation. 

In conclusion, I should like to re-emphasize 
the duty of all physicians to educate the public 
in the care of all spinal injuries at the time they 
occur and in the necessary care in transporting 


TABLE 1 




Cases 


No. 

Died 

Paralysis 

1, Total Fracture Cases 

36 



a. Under 25 years 

10 

3 

7 

b. 26 to 50 years 

n 

1 

S 

c. Over 50 years 

2. Complications 

15 

6 

s 

a. Skull injury 




(I) Over 50 years 

4 

4 


(2) Under 25 years 

1 

I 


b. Dislocation 




(1) Under 25 years 

o 

1 


(2) 25 to 50 years 

I 



(3) Over 50 years 

3 

3 


Causes 




1. Automobile 

17 

4 


2. Fall 

11 

4 


3. Diving 

3 

1 


4. Football 

3 



5. Railroad 

1 



6. Unstated 

1 




them to some shelter. I also hope I have stimu- 
lated you to watch out for fractures of the cervi- 
cal spine in the presence of skull fractures and to 
realize the necessity for fixation of the cervical 
spine before skull surgery is performed. May I 
again thank Dr. Stimson for bringing this sub- 
ject to us and for focusing our attention to the 
excellent points she has made in her paper. 


TELEPHONE ETIQUETTE 

As we respond to a phone call, the voice at 
the other end of the line is heard to say: 

“This is Dr. X’s secretary. Will you hold the 
line a minute. Dr. X wants to talk with you.” 

And then we wait a minute — or two minutes — 
or possibly more. 

This happens frequently to all of us. We 
doodle for a minute or two while busy Dr. X 
comes to the telephone after his secretary has 
made the contact. It would be more courteous 
if Dr. X had made the call himself, doodled for a 
little while waiting for us, and then greeted us 
personally when we spoke into the reoeiver. It 
would have flattered us if he had assumed that 
we were as busy as he or that our time was worth 
as much as his. 

Relatively speaking, this is a small matter. 
How our telephone contacts are made will never 
change the course of history, but in a world in 
W ij F ourtes y ' s little thought of any more, it 
wo md he gracious to do the waiting on your end 
of the telephone line, rather than let a colleague’s 
° erve 3 become frayed while waiting for you at 
the other end of the line. — The Canadian Doctor 


FOUNDATION TO TRAIN PSYCHIATRISTS 

The Menninger Foundation, recently organized 
at Topeka, Kansas, is for the purpose of training 
psychiatrists and giving postgraduate psychiatric 
training to physicians m other fields, to carry on 
psychiatric research, to provide treatment to a 
representative group of patients who are selected 
not because of their ability to pay but for their 
specific needs and their intelligent cooperative- 
ness, and to carry on preventive activities 
through adequate scientific child study. 

Dr. Karl A. Menninger is president of the 
foundation; John R. Stone, vice-president; Dr. 
William C. Menninger, secretary-, and Dr. Rob- 
ert P. Knight, treasurer. The other trustees in- 
clude prominent psychiatrists and philanthro- 
pists from various cities. 

One of the first projects of the Foundation 
was the partial sponsorship of a week’s seminar 
last summer on military psychiatry which con- 
cerned the neuropsychiatric examination and 
selection of men for the army under the Selective 
Service System. The material was published in 
the Bulletin of the Menninger Clinic and the dis- 
tribution has been over 5,500 copies. 


TIPS— FOR YOU WHO ARE WRITING A PAPER 

Before you begin the first draft you will do well Miss Bruner has had much experience in edit- 
to read Katherine Frost Bruner's “Valedictory mg scientific papers and tells not only their 
remarks on Style" in the January issue of the common failings but offers constructive many 
Journal of AoTiormal and Social Psychology . suggestions. J 



EXPERIMENTAL ACUTE GASTRIC ULCER PRODUCED IN 
ANIMALS BY EXPOSURE TO SULFUR DIOXIDE GAS 

F. R. Weedon, M.D., Jamestown, N. Y. 


I N THE course of studies still in progress 
on the effects of certain toxic gases in low 
concentrations on a variety of animals and 
plants, ulcers of the stomach were observed 
in mice and guinea pigs. These studies were 
carried out at the Boyce Thompson Institute 
for Plant Research, Inc., Yonkers, New York, 
by me and members of the staff of the Insti- 
tute. It is the purpose of this paper to 
discuss some details of the ulcers arising in these 
animals exposed to sulfur dioxide. 

There are two clearly different types of 
gastric ulcer — the familiar chronic ulcer, which 
is usually single, small in diameter, con- 
fined to the pyloric region, and which tends to 
perforate all layers of the organ; and the 
acute ulcer, which is usually multiple, may be 
large, is commonly on the greater curvature, 
and usually does not penetrate below the sub- 
mucosa. In addition, there is an intermediate 
group in which the lesions tend to be large 
and are found on the greater curvature but 
which show definite chronicity, are frequently 
single or in small numbers, and tend to per- 
forate . 1 

According to Mann , 1 chronic gastric ulcers 
in his experimental animals first appear as 
thin gray plaques of necrotic tissue on the 
free surface of the mucosa, the necrosis and 
digestion then proceeding downward, no 
notable hemorrhage occurring at this stage; 
whereas in the acute ulcers the process ap- 
parently begins with a hemorrhage in the 
submucosa which extends to the overlying 
mucosa with subsequent digestion — a lesion 
well-termed “hemorrhagic erosion." 

The ulcers to be discussed here have certain 
characteristics of each group in that while 
usually multiple they may be single or in 
small numbers, may begin as necrotic plaques 
in the mucosa without hemorrhage but later 
bleed into the deep tissues and often per- 
forate, yet may occur characteristically on the 
greater curvature and have never been ob- 
served in the duodenum. 


Zimmerman 5 and consists of duplicate sets— 
one for treating animals or other organisms 
with the gas, the other for controls. Each set 
includes a glass cabinet of special design, a 
variable speed exhauster-blower and an 
orifice meter for precise control of the volume 
of air passing through the cabinet, a Thomas 
autometer and a Leeds and Northrup micro- 
max conductivity recorder for recording gas 
concentrations in the cabinet, besides other 
appliances described elsewhere. 1 ' 5 

Design of Experiments 
Since the principal interest in the original 
experiments was the toxicity of the gas, the 
design was such as to determine the time until 
death of 50 per cent of the exposed animals 
as a function of concentration. The 50 per 
cent point was chosen because such a figure 
can be obtained with greater precision than 
any other time versus kill value. 6 It is obvi- 
ous that this point has no direct relation to 
the characteristics of ulcers. Several factors 
such as exercise and intermittent exposure 
were studied simultaneously but will not be 
analyzed here. 

Experimental Procedure 
Full details of procedure may be found in 
the paper by Weedon, Hartzell, and Setter- 
strom, 2 except that although the history of 
each vertebrate animal has been traced 
through the many hundreds of pages of ‘ log- 
sheet” observations and necropsy protocols 
it was not felt that these voluminous data were 
important enough to publish in full. 

The guinea pigs were weighed at least once 
a week and a record was kept of their food 
consumption. They were continually sup- 
plied with oats and were given a daily ration 
of carrots or cabbage. No other water was 
given. M 

The mice were watered and were fed com- 
plete ration" dog pellets daily, with occasions 
rations of cow's milk. 


Apparatus 

The apparatus used in this study has been 
described in detail by Setterstrom and 


Read at the Annual Meeting of the Medical Society of 
the State of New York. Buffalo, New York. April 30, 
1941. 


Experimental Results 
Experiment No. 1 (63.7 p.p.m. SOj)--" 
Ten mature guinea pigs were treated wit 
S0 2 and an equal number of similar guinea 
pigs were used for controls. On the first day 
the test animals ate well but after this showed 
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loss of appetite. On the fourth day 1 animal 
became dyspneic, and by the eighth day 
all were dyspneic. By the ninth day several 
guinea pigs had visibly distended abdomens. 
The fifth animal died on the fifteenth day (50 
per cent end point). The surviving animals 
quickly recovered after removal from the gas 
except that those with distended abdomens 
remained in this condition for many hours. 
At necropsy one-third of the total number of 
test animals showed distention of the stomach, 
but no hemorrhages or ulcers were observed 
grossly. 

Experiment No. 2 (10.7 p.p.m. SO 2 ). — 
This experiment was designed to test the effect 
of a concentration representing the maximum 
that might be encountered for any length of 
time in a city atmosphere. Ten guinea pigs 
and 10 mice were exposed. 

Result: There was no observed change in 
the test animals. 

Experiment No. 3 (33 p.p.m. SO;). — 
Result: There was no observed change in the 
stomachs of the test animals. 

Experiment No. 4 (25.9 p.p.m. SO;). — 
This concentration of S0 2 is frequently en- 
countered for short periods in certain indus- 
tries. 

Result: There was no significant change in 
the stomachs of the test animals. 

Experiment No. 5 (25.3 p.p.m. SO;). — 
Result: No significant change was found in 
the stomachs of the test animals. 

Experiment No. 6 (109 p.p.m. SO;). — 
Result: The stomach was usually distended. 
No ulcers were found grossly, but two 
stomachs showed large perforations that 
presumably originated in ulcers. 

Experiment No. 7 (151 p.p.m. SO;). — Dis- 
tention of the stomach was usual after about 
forty-eight hours. About 15 per cent of the 
animals that died showed multiple ulcers from 
pin-point to 0.3 cm. diameter. The larger ul- 
cers were all accompanied by circular sub- 
jacent hemorrhages of the wall. 

Experiment No. 8 (296 p.p.m. SO;). — Ab- 
dominal distention was pronounced on the 
third day in the guinea pigs. The 50 per cent 
end point for the mice was at forty-five hours, 
but distention was usual in the last few hours. 
Practically all of the animals showed multiple 
ulcers and subjacent hemorrhages of the 
stomach, larger and more numerous than those 
m the previous experiment, frequently coal- 
escing and, in a number of animals, perfo- 
rating. 

Experiment No. 9 (1,014 p.p.m. SO;). — Dis- 
tention was observed after about three hours 



• Fig. 1. 


but was not as great as in previous experi- 
ments. The 50 per cent end point for guinea 
pigs under ordinary conditions was twenty- 
three and one-half hours and in mice four and 
three-tenths hours. Multiple small ulcers and 
hemorrhages were found in the guinea-pig 
stomachs; in mice the lesions were rare and 
pin point in size. 

Gross Pathologic Findings 
The ulcers are from pin-point to about 0.5 
cm. diameter except where they coalesce or 
perforate. In the latter case they may occupy 
half the anterior surface of the stomach. The 
structure can be seen clearly through the dis- 
tended translucent stomach wall and in the 
smaller lesions appears as a gray opaque disk 
on the surface of the mucosa. Then it appears 
as a slightly larger, more opaque, ring or fun- 
nel, the center being digested. In the third 
stage a pin-point hemorrhage appears deep 
in the wall which expands to a disk nearly 
as large as the lip of the ulcer, the latter, how- 
ever, usually well defined in perspective above. 

Histologic Findings 
Upon section of a small ulcer there is seen a 
striking edema of the wall between the mus- 
cularis mucosae and the serosa, with engorge- 
ment of vessels causing a nodelike swelling of 
the entire wall at this point. In the fold of 
mucosa immediately above only the tip is 
gone — the lower cells degenerated with pyk- 
notic nuclei but still in place. The adjoining 
folds of mucosa appear entirely normal (Fig. 
1). In a slightly larger ulcer the edema has 
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Fig. 3. 

of concentration of S0 2 within proper time 
limits, and neither occurs at levels likely to be 
found in the air of any city. Thus, in Experi- 
ment No. 5, 14 guinea pigs and 30 mice were 
exposed under varying conditions of exercise, 
rest,- etc., for 1,137 hours (about one-fifteenth 
extended laterally, and the wall beneath the the usual lifetime of a mouse), without effect, 
now collapsing fold of mucosa is thinner than Distention and ulceration are functions of 
the adjacent wall. A small amount of free length of exposure at proper concentrations, 
blood lies in the wall and in the mucosa above At 1,000 p.p.m. the 50 per cent death point 
(Fig. 2). Finally, the original fold of mucosa was reached at about twenty-four hours in 
lies as a thin mass of blood and detritus on the guinea pigs, and the ulcers were less numer- 
muscularis mucosae, the now hemorrhagic ous than at 300 p.p.m. for 153 hours, 
muscle of the wall is thin and disintegrating, Size and number of ulcers are also affected 
thrombi may be seen in the small vessels, by concentration and time, the optimum con- 
and even the serosa has bulged outward until ditions in these studies being 300 p.p.m. for 
its cells are flattened to half the thickness about three days. Perforation, however, 
of those over the adjacent tissues (Fig. 3). occurred at all concentrations that produced 

. . grossly visible ulcers, and the perforations were 

Discussion and Conclusions usually extremely large. These large lesions 

These ulcers are always preceded by acute may have been caused by thrombosis of ves- 
distention of the stomach, a phenomenon that sels larger than those usually affected, 
in itself is not well understood. The effect 
of the resulting pressure on the vessels branch- Summary 

ing from the large vessels of the wall to supply The occurrence and nature of gastric ulcers 
and drain the folds of mucosa may well ac- in guinea pigs and mice exposed to controlled 
count for part of the pathologic picture. concentrations of sulfur dioxide have been 

It is possible that the ingested acid gas may described. Concentrations of 10, 25, 35, 
hasten the digestion of the necrotic mucosa, 65, 100, 150, 300, and 1,000 p.p.m. (in round 
but in view of experiments with other gases numbers) were tested. 

as yet incompletely studied this conclusion No effects on the stomach were observed 
should not be drawn from the present data, below 65 p.p.m. _ 

Both distention and ulceration are functions At 65 p.p.m. one-third of the a nima ls showed 
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acute distention of the stomach on the ninth 
day, and at 100 p.p.m. half the animals showed 
distention about the fourth day, while two per- 
forations of the stomach occurred. At 300 
p.p.m. most animals showed distention and 
multiple hemorrhagic ulcers on the third day. 
Perforations were frequent. At 1,000 p.p.m. 
the ulcers were less frequent and of smaller 
size, but the life span was shorter. 

The gross and microscopic appearance of 
the lesions has been described. 
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BUSINESS WOMEN PROMOTE HEALTH 

The National Federation of Business and 
Professional Women’s Clubs, Inc., under the 
presidency of a physician, with a health advisory 
committee under the chairmanship of a physician, 
and with one additional medical member, one 
dental member, and three lay members, has 
issued a leaflet entitled “Are You Fit for the 
Job?”* This pamphlet explains the health ap- 
praisal project of the federation, recommending 
an annual physical examination for every busi- 
ness and professional woman. 

The pamphlet analyzes the importance of 
health and fitness for the job. It sets forth three 
health ratings — the ideal, which is never wholly 
attainable; the actual, which is “often far below 
that which is possible and practicable for the in- 
dividual,” and the attainable, “the health that 
one might have with the normal appreciation and 
realization of health that is reasonably available 
for the individual.” The pamphlet reproduces a 
health-appraisal form which is to be offered the 
examining physician. It includes a philosophy 
of health and fifteen points in a healthy per- 
sonality. 

The pamphlet also supplies instructions for 
health-appraisal projects for local business and 
professional women’s clubs, including a meeting 
for discussion to be followed by efforts to attain 
100 per cent physical examination by physicians, 
followed by appropriate corrective measures. 

Accomp anying the pamphlet is a four-page, 

* Rational Federation of Business and Professional 
Women's Clubs, Inc., 18X9 Broadway, New York. Single 
copy, 10 cents. 


EXAMINATIONS 

letter-size folder carrying on its first page an 
introduction “To the Examining Physician: 
The patient presenting herself to you for exami- 
nation is a member of the National Federation 
of Business and Professional Women’s Clubs 
who wishes to obtain the optimal level of health 
possible for her .... She is presumably a well 
person actively engaged in business or in a pro- 
fession .... This examination form has been 
prepared to include not only a record of physical 
history and physical findings but also the ques- 
tions which will aid you and the patient in 
evaluating her design for living which should 
make for an integrated personality. . . . Your 
cooperation in obtaining a complete history and 
giving a careful and complete physical examina- 
tion will be appreciated.” 

Page 2 contains a form for recording an ex- 
ceptionally complete health history; page 3 
provides for recording a complete physical ex- 
amination, including routine pelvic examinations 
recommended for all women, but states that 
special tests such as blood counts, roentgeno- 
grams, basal metabolic rate determinations, 
blood chemistry and the like are “recommended 
as indicated, but not included in routine health 
examination.” The entire blank is to be returned 
to the patient for her information and subsequent 
guidance. 

This is a well-conceived project which, if 
carried out locally according to the instruction 
so well developed by the national body, deserves 
the widespread cooperation of physicians. 

—J-AMA. 


SO YOU WANT TO WRITE? 

Many of us want to, but few of us know how to. 
here s a piece of advice Mark Twain once gave 
to a novice: 

T notice that you use plain, simple language, 
snort words, and brief sentences. That is the 
way to write English — it is the modern way and 
the best way. Stick to it; don’t let fluff and 
nowers and verbosity creep in. When you catch 
an adjective, kill it. No, I don’t mean utterly. 


but kill most of them— then the rest will be 
valuable. They weaken when they are close 
together. They give strength when they are 
wide apart. An adjective habit, or a wordy, 
diffuse, floweiy habit, once fastened upon a per- 
son, is as hard to get rid of as any other 
vice.” 

—Tdk, published by The Notion- 
al Hospital for Speech Disorders 



NONSCHIZOPHRENIC CATATONIC STATES 

Morris Herman, M.D., Dorothy Harpham, M.D., and Marcus Rosenblum, M.D., 
New York City 


TT HAS not been stressed in the literature 
that catatonic states occur in conditions 
other than schizophrenia. Following the 
work of Kraepelin, catatonia has been in- 
cluded in the group of mental diseases of the 
schizophrenic type. However, since that 
time it has been apparent that this grouping 
has been too rigid. The clinician has recog- 
nized numerous cases in which catatonia has 
been present but in which schizophrenia did 
not exist. Thus, this catatonic syndrome has 
been described in cases of general paresis, 1 
epidemic encephalitis, 2 alcoholism, 3 head 
trauma, 3 hysteria, 5 diabetes, 6 mentally de- 
fective children, 7 narcolepsy, 8 and hypnosis. 9 

Recently, the problem has been elucidated 
from the experimental angle. Catatonic 
states were produced in animals by the 
injection of bulbocapnine 10 which closely 
resemble the syndrome of human catatonia. 
After the administration of a small dose the 
animals show: (1) catalepsy— the active re- 
tention of postures; (2) negativism— passive 
or active resistance to change of attitudes 
already assumed; and (3) autonomic phe- 
nomena — e.g., polypnea and salivation. After 
the administration of a large dose the animals 
present hyperkinesia and abnormal postures. 

De Jong and Baruk 11 have been able to 
produce the catatonic syndromes in many 
different ways — i.e., by administration of a 
great number of chemical substances, by 
electric currents, by certain surgical pro- 
cedures on the brain, and by experimental 
autointoxication. Their work in the last 
category is of particular interest. They pro- 
duced lesions in the spleen, kidneys, testes, 
liver, and intestine in different animals. They 
found that there was no catatonic response 
after extirpation of the spleen, kidneys, or 
testes. However, they did obtain catatonia 
in 4 of 12 dogs in which they produced ob- 
struction of the intestines. Also, catatonia 
developed in 16 of 24 cats surviving after 
ligation of the hepatic artery. In 2 of 4 dogs 
in which the function of the liver was par- 
tially eliminated by an Eck’s fistula, an 
intermittent catatonia was produced. These 
authors conclude that experimental catatonia 

From the Department of Psychiatry, the New York 
University Collese of Medicine, and the Paycbiatno 
Division of the Bellevue Hospital. 
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is a frequent, and not a specific, reaction of 
the central nervous system and that biologi- 
cally produced through autointoxication it 
occurs only following disturbances of the 
intestines and the liver. Another important 
observation is that experimental catatonia 
after the administration of bulbocapnine does 
not occur in animals without a neocortex, 
such as frogs, so that in some way the cerebral 
cortex is concerned in the mechanism of the 
production of the catatonia. 

Schilder 12 postulates that two factors are 
important in the production of catatonia— i.e., 
a cortical factor that produces a lack of impulse 
and a subcortical factor that produces a simul- 
taneous innervation with minimum essential 
tone of the agonistic and antagonistic muscle 
groups. 

Von Bconomo 13 thought that the subcor- 
tical area responsible for catatonia in case3 of 
epidemic encephalitis is the gray matter in the 
region of transition between the third ven- 
tricle and the aqueduct of Sylvius. 

An important contribution to the study of 
catatonia has been effected by the work of 
Ingram, Barris, and Ranson. 14 They pro- 
duced lesions in cats in the base of the brain 
in the region of transition between the fore- 
brain and midbrain by means of the Horsley- 
Clarke stereotaxic instrument. Their results 
show that the syndrome does not occur follow- 
ing extensive damage to the central gray 
matter of the aqueduct and third ventricle. 
However, catatonia was produced by bda 
eral damage to extrapyramidal structures m 
the hypothalamus in the region of the mamil- 
lary bodies, such as the posterior hypothalamic 

nucleus, the supramamillary area, the latera 
hypothalamic area, and'tbe region just cau a 
to the red nucleus. The symptoms produc 
in these cats have a remarkable resemblance 
to the catatonia following injection of bul o- 
capnine and to clinical catatonia. The ca 
are described as having a pronounced lack o 
motor initiative, stolidity, subnormal emo 
tional expression, an increased plasticity of ® 
muscles expressed in the maintenance of o 
postures, and a disinclination to eat so a 
artificial feeding is necessary. 

In clinical material the catatonic syndrom 
presents an almost uniform symptomatologic 
picture, and the differential diagnosis of diner 
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TABLE 1 


I 

Case Discharge 

Catalepsy, 

Cerea 

Flesa- 


Nega- 

Response 

to Reduced 

Manner- Sphincter Masked Induced Motor 

Sensorium 

No. Diagnosis 

biiitas 

Mutism 

tivism 

isms 

Control 

Facies 

Pam 

Impulses 

Intact 

Clouded 

1 Psy chosis with cen- 
tral nervous sys- 
tem sypbika 

4- 

+ 

0 

0 

4- 

4* 

*4* 

+• 

0 

4- 

2 General paresis 

0 

+ 

4- 

0 

4- 

0 

0 

0 

0 

4- 

3* Epileptic clouded 
state 

+ 


0 

0 

4- 

4- 

4- 

4- 

0 

4- 

4* Psychosis due to al- 
cohol 

4- 

4- 

4- 

0 

0 


4- 

0 

0 

4- 

5* General paresis 

+ 

4- 

4- 


4- 

4- 

0 

0 

0 

4- 

6* Psychosis due to 
head injury 

+ 

4- 

0 

0 

0 

4- 

0 

4“ 

0 

4- 

7 Psychosis due to il- 
luminating gas 

+ 

4- 

0 

0 

4- 

4- 

0 

4- 

0 

4- 

8t Psychosis due to as- 
pirin mtancatron 

0 

4- 

■f 

4* 

+ 

+ 

0 

4- 

0 


9 Psychosis due to al- 
cohol 

+ 

4- 

0 

0 

4- 


0 

4- 

0 

4- 

10 Epileptic clouded 
state 

4- 

4- 

4- 

0 

4- 

4- 

0 

4- 

0 

4- 

11 General pareava 

4- • 

4- 

4- 

4- 

4 * 

+ 

0 

4" 

0 

4- 

12 Psychosis due to al- 
cohol 

4- 

4- 

0 

0 

4- 

4- 

0 

4” 

0 

4- 


* Cases described m text 

t We wish to acknowledge our gratitude to Dr. Israel Wechsler, director of the Neurologic Service, Mount Sinai 
Hospital, for permission to include this case 


ent types is difficult. Kahlbaum 15 describes 
catatonia as a disease picture “in which the 
patient sits quietly or completely mute and 
motionless, immovable, with a staring coun- 
tenance, the eyes fixed on a distant point and 
apparently completely without volition, with- 
out any reaction to sensory impressions, some- 
times with a full-fledged cerea flexibilitas, as 
in catalepsy, sometimes with a slight but 
definitely appreciable degree of this striking 
manifestation. The general condition of such 
a patient gives the impression of a deep mental 
distress or a fixedness resulting from a severe 
fright.” Such a conglomeration of symptoms 
is found in schizophrenic mental disorders, as 
well as in other clinical conditions in which 
catatonia occurs. In order to demonstrate 
differential diagnostic criteria, a group of cases 
has been analyzed and will be presented with 
this point in view. 

It is important to recognize, despite all these 
organic contributions to the study of catalepsy, 
that this condition may result from psycho- 
logic influences. It has already been pointed 
out that it occurs in hypnosis and hysteria. 
Furthermore, it may be produced in animals 
by rapid immobilization or other strong and 
unexpected stimuli. 16 It is a common con- 
juror's trick to induce a cataleptic state in 
birds by suddenly inverting the creature and 
placing it on its back. 

Table 1 presents 12 cases of which 4 are cen- 
tral nervous system syphilis; 2, epilepsy; 3, 
psychoses due to alcohol; 1, psychosis due to 
illuminating gas poisoding; 1, psychosis due 
to aspirin poisoning; and 1, psychosis due to 
head trauma. 


Certain of these cases (those marked with 
an asterisk in Table 1) are described in greater 
detail as follows. 

Case Reports 

Case 3. — A. P., Austrian, aged 38, was brought 
to Bellevue Psychiatric Hospital by the police 
because he had been found wandering about 
making noise and was unable to give an account 
of himself. The patient was the only informant 
and on the fifth hospital day stated that he had 
suffered epilepsy since the age of 21. Physical 
findings on admission were remarkable only in 
that he exhibited waxy flexibility. The mental 
status for the first three hospital days revealed: 
intermittent mutism, a blank staring expression, 
occasional echolalia, and a clouded sensorium. 
He was discharged to a state hospital somewhat 
improved on the ninth day, but still revealed 
sensorial defects. 

Cose 4- — G. B., American, aged 34, was ad- 
mitted to Bellevue Psychiatric Hospital because 
of the sudden onset of noisiness and irrational 
speech in the course of a prolonged alcoholic 
bout. He was a night club entertainer. His 
personabty was described by an identical twin 
brother as selfish, dependent, and unfriendly. 
He was wont to curse his effeminacy. The only 
physical finding of positive value on admission 
was unreactive pupils. On the third day after 
admission he developed generalized tremors, 
changing rigidities, and grasping and sucking 
reflexes. His gestures xvere catatonic and he 
often held postures for long periods. The mental 
status revealed: blank staring, echolalia, per- 
severation, auditory and visual hallucinations, 
and a clouded sensorium. He was discharged on 
the thirty-third day to a state hospital, greatly 
improved physically but retaining a psychosis of 
an organic type. 
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Case 5. — L. F., Italian, aged 41, was admitted 
to Bellevue Psychiatric Hospital because of per- 
sonality changes and odd behavior of three years’ 
duration. A painter by trade, he was no longer 
able to keep a job because he mixed paints 
wrongly and had become generally incompetent. 
There was a history of moderate alcoholism. His 
personality as described by a niece was of the 
so-called schizoid type. 

Physical findings of positive value were: slight 
irregularity of the pupils, a slight lingual and 
digital tremor, hyperesthesia, and cerea flexi- 
bilitas. 

The mental status revealed: blank staring, 
entire absence of spontaneous speech with fre- 
quent and prolonged periods of mutism; occa- 
sional echolalia; jaw negativism, and sensorium 
which at the onset could not be adequately 
evaluated but which on subsequent examinations 
proved to be clouded. 

Blood and spinal fluid serology revealed a 
4-plus Wassermann and the spinal fluid colloidal 
gold curve was of the paretic type. 

He was discharged, unimproved, to a state 
hospital on the sixteenth day. 

Case 6.*' — J. T., white, aged 46, was admitted 
to the neurologic ward of Bellevue Hospital be- 
cause he was in a clouded uncommunicative state. 
There was a history of his having been found in 
the street three days prior in a semicomatose 
state with evidence of head injury. The only 
physical finding of positive value was a right 
hemiparesis. The spinal fluid was pink, and a 
roentgenogram of the skull revealed a linear 
fracture of the vault. In the hospital he de- 
veloped marked cerea flexibilitas and loss of 
sphincter control. 

The mental status revealed a clouded sen- 
sorium. This condition deepened with the onset 
of drowsiness some days later. On the twelfth 
hospital day a large subdural hematoma was re- 
moved on the left side. The patient recovered 
with a residual of hemiparesis and was discharged 
to go home on the thirtieth day. 

Comment 

The catatonic symptoms in all the types of 
cases are identical with those found in schizo- 
phrenia. However, an examination of the 
sensorium shows that in these cases of organic 
brain disease there is a state of organic con- 
fusion — i.e., there is profound disorientation 
and marked cloudiness of the state of con- 
sciousness. This is not found in cases of cata- 
tonic schizophrenia. It is often difficult to 
probe the sensorium where there is mutism and 
marked negativism. Frequently, the cata- 
tonic symptoms are intermittent and subside 
sufficiently to allow temporary communica- 
bility. In more stubborn cases special methods 

* We wish to express our gratitude to Dr. Foster 
Kennedy, director of the Neurologic Service, Bellevue 
Hospital, for permission to quote this oase. 


may be nesessary. A mute catatonic patient 
may be persuaded to communicate by means 
of writing. This graphic method has been 
utilized even therapeutically. 17 Contact may 
be obtained by the inhalation of a mixture of 
CO 2 and 0« u and also by the intravenous in- 
jection of sodium amytal. 19 These chemical 
agents act by removing the catatonic pheno- 
mena. 

An analysis of our eases and those reported 
in the literature suggests that we can group 
them into three categories: 

1. Cases in which cortical damage is pre- 
dominant. In these we find catatonic symp- 
toms accompanying a state of mental confu- 
sion of the orgaific type. This occurs in cases 
of general paresis, alcoholic encephalopathies, 
head trauma, carbon monoxide poisoning, 
acetylsalicylic acid poisoning, and in post- 
convulsive states. 

2. Cases in which psychologic factors 
appear to be predominant, acting in certain 
constitutional types. Here, the catatonic 
symptoms are present without a state of or- 
ganic mental confusion. This type is found 
in schizophrenia, certain hysterical states, and 
hypnosis. 

3. Cases in which damage to the hypothal- 
amus is predominant. Here, the catatonic 
symptoms are present with a clear sensorium 
but commonly associated with disorder of the 
sleep mechanism. This type is found in epi- 
demic encephalitis and the narcolepsies. 

Theoretically and by experimental results, 
one can hypothesize that catatonia is a neuro- 
logic phenomenon, the mechanism for which 
resides in the posterior part of the hypothala- 
mus. It seems also that the neocortex has a 
controlling influence over this mechanism. 
This cortical influence is disturbed by the 
ovenvhehning toxic factors of organic cortical 
brain disease and also by psychologic influ- 
ences. Certainly psychologic factors are im- 
portant in the production of the catatonic sta e 
in hypnosis and certain conversion hysterias. 
However, the relative importance of psycho- 
logic factors in the production of catatonia in 
schizophrenia is not yet established. The 
cerebral control may also be disturbed by 
disease of the hypothalamic region i.e., by 
cutting off the lower centers from cortical in- 
fluences. 

Summary 

1. The experimental studies on catatonia 
have been reviewed. 

2. Cases of catatonia in nonschizophrenic 
subjects are analyzed. 
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3. The catatonic symptoms are identical 
with those found in schizophrenia. 

4. The clouded sensorium found in or- 
ganic brain disease differentiates the catatonia 
of these cases from that of schizophrenia. 
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DO YOU KNOW WHAT “BEDLAM” MEANS ? 


Doctor Jones says, in. Health News: “My 
mother, when I was a boy, when a bunch of us 
got to making; a terrible commotion, she’d come 
m: What’s an this bedlam about?’ she says. Or 
maybe she’d say we sounded like a ‘mad-house ’ 
go I figured they meant about the same thing, 
but, you know, I’ve just discovered it was ori- 
ginally Bethlehem: the Bethlehem Royal Hos- 
pital for lunatics, as they used to call ’em. That 
uas way back in the fifteenth century, in Lon- 
don. It was a pretty tough place, I guess. I was 
reading they even let people in for an admission 
tee to see the inmates. If they didn’t perform 
to siut ’em they’d poke ’em with sticks. Today 
P r °bably get pinched if you tried to do 
‘hat to wild animals m the zoo. 

What started me on this: I was just reading a 
lecture Dr. Hutchings gave in this ‘March of 
“me' series. _ ‘The Ascent from Bedlam’ — 
tnat s the title of it. He was superintendent for 
^ the Utica State HospitaL He'3 one of 
me old-timers in the mental business that’s kept 
up on what they call the new psychiatry: pre- 
that 8 measures > psychoanalysis, and all 

It's a remarkable story — this lecture is, of the 
W™ change in ideas and methods from the 
oiu days when people with mental disturbances — 
, X used to light fires under ’em and all that 
stun to drive out the demons. Of course old 


Hippocrates, way back there b.c., he said it was 
disease and not devils. But that idea was too 
newfangled to make much impression. In fact 
way along in the seventeenth century casting 
out devils was a thriving business. One bunch of 
church folks reported that they’d cast out 12,652 
of ’em. 

“Back in those day3 they weren’t patients and 
they weren’t treated. They were just mistreated 
But in Paris, in 1792, they put a fellow by the 
name of Pinel in charge of an asylum there: a 
place about like old ‘Bedlam.’ He had some 
ideas of his own, Pmel did. He unchained the 
inmates, gave ’em beds to sleep in and something 
to occupy their time, like working in the garden 
and so on, and some of ’em improved. Most of 
the people around there were busy putting on the 
French Revolution; otherwise I s’pose Pinel’d 
have lost his job. Something more or less the 
same was going on in England. That w as really 
the beginning of giving ’em decent care — these 
mental cases. 

"What Dr. Hutchings calls the ‘new psychiatry' 
began to take hold along about 1909. It got its 
start, he says, from the ‘epoch-making studies' of 
Dr. Freud. Now they not only treat ’em sci- 
entifically and cure a lot of ’em but they aim to 
prevent these troubles. Well — tune’s marching 
on, too. We’ll have to finish this some other 
time .’’ — Paul B Brooks, .11. D. 


k NUTRITIONAL MOVIE 

Didden Hunger," a two-reel picture made as a 
J,* 1 » , ? National Nutrition Program and 
presented by the Federal Security Agency, 
_ j r ’ n S 3 1° the screen in an entertaining and under- 
Kn t manner the newer knowledge of nutn- 
nrk" ^ P?i nt3 U P naste of food through un- 
p eper cooking and waste of money through 
improper buying. 


It shows and tells the minimum essential foods 
a man should eat every day for maximum health: 
1 egg, 1 pmt of milk, two vegetables (green, 
leafy, or jellow), and a potato; an orange or 
tomato juice and another fruit; three or more 
shoes of the right kind of bread (whole wheat or 
enriched white); two tablespoons of butter or 
margarine; and meat. 



Special Article 

theTiind^asseur r THE handicapmd -particuiaeiy 


David R. Salmon, New York City 

PDUCATORS, industrialists, and other 
groups conferring in a spirit of sym- 
pathy on the problems of the industrial re- 
habilitation of the handicapped will find their 
well-intentioned gatherings unproductive un- 
less a definite, constructive plan is drawn up 
wherem the rehabilitation processes lead 
toward assured jobs in industry. This calls 
not only for industrial job surveys by these 
group® but also for an intensive publicity 
campaign to overcome unwarranted public 
prejudice against employment of the handi- 
capped. It cannot be overemphasized — vo- 
cational rehabilitation of the handicapped en- 
tails a rightabout-face by the public in its 
general acceptance of handicapped labor. 

Well-directed publicity is of particular 
value now while each man’s contribution to- 
ward national security is most urgently 
needed. It may be safely said that more can 
be done in one war year to aid the handi- 
capped as economic producers than in several 
peaceful decades. Our government should 
not miss this opportunity to set these people 
to work and to educate the public as to their 
capabilities. It is also worth contemplating 
whether or not special government considera- 
tion should be given to those industries em- 
ploying a certain percentage of the handi- 
capped. 

While the blind masseurs are not in need of 
vocational rehabilitation, they are a handi- 
capped group in need of jobs. By giving this 
group cooperative support the medical pro- 
fession can serve as an example for other 
groups to do likewise. 

There are approximately twenty-five com- 
petent blind masseurs licensed by the City 
of New York. They have all had hospital 
or private patient experience or both. Eight- 
een of their number are chartered as the Na- 
tional Association of Blind JVIasseurs with 
headquarters at The Lighthouse, 111 East 
59th Street, New York City. While they 
are not physical therapeutists, they have been 
trained to use electrotherapy under sighted 
supervision. The development of a sensitive 
touch sense, the ability for full concentration 


Vocational Guidance and Placement Counselor, The 
New York Association for the Blind and the New York 
Institute for the Education of the Blind. 


free from the distractions of the seeing world, 
plus the other qualities of physical fitness, 
education, and personality which are neces- 
sary in the capable masseur make the major- 
ity of this group highly employable. 

The blind masseur encounters difficulties 
because of the inability of the layman to sepa- 
rate special capabilities from the idea of 
handicap in general. The medical profes- 
sion in England, through its cooperative sup- 
port, is largely responsible for revealing the 
skill of the blind masseur to the public, and a 
livelihood in his chosen field has thus been 
opened to him 

In considering how the medical profession 
may aid blind masseurs in this country, it is 
well to consider further what the English 
have done. Before entrance is granted to the 
Eichholtz Institute of Massage and Physio- 
therapy for the Blind in London, the prospec- 
tive blind masseur is required to furnish a 
consensus from at least six medical men in the 
district in which he hopes to practice that 
there is scope for the masseur in the locality 
and a promise that they will consider helping 
him by sending him patients. Further, he is 
asked to produce some indication from the lo- 
cal authority of his area that it will use its 
influence to secure for him a hospital appoint- 
ment. 

In England, blind masseurs may not adver- 
tise, but in this connection the Association for 
Certificated Blind Masseurs, which corres- 
ponds to our National Association of Blind 
Masseurs, is able to undertake suitable forms 
of advertising and to arrange for general 
publicity so as to keep the work of the blind 
masseur constantly before the medical profes- 
sion and the general public. The Association 
has strong medical backing, and advertise- 
ments are inserted in medical and lay papers 
describing the qualifications of its members. _ 

The American medical profession can aid 
the blind masseur by similar cooperative 
support when he is certified. Means of ad- 
vertising can be provided through medical 
papers, and the example can be set for lay 
papers to follow suit. Recognition of the 
merits of the blind masseur can be extended 
by inquiring at the New York Association for 
the Blind for the names of one or two members 
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of the National Association of Blind Mas- 
seurs to be used as alternates on physicians’ 
lists. 

Sightless masseurs, accepting the realities 
of their present position, are willing to receive 
a fee smaller than that generally accepted by 


sighted masseurs. They have faith in their 
abilities and believe that in time they -will 
come into recognition. 

Now is the time to consider how we may 
improve the lot of the handicapped in general. 
Here is an opportunity to aid a specific group. 


VICTORY AND LASTING PEACE DEPEND ON CIVILIAN UNITY 


“Two war phrases, ‘unified command’ and 
[grand strategy,’ are being heard with increas- 
ing frequency. Use of them obviously is made in 
connection with military action. But they must 
now be extended to include civilian action. That 
has a special significance to the army of Bundles 
for Britain volunteers throughout the country. 

“Britain cannot wan the war alone; we cannot 
win it alone. Each nation has promised the 
other full support, and for that full support each 
nation’s army and navy are undertaking opera- 
tions under unified agreement, according to 
grand strategy. But the armies and navies can- 
not do the entire job. The civilian populations 
have a job of their own, to help take care of 
themselves. The civilian populations of Amer- 
ica and England are factually one, a great 
unified group of people, working for a common 
protection and common aid. 

“At this time, America fortunately is not in the 
dire need in which England stands. We still have 
enough for ourselvea to be able to help her, and 
keep on helping. Yet we shall not be helping 
a country called England as much as a land which 
m thi3 emergency has become our alter ego, our 
other self. 

“Therefore one can say to the men and women 
of the American home: ‘You are strong, you are 
you are kind, so give your strength, your 
abdity, and your kindness, not only to those 
within your own land, but also to those outside, 
without whose collaboration your ramparts can- 


not stand.’ This is not sentiment or emotion- 
alism. It is the soundest policy for winning the 
war, because it is the application to civilian life 
of the theory of unified command and grand 
strategy. 

“It is also well to remember that we committed 
ourselves to a job which must continue. Bundles 
for Britain and other war relief agencies were 
founded to help the people of a country in dis- 
tress. Those people are still in distress. To de- 
crease our efforts in their behalf now that we 
face having our own distress, would be as if we 
said: ‘Now that we are hit, we cannot think of 
you.’ This would be in contradiction to the 
concept of unified command and grand strategy 
which the leaders of our two countries are so 
trying to perfect. So we must continue whole- 
heartedly and untiringly the efforts to help 
Britain’s stricken civilians. In that way we say 
to them: ‘Even though we are hit, we still think 
of you. ' If we were in England’s plight and Eng- 
land in ours, we would cherish such a spint 
toward us from Britain. It is for us to establish 
a precedent for the behavior of people of all 
nations in the future. 

“This is war, but also war for a peace, and that 
peace will be strong and lasting in proportion to 
the ability of people to work together for a com- 
mon good. Ultimately this will be the basis of 
the contribution the United States and Great 
Britain will make to the future . — Raymond Gram 
Swing, in The Lion Rampant 


DOCTORS’ ORCHESTRA SOCIETY IN NEW YORK CITY PREPARING FOR CONCERTS 


The Doctors’ Orchestra consists now of 60 
Physicians and dentists who are playing mem- 
bers of the orchestra. Professional musicians 
have been almost completely eliminated. The 
orchestra is at present preparing for two con- 
oerte: for the State Medical Convention to be 
held at the Waldorf-Astoria on April 28 and 
for their fourth, annual concert to be held at 

o The program for the above consists of the 
Schubert unfinished, and the Beethoven second 
symphonies, Weber’s Euryanthe overture, the 
tschaikowsky Marche Slave, together with 
a modern composition, and other smaller com- 
positions. 

The orchestra has been practicing throughout 


the past year and has held_ weekly rehearsals at 
the Hospital for Speech Disorders, through the 
courtesy of Dr. James Sonnett Greene, director 
of the hospital. Under the tutelage of the 
conductor, Mr. Frits Mahler, remarkable prog- 
ress has been made and through the efforts of 
the new president, Dr. William Spielberg, the 
orchestra has assumed proportions very near to 
those of a professional symphony orchestra. 

Tickets for the fourth annual concert on May 
8 are now for sale and may be obtained from the 
chairman of the concert committee, Dr. Alex- 
ander Sved, Regent 4-S390, 654 Madison Ave- 
nue, New York City and from the president, 
Dr. William Spielberg, 235 East 22nd Street, 
New York City, Stuyvesant 9-4402. 
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Report of t 

To the House of Delegates; Gentlemen: 

Part I 

This has been an unusual year of service. It 
is with great satisfaction that I am able to report 
to you that there has been an unusual spirit of 
mutual helpfulness and devotion in every com- 
mittee, every county society, and among all the 
members of the Council in studying problems 
that have arisen because of the confused situ- 
ation in the country while it is translating its 
energies from peacetime activities to alignment 
in support of our government’s war effort. 

This is no time in which to indulge in trite 
pomposities of phrase. The time for talk, and for 
discussions and arguments, is past. We must 
face facts. I shall, therefore, first briefly allude 
to our intramural activities, and, then in a second 
part, outline the shape which trends in medicine 
seem definitely to be taking under the stress of 
war. 

In passing, I want to acknowledge the hospi- 
tality of the district branch societies, all of which 
I was privileged to visit during the year at the 
time of their annual meetings. These meetings 
were well organized and well attended and were 
fruitful both in scientific presentations and in 
discussions of medical import for the public wel- 
fare. The fine work in connection with these 
meetings which Dr. Joseph Lawrence does needs 
special mention. I refer you for details to the 
district branch presidential reports. 

The Council of the Society will present a report 
of its activities, together with recommendations. 
These have been fully considered and merit your 
favorable attention. 

I would be remiss in appreciation did I not 
remark on the business-like celerity of procedure 
and the fine way in which the subcommittees 
function under the chairman-leadership of one or 
another of the Councilmen. The pains of "new 
growth,” the frictions, and the controversial 
cross currents of desires and ideas were totally 
absent this year. The Council has “found itself.” 
The fine unanimity of opinion sought as the 
achievable goal on each proposition deserves 
remark. By invitation the Council opened its 
floor and discussions to any members of the 
Board of Trustees who desired to avail them- 
selves of the opportunity, so that the Trustees 
might know the background and the reason for 
such recommendations as the Council desired to 
transmit to the Board. 

Comment on my part is hardly needed on de- 
tails of committee reports which will come before 
you. Suffice it to call your attention to the ex- 
panded program of postgraduate medical educa- 
tion. Lecture hours have expanded to teaching 
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days. This expanded program, stressing as it 
does industrial and war medicine and surgery, is 
peculiarly appropriate in these times. In addi- 
tion there has been set up a Conference Commit- 
tee to work with official agencies in a praise- 
worthy further effort to eradicate tuberculosis 
from our population. 

Medical Relief is being continued in coopera- 
tion with the State Department of Social Wel- 
fare, to the end that the best available care shall 
be given to both the indigent and the near-indi- 
gent- 

Tbe relations of the Society to the various de- 
partments of the state government, of which you 
will have report, is exceedingly fine. There is 
cooperation and mutual good will, with the result 
that commonly sought goals are achieved. The 
appreciation of the Society is hereby expressed 
to the State Departments of Health, Education, 
Motor Vehicles, and to the Board of Regents. 
The Committee on Public Relations and Econom- 
ics, and its manner of approach and its diplo- 
matic handling of pertinent problems, deserves 
an accolade of praise. 

The Legislative Committee has been com- 
mendably vigilant and vigorous. At this writing 
I am unaware of the final outcome of some of the 
pending legislation. The cooperative action of 
the committees on legislation of our component 
county societies is gratefully acknowledged. 

There has been progress in our study of the 
developing programs of Medical Expense Insur- 
ance. The further development of these plans to 
overcome the financial handicaps preventing 
prompt medical and hospital service to those 
whom catastrophic illness strikes meets two 
threats: on the one hand, the government's 
proposition to give medical and hospital care to 
its social security clients, and, on the other, the 
efforts of the Goldwater group to break down the 
legal separation of medical from hospital care. 

I much fear that all our voluntary medical ex- 
pense insurance plans will pass from the picture 
if the federal government’s social security pro- 
gram, for giving its thirty-five million clients and 
their dependents both hospital and medical care, 
is put into effect. The discussions in which we 
have engaged as to the form and type of our vol- 
untary plans will soon have only an academic 
value, because these voluntary plans wifi die if 
placed in competition with the government- 
sponsored plan. Need I add that the proposed 
new social security extension, with its necessary 
additional deductions from the worker’s pay 
envelope, should be examined and thoughtfully 
studied by organized labor as well as organized 
medicine? The least that can be asked is a stay 
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for intelligent study by both of these groups 
vitally interested in the question. 

The Workmen’s Compensation Bureau, under 
its energetic chairman, is continuing to perform 
a valuable service to both the profession and the 
public. Dr. Kaliski’s report merits your con- 
sidered favorable action. 

Publicity may be touched upon in its three 
branches — the Directory, our Journal, and the 
other forms of publicity emanating from the 
Committee on Medical Publicity and its erudite 
director of public relations, Mr. Dwight Ander- 
son. In all the branches of publicity a high level 
of excellence has been maintained. Wise busi- 
ness management has effected arrangements 
which have kept cost levels to no higher than be- 
fore, notwithstanding the rise in prices of paper. 
This is true of both Journal and Directory. 

In passing, I must note for your satisfaction 
the strides which the prestige of the Journal 
has made. Its literary contents, its editorials 
from the able pen of Dr. Laurance Bedway, its 
dignity in expressing the adopted policies of the 
Society, are gratifying. In the uphill struggle to 
attain a place commensurate with the dignity 
and prestige of the Society whose views it rep- 
resents, its steady progress in increasing reader 
interest, its better scientific articles, all bespeak 
steady growth and widening influence. 

Finances. — There has been no more sincere 
worker in our midst than Dr. Edward Went- 
worth, chairman of the Council’s Finance Com- 
mittee. Here I would only add one suggestion 
for general consideration. I refer to the policy of 
remitting the dues of members who are called to 
the colors in our armed forces. The idea has my 
sincere approval, but I would suggest a modifi- 
cation of its application. I would restrict this 
to those physicians to whom, while in the service 
of their country with the armed forces, the pay- 
ment of dues constitutes a burden and hard- 
ship, and limit it to those that ask for it. I 
needs must recommend this because, as I con- 
template the expanding activities of the Society 
on the one hand, and the shrinking income from 
dues on the other (because many of our members 
will soon be with the colors), I realize that some- 
thing must be done to balance matters. If we 
are not greatly to curtail our activities “for the 
duration,” we shall either have to continue to 
receive as much money for dues as possible, or 
begin to live and go on functioning with money 
taken from our capital — our invested funds. 

I shall report separately on the affairs of the 
Committee on Medical Preparedness. 

Office Management. — This has greatly im- 
proved. In the heavy work as president in 
these particular times, it became necessary for 
me to visit the Society’s offices almost daily. 
The splendid esprit de corps, of the staff, the de- 
voted help tendered by the general manager, 
Dr. Peter Irving, and the many extremely cour- 
teous services rendered by everyone at the So- 
make up the one single 


are concerned, by the office, namely, the New 
York State Procurement and Assignment Serv- 
ice, and also the necessary contacts with the 
New York regional office of the Social Security 
Board. I report without mental reservation that 
without this freely volunteered help, and these 
cheerfully performed services, what success I 
may have attained would have been impossible. 

Part II 

_ Trends in Medical Affairs. — The war situa- 
tion inherently means a temporary curtailment 
of the very liberty we are attempting to preserve. 
I readily concede that this is necessary where 
military exigencies require it. The government 
has both a moral and a legal right to take any and 
all measures which it deems to be necessary for 
its own survival and preservation. 

There are those who believe that it is per- 
fectly obvious that what is going on today has 
many elements of a social revolution, and they 
would improve social conditions generally under 
democratic institutions to meet the contingencies 
inherent in this social revolution. This school of 
thought proposes a profound revolution in our 
t hinkin g in regard to medical care. What are we 
doing about it? 

Without discussing the question of social revo- 
lutions while the war effort is getting under 
way, there are factors in the situation which I 
desire to bring to your attention. . 

The proposed federal plan which, for want or 
a better name, I shall call the “hospitalization 
tax program,” I would have you study, with its 
wide implications. Under this plan many mil- 
lions of workers and their dependents who are or 
who may become beneficiaries of old-age ana 
survivors’ insurance systems would have their 
hospital bills paid by federal funds. _ There is, 
furthermore, the implication that social security 
is to be extended, to the end that people perma- 
nently disabled before the age of 65 will be en- 
titled to receive federal benefits. The determi- 
nation of the disabilities will require medical 
examiners. Finally, the medical care of many or 
these people will become a public issue. 

There arises the question of payments to 
workers during temporary disability, ^his re- 
quires medical certification at both the begin- 
ning and the end of each illness. For the trea 
ment of the sick worker, a paid doctor would De 
necessary. , , n i 

We must prepare studies as to methods o 
procedure for the handling of the medical car 
under these plans if, and when, they come in 
operation. But aside from the determination o 
procedure, here is a distinct trend toward o $!/« 
of state medicine. In this connection X am n 
concerned with any details; I am c ? n< 'f™ 
today only with the idea that the organized p 
fession should recognize the trend and comp - 
hend toward what we are drifting, and sho 
prepare adequately for the part it democratically 
determines will be its attitude and role with 


ciety’s headquarters, mate up the one 

factor which has made possible the smooth func- spect to the propositions. . r ca ji 

tioning of the interrelated committees. Fur- The second straw in the wand “j w 

thermore, excellent relationships were estab- your attention is the federal rehabuitat^p ^ 


lished with army officials, the Mailler Commis- 
sion, and other New York state agencies. All 
this brought about mutual good will and co- 
operation. Recently two new agencies have 
been largely serviced, as far as the state s doctors 


gram, which is at present undergoing tests m 
Maryland and Virginia to accumulate expenence. 
This constitutes a program designed to have tne 
federal government undertake the rehabuita 
of rejected registrants coming under cont 
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the national Selective Service Law. The entire 
procedures contemplated are given in full in the 
Vol. 118, No. 5 (January 31, 1942), 

page 382. 

The respective state directors, through the 
channel of the local selective service boards, will 
enrol the physicians and the dentists and also 
the hospital facilities to do this rehabilitation 
work. The physicians, dentists, and hospitals 
will he paid at rates to be established on a fee 
schedule which is soon to be published. What 
part organized medicine played in developing 
this fee schedule — whether it takes into account 
the difference in medical costs in the metropoli- 
tan areas as contrasted with rural and industrial 
areas — I have been unable to learn. Meanwhile 
there is accumulating a national roster of physi- 
cians, who fill out very detailed bla n ks about 
themselves and enrol to do this work. 

Having determined our stand in regard to 
these trends, the inexorable logic of events will 
either justify us or confute us. Let us not be 
bound to harmful policies, whatever the instant 
popular reaction to them may be. I deem it my 
duty to call them to your attention, for such 
action or instruction to your delegates to the 
American Medical Association as you may deter- 
mine. 

In these fast-moving times, we cannot be too 
watchful. I believe that everyone who thinks of 
the train of events which culminated in the war 
we are waging must realize that we are not only 
fighting a war, but also witnessing a social 
change. This you may call social revolution if 
you wish. I hold this to be true all over the 


world. It is distinctly evident in England — to 
cite a people most nearly akin to us. This being 
so, it follows that in the social upheavals there 
are abundant dubious virtues. For the compre- 
hension of these so-called virtues, intelligent 
interpretations are exceedingly necessary. We 
must accept one fundamental fact: an epoch has 
passed, and a new one is upon us. We may have 
a heartfelt nostalgia for the past epoch, in which 
medicine played its noble role, and contributed 
so richly to American life. As we note the pres- 
ent trends, however, we can observe the in- 
evitable parallels which movements and currents 
in public affairs require that we comprehend. 
The earlier we understand them, and guide them, 
the better will organized medicine be served. 
Perhaps, too, we may be enabled to play a part 
in protecting the public welfare from the over- 
enthusiastic protagonists of trends which, in the 
long-range view, are not in the interest of either 
the medical profession, labor, or the public gen- 
erally. 

In conclusion, let me express my thanks for the 
cordial cooperation and enthusiastic support I 
have enjoyed at the hands of every official and 
many of the individual members o'f the Society. 

In the year which has passed, I have been in- 
deed highly privileged to serve during exciting 
times when history has been in the making. I 
have learned much by the experience. 

I am deeply grateful both for the honor of hav- 
ing served, and for your confidence which I have 
enjoyed. 

Samuel J. Kopetzkx, M.D., President 
March 9, 1942 


Report of the Secretary 


To the House of Delegates; Gentlemen; 

Since your last meeting on April 28 and 29, 
1941, the administrative year has seen an expan- 
sion of the regular activities and the addition of 
new work. The headquarters office has met all 
calls. The coordination of activities has gone 
ahead smoothly. 

Membership. — Elected in 1941 were 856 new 
members; 210 were reinstated. The net in- 
crease for the year, as shown below, was 372. 


Membership — December 31, 

1940 17,409 

New Members — 1941 856 

Reinstated Members — 1941 210 18,475 


Deaths 198 

Resignations 144 

Licenses Revoked 3 345 


18,130 

of 

41 349 


Total Membership, Decem- 
ber 31, 1941 17,781 


Honor counties (none of whose members failed 
of their dues in 1941) include Chemung, Colum- 
bia, Cortland, Essex, Fulton, Livingston, Mont- 
gomery, Onondaga, Schoharie, Schuyler, Seneca, 
lioga, Tompkins, Warren, and Wyoming. 

. New York Office. — The revisions in system 
initiated last year and reported to you 


then were in due course completed; and all 
procedures have been working efficiently in the 
new way. Thus, production of the Journal 
and the 1941-1942 Directory has been facilitated 
and at the same time the increasing calls on the 
office for assistance in the field of medical pre- 
paredness have been met. 

It has been of much help in office management 
to have the counsel of the special Committee on 
Office Administration and Policies, which you 
set up in 1940 and continued in 1941, to operate 
under supervision of the Council. This com- 
mittee has met regularly. Because of its con- 
stitution with managing officials, general and 
special, the Journal literary editor, the treasurer 
and a trustee, it has been in a position to fit 
varying needs of the office together in effective 
fashion. 

Mr. Anderson, in his capacity as business 
manager of the Journal and Directory and of 
Technical Exhibits for the Annual Meeting, has 
done yeoman service that has resulted in finan- 
cial improvements in all three fields. 

Coordination of Activities. — The Council with 
the help of its committees has fulfilled its duties 
during the year in brisk and effectual fashion and 
without duplication of effort. 

It has been found wise to make some slight 
changes in the Council committee mechanism in 
such a way as to cover certain expansion in effort. 
A Joint Committee on Dental Health of the 
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the additta 0 f a %dia^L Sa %" PerS °^^i but 

Re^onaFciTaimenln 

committee on Industrie TTooi7u S ‘ A new Sub- 

th 'A C n.TcoS°if 

recls 1 f e : „ C Hl!”?' lttee -? n Scien Rfic Assembly was 

a£^s«,«“ s 

ine Committee on the Deaf qn 8 
Hearing has been enlarged to five by the addi- 
fonoffour otolaryngologists. 

At the instance of the Council, the president 
^ r ;, Ko P et . 2k y. was drafted to succeed himself 
fw£l la ' rnia Il ° f the Committee on Medical 

•tf^^Trsisisrrsa? 

The job of finding examiners for the draft boards 
diminished but a call of large proportions began 
m the winter of 1941 for cirilian contract phf“ 
cians to aid the Army Pre-Induction Teamsoper- 
ating in the state under the Surgeon of the Eec- 
ndth S-h? 8 A ^ e3 i' ? tlis caU has been met, again 

society coSttet; ng 858181:11106 ° f the count y 
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Just recently, Dr. Arthur W. Booth nf 1 
nura, has been appointed under the Procureme 
and Assignment Service in Washington” 

Sr a xZMl, S T D i Cor P s Area - ”r M 
£e sfSSewYorr de,6gated ° h “ f ' 

Sod e tv n J!?! if ° aU d has come t0 the Stal 

tinn f d n i4 e c ° UDt y societies: for inform: 
menf h W U he, P the : Procurement and Assigr 
Kw Ce t0 - decide whi(; fi Physicians ar 
A^v b ind°y ervlc / ,n , tlie Medical Corps of th 
„ j 4(, aD k 4 av 7 . (and other federal agencies 
and which physicians are needed in their com 
munities for civilian work. 

It is with deep satisfaction that your genera 
manager welcomes this opportunity for hiWIi 

and for the office force to aid this important 
servirp r 


service. 

Our two departments, the Bureau of Put 
delations and the Workmen’s Compensati 
iiureau, have been steadily at work in an effi 
tuai tashion, as always. 

Mr. Anderson completed the radio progra 
authorized by you last year and has effected 
tne same expert manner the other desirable met 
J? ,PV . m*ty as shown in the Council report. D 
italiski has continued his painstaking work ; 
the interest of the physicians working under tl 
compensation laws. 

Your secretary again wishes to express his hig 
commendation of the work of the Committee 
and the Bureaus, and his great pleasure in th 
many contacts in the course of the work. 

In closing this report, I wish to take the oc 
casion to extend my sincere thanks to the mem 
bers of the general staff working under the abl< 
guidance of Miss Dougherty. Their work has 
been loyal, devoted, and unfailing. 

Respectfully submitted, 

. , Peter Irving, M.D., Secretary 

March 9, 1942 


Report of the Council 


To the House of Delegates; Gentlemen: 

Your Council has the honor to report on 

executive and administrative management of t 

Society during the period followi 
your last meeting on April 28-May 1, 19< 
The various matters before it are here present 
in successive parts. present 


PARTI 

Postgraduate Education 

FTn I L aC n C f ) n a i” Ce with the expressed desire of the 

nrn^l M, D f e !4 ate3 of 19 ^> the Council has ap- 
proved the further expansion of the postgraduate 
teaching work open to members of the Society. 
I he same Committee has carried out the work as 
ioiiows: 

Oliver W. H. Mitchell, M.D., 

Chairman Syracuse 

George Baehr, M.D NewYork 

Charles Dayton Post, M.D Syracuse 

Necessarily, the program of the year has called 
for more expenditure of the Society’s funds, but 
this had had the approval both of the Council and 
the Board of Trustees. The following report 


from the Committee summarizes the work of the 
year that has been done and is to come, with the 
approval of the Council. 

REPORT 

On June 11, 1941, the Chairman of the Coun- 
cil Committee on Public Health and Education 
called _ a meeting of the Committee with repre- 
sentatives of the State Departments of Health 
and Labor to discuss plans for postgraduate 
education for the coming year. Special con- 
sideration was_ given chemotherapy, cancer, 
dental health, industrial health, and rheumatic 
fever. 

Following this meeting, all of the physicians 
who had arranged courses in previous years were 
sent letters asking their continued cooperation 
and suggesting the revision of some courses, in 
view of changes in speakers and the addition of 
the following subjects: chemotherapy, cancer, 
dental health, industrial health, and rheumatic 
fever. Meanwhile, letters to the presidents of 
the county medical societies described the pro- 
posed expansion of the work and the type of 
courses to be offered and requested that county 
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medical societies notify the Committee as soon 
as possible, specifying choice of subjects and 
dates. Twenty-one requests for information 
were received before the Course Outline Book was 
ready for distribution, and since that time 
twenty-one additional requests have been re- 
ceived^ 

During the summer months the Committee 
held several meetings in New York City for the 
discussion of routine matters and for special con- 
sideration of chemotherapy, dental health, in- 
dustrial health, and rheumatic fever. _ All of 
these subcommittees initiated a considerable 
number of activities. At a meeting of the Study 
Committee on Industrial Health plans were dis- 
cussed to determine the need and type of instruc- 
tion which should be made available to physi- 
cians of the state. No formal course for any 
special area was prepared but instruction was 
made available on many subjects upon request 
and it was decided that an announcement of 
such a nature be included in the Course Outline 
Book. A meeting of the Joint Committee on 
Dental Health was held to discuss final plans for 
the instruction to be offered. Conferences were 
held in Albany with representatives of the State 
Health Department to prepare the program and 
arrange for instruction in chemotherapy and 
rheumatic fever. Announcements regarding 
these programs were prepared and included in 
the Course Outline Book. A conference was held 
in New York City with Dr. John J. Bourke, re- 
search director, New York State Health Pre- 
paredness Commission. The New York State 
program for civilian defense was discussed with 
Dr. George Baehr and Dr. H. van Zile Hyde of 
the Office of Civilian Defense. An announce- 
ment regarding the latter activities was prepared 
and appears in the Course Outline Book. Upon 
completion of these special announcements, the 
Course Outline Book was published and sent to 
county medical societies in the state, the State 
Commissioner of Health, division directors, of- 
ficers of the State Medical Society, and members 
of the Committee on Public Health and Educa- 
tion, including the subcommittees. 

This office has made arrangements for post- 
graduate instruction in twenty-seven county 
medical societies. The following is a list of the 
counties which have had, or will have, post- 
graduate instruction this year, with the sub- 
jects and number of the lectures. 


County 

Cayuga 

Instruction 
Traumatic Surgery 

Public Health 

No. 

Lecture * 
7 

I 

Chemung 

Pediatrics 

1 

Cortland 

General Medicine 

5 

Columbia 

General Medicine 

7 

Dutchess 

Rheumatic Fever 

1 

Delaware! > . 
Otsego ) iomt{ y 

Rheumatic Fever 
Obstetrics 

Cancer 

Traumatic Surgery 

1 

2 

1 

3 

Franklin 

Sulfonamide Therapy 

6 

Fulton 

General Medicine 

6 

•Jefferson 

Sulfonamide Therapy 
General Medicine 

6 

5 

Madison 

Sulfonamide Therapy 
General Medicine 

7 

3 


Monroe 

a fs a t f ate 

Medicine f llistltute 

1 

1 


Nutrition 

1 


War Medicine and Surgery 

1 

Montgomery 

Dermatology 

7 

Nassau 

General Medicine 

4 

Pediatrics 

4 

Oneida 

Sulfonamide Therapy 

6 

Onondaga 

Sulfonamide Therapy 

6 

War Medicine and Surgery 

1 

Orange 

Sulfonamide Therapy 

6 

Oswego 

General Medicine 

5 

Queens 

Allergy 

4 

Rockland 

General Medicine 

6 

St. Lawrence 

Sulfonamide Therapy 

7 

Schoharie 

General Medicine 

6 

Steuben 

Traumatic Surgery 

7 

Sullivan 

Pediatrics 

7 

Tioga 

General Medicine 

5 

Washington 

Rheumatic Fever 

i 

Westchester 

General Medicine 

5 


Public health matters receiving particular 
emphasis from the State Department of Health 
and the State Medical Society this year have 
been cancer, obstetrics, pediatrics, rheumatic 
fever, syphilis, sulfonamide therapy, industrial 
health, and nutrition. The work of the Com- 
mittee in these fields has, to a large extent, been 
in postgraduate instruction, and of the counties 
listed above the following have had instruction 
in one or more of these subjects, a share of the 
cost being borne by the State Department of 
Health: 


County 

Chemung 

Columbia 

Dutchess 

&rb iMy 

Franklin 

Fulton 

Jefferson 

Madison 

Monroe 

Montgomery 

Nassau 

Oneida 

Onondaga 

Orange 

Oawego 

Rockland 

St. Lawrence 

Schoharie 

Sullivan 

Washington 

Westchester 


Instruction 
Pediatrics 
f Syphilis 

\ Rheumatic Fever 
Rheumatic Fever 

( Cancer 
Obstetrics 
Rheumatic Fever 
Sulfonamide Therapy 
Sulfonamide Therapy 
Sulfonamide Therapy 
Sulfonamide Therapy 
Nutrition 

! Cancer 
Syphilis 

Rheumatic Fever 
Pediatrics 

Sulfonamide Therapy 
Sulfonamide Therapy 
Sulfonamide Therapy 
Rheumatic Fever 
/Sulfonamide Therapy 
tSyphilia 

Sulfonamide Therapy 
Sulfonamide Therapy 
Pediatries 
Rheumatic Fever 
Rheumatic Fever 


No. 

Lecture * 
X 
1 
1 
1 
1 
2 
1 
6 
i 
6 
7 
1 
1 
1 
1 
4 
6 
6 
6 
1 
1 
1 
6 
1 
7 
i 
1 


The following is a list of regions which have 
had Teaching Days on Maternal and Child 
Welfare: 

Region No. 12 — Erie, Niagara, Chautauqua, 
Genesee, and Wyoming county medical so- 
cieties at Buffalo on Thursday, October 16, 
1941. 

Region No. 4 — Schenectady, Fulton, Mont- 
gomery, Schoharie, Greene, and Ulster county 
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medical societies at Schenectady on Thurs- 
day, November 13, 1941. 

Region No. 2— Suffolk and Nassau county 
medical societies at Nassau Hospital, Mineola, 
New York, on Thursday, November 13, 1941. 
Re |™J°- H— AUegany, Steuben, Schuyler, 
lns > “T Chemung county medical 
llT'lfMl at E ^ nira oa Wednesday, December 

Region No. 12— Erie, Niagara, Cattaraugus, 
Genesee, and Wyoming county medical societies 
at .buffalo. This, meeting was devoted to a re- 
port of a six-year study of the Maternal Wel- 
fare Committee of the Medical Society of the 
County of Erie, held December 17, 1941. 

At present arrangements are being made for 
two Regional Maternal and Child Welfare 
leaching Days, one to be held in Albany on 
1942 an< ^ one ‘ n Rochester on April 1, 

• F 0 / .these Teaching Days, the Committee as- 
sisted in arranging for speakers, sent programs to 
members of the. county medical societies, medi- 
cal schools, hospitals, the New Youk State Jotjr- 
xal op Medicine, the Journal of the American 
Medical Association. The Committee paid 
the expenses of the speakers coming from out- 
er 6 uiT e regions and the State Department of 
Health provided honoraria for six speakers 
participating in these programs. 

• ^ n _ a ddition to this work, a statewide Teach- 
ing Day on Cancer was held at Syracuse Uni- 
versity College of Medicine, Syracuse, on Janu- 
.17, 1942, in cooperation with the Tumor 
Clinic Association of the State of New York and 
the Division of Cancer Control of the State De- 
partment of Health. As its contribution to this 
Teaching Day, the Committee arranged the 
publicity, sending notices to all hospitals and 
medical schools in the state, the American 
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fare” at a meeting of the Monroe County Medi- 
cal Society in Rochester on March 17; Dr. 
Henry H. Ritter, professor of clinical surgery, 
New York Postgraduate Medical School, Colum- 
bia University, spoke before a meeting of the 
Unondaga County Medical Society in Syracuse 
on Tuesday, March 3. The topic of Dr. Ritter’s 
'ecture was “Fractures in General — Treatment 
of Common Fractures.” 


PART II 

Public Health Activities 
Certain matters that involve in one way or 
another the health of the public have been con- 
sidered by your Council. These have been 
chiefly in the domain of the Committee on 
Public Health and Education, but frequently 
the .Committee on Public Relations and Eco- 
nomics and the subcommittees of both have been 
directed to take part in the studies and in actions 
based thereon. 

Chemotherapy Program. — Preceding the an- 
nouncement of instruction to be offered in sul- 
fonamide therapy and the speakers available, a 
two-day conference was held in Albany on 
October 7 and 8, 1941. Many of the leading 
authorities in this field addressed this group. An 
outline was prepared from these presentations 
to be used by the lecturers who addressed the 
county medical society meetings and hospital 
staffs. This is a course of three two-hour ses- 
sions arranged by the Council Committee on 
Public Health and Education and the New York 
State Department of Health. This course offers 
an exceptional opportunity to obtain information 
on the current status of sulfonamide therapy. 
Since a broad field is covered, every effort has 
been made to compress it into the shortest pos- 
sible time and the course can be offered only in 
its entirety. Although this course focuses atten- 

r — - ~j a — -jj, uournai oj tion on chemotherapy, it necessarily covers the 

North America, Journal of the American Medical general and other special forms of treatment of m- 
Associalion, Health News, the New York State lections in the fields of medicine, surgery, urology, 
Journal of Medicine, and the local press. ’* ' ’ ’ 1 ti,. 

The Committee assisted in the arrangements 
for the first Teaching Day to be held in Industrial 

ITpfllf.ll Thta m ootin rr mno nl /-j In 
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Journal of Roentgenology , Radiology Journal of 
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Health. This meeting was held in Buffalo on 
Thursday, February 26, 1942. Notices were 
sent to the memberships of the following county 
medical societies: Erie, Niagara, Genesee, 
Wyoming, Cattaraugus, Chautauqua, and Or- 
leans. Notices were sent to the hospitals and 
medical schools in the region, and also to the 
J oumal of the American Medical Association and 
the New York State Journal of Medicine. 
It was regarded as a very successful meeting. 

Also, the Committee assisted in the arrange- 
ments for the three-day Postgraduate Institute 
held in Rochester under the auspices of the 
University of Rochester School of Medicine and 
Dentistry and the Medical Society of the County 
of Monroe with the cooperation of the Medical 
Society of the State of New York. Every at- 
tempt was made to cover as wide and as varied a 
field as possible so that every practitioner of 
medicine would find something of interest and 
value. 

As a part of the newly inaugurated program 
on War Medicine and Surgery, the Committee 
arranged for Dr. Foster Kennedy, professor of 
clinical neurology, Cornell University, to speak 
on “Nervous Conditions Associated with War- 


pediatrics, gynecology, and obstetrics. The 
sessions may be had either as lectures or clinics. 
A total of forty-three physicians are listed as 
speakers in this outline. 

Rheumatic Fever. — The Committee. on Public 
Health and Education and representatives of the 
State Department of Health prepared a list of 
speakers available for programs for county 
medical societies and hospital staff meetings. 
Meetings may be arranged as special single 
sessions or in connection with formal courses. 
This announcement appears in the Course Out- 
line, Book. A considerable number of lectures 
were given which are listed elsewhere in tins re- 
port. Commissioner Godfrey, New York State 
Health Department, appointed an advisory, com- 
mittee on rheumatic fever which gives considera- 
tion to many matters including the graduate 
education regarding rheumatic, fever. Hie 
physicians who lecture on this subject held a con- 
ference to discuss the educational program be- 
fore it was made available to county societies. 

Dental Health— The Subcommittee on Dental 
Health prepared an elaborate outline announcing 
many speakers and subjects available for pro- 
grams before county medical societies and hos- 
pital staffs and this appears in the Course Oulune 
Book. In cooperation with the State Health De- 
partment] and the District Branches of the JNew 
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York State Dental Society, three meetings were 
held in different parts of the state to present the 
latest information on dental caries. These 
meetings were held in Binghamton, Rochester, 
and Albany. 

The Joint Committee on Dental Health has 
the following personnel: 

New York Stale Denial Society — H. Shirley 
Dwyer, D.D.S., Chairman, 80 Hanson Place, 
Brooklyn; Leuman M. Waugh, D.D.S., 576 
Fifth Avenue, New York City; Charles H. Mc- 
Neeley, D.D.S., 1 Nevins Street, Brooklyn. 

Medical Society of the Stale of New York — 
Harry Aranow, M.D., 355 East 149th Street, 
Bronx; Augustus J. Hambrook, M.D., 40 State 
Street, Troy; O. W. H. Mitchell, M.D., 428 
Greenwood Place, Syracuse. 


Industrial Health. — Following the appoint- 
ment of the committee, arrangements were made 
for conducting inquiry and postgraduate educa- 
tion in industrial health by appointing a Study 
Committee. During the year, by conferences 
and correspondence, much information has been 
obtained regarding Industrial Health problems 
and other related activities. A special outline 
was prepared and included in the Course Outline 
Book. This outline suggested a list of topics and 
was prepared by Dr. Leonard Greenburg, a 
member of the Study Committee. Only one 
session was held in Industrial Health and that 
was in Buffalo. This meeting was regarded as 
very successful and was presented under the aus- 
pices of the Medical Society of the County of Erie, 
University of Buffalo School of Medicine, Divi- 
sion of Industrial Hygiene — New York State — 
Department of Labor, New York State Depart- 
ment of Health, and the Medical Society of the 
State of New York. The physicians in the 
following counties were invited to attend this 
session: Erie, Niagara, Genesee, Wyoming, 
Cattaraugus, Chautauqua, Orleans. Also in- 
vited were physician members of -the area of the 
New York Society of Industrial Medicine, plant 
nurses, officials from various groups such as the 
Council of Social Agencies, the Tuberculosis 
Association, Senior and Junior Chambers of 
Commerce, labor organizations of the C.I.O. and 
the A.F. of L. embodying various subdivisions, 
insurance carriers, the Visiting Nurses Associa- 
tion, the local Health Department, and the New 
York State Department of Health. The School 
of Medicine of the University of Buffalo sent its 
junior and senior students. Later, it is hoped in 
this area to have an institute meeting, with ma- 
terial to be presented of a general character in 
which discussion would be participated in by the 
workers, personnel men, industrial managers, 
a ud by physicians. 

Study Committee on Industrial Health, has the 
following members: Herbert H. Bauckus, M.D., 
chairman, 925 Delaware Avenue, Buffalo; 
Robert K. Brewer, M.D., 865 Livingston 
Avenue, Syracuse; John H. Garlock, M.D., 
2? East 77th Street, New York City; David J. 
Ealiski, M.D., 50 Park Avenue, New York City; 
John S. Lawrence, M.D., 260 Crittenden Boule- 
Y2fd>Rochester; Frederic E. Sondern, M.D., 
180 West 58th Street, New York City. Ex- 
Officio; Edward S. Godfrey, Jr., M.D., State 
Department of Health, Albany; Leonard Green- 
v State Department of Labor, New 

York City. 


Maternal and Child Welfare. — The Maternal 
Welfare Committee was changed to Maternal 
and Child Welfare Committee. In addition to 
the three members. Dr. Charles A. Gordon, 
chairman. Dr. James K. Quigley, and Dr. 
Ferdinand J. Sehoeneck, a fourth member, a 
pediatrician, Dr. Alexander T. Martin, was 
added. In addition to the twelve Regional 
Chairmen in Obstetrics, twelve Regional Chair- 
men in Pediatrics were added to Dr. Gordon’s 
committee. An understanding has been reached 
between the Medical Society of the State of New 
York and the New York State Department of 
Health regarding qualifications and compensa- 
tion for obstetrical consultants. This service 
will be limited to those patients who, in the 
opinion of the attending physician, are unable to 
afford a private consultant. A letter announc- 
ing this service was prepared by the Sub- 
committee on Maternal and Child Welfare and 
was approved by the New York State Health 
Department. This letter, which requests each 
county medical society to submit a list of physi- 
cians willing to perform this service, has been 
sent to the presidents of all county medical 
societies. Answers to these requests are to be 
submitted directly to the Maternal and Child 
Welfare Subcommittee and a report will be made 
by the chairman, Dr. Gordon. The subcom- 
mittee from time to time supplies articles on 
appropriate subjects for publication in the 
Journal. 

Regional Chairmen in Obstetrics: 

1. George W. Kosmak, 23 East 93rd Street, 

New York 

New York, Richmond, Bronx 

2. Harvey B. Matthews, 643 St. Marks 

Avenue, Brooklyn 
Kings, Queens, Nassau, Suffolk 

3. Julian Hawthorne, Highland Hall Apart- 

ment, Rye 

Westchester, Rockland, Dutchess, Putnam, 
Orange 

4. William M. Mallia, 1364 Union Street, 

Schenectady 

Schenectady, Fulton, Montgomery, Scho- 
harie, Greene, Ulster 

5. Joseph O'C. Kiernan, 496 Madison Ave- 

nue, Albany 

Albany, Washington, Saratoga, Columbia, 
Warren, Rensselaer 

6. Elmer Wessell, 72 Clinton Street, Platts- 

burg 

Clinton, Essex, Franklin, St. Lawrence 

7. James L. Crossley, 240 Woolworth Build- 

ing, Watertown 

Jefferson, Lewis, Herkimer, Hamilton 

8. Edward C. Hughes, 601 Medical Arts Build- 

ing, Syracuse 

Onondaga, Oswego, Oneida, Madison, 
Cortland, Cayuga 

9. Stuart B. Blakely, 140 Chapin Street, 

Binghamton 

Broome, Tioga, Chenango, Otsego, Dela- 
ware, Sullivan 

10. Ward L. Ekas, 176 South Goodman 

Street, Rochester 

Monroe, Orleans, Wayne, Livingston, 
Ontario, Yates, Seneca 

11. R. Scott Howland, 531 West Water 

Street, Elmira 
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Ci Me^ny SchUyler ’ Steuben > Tompkins, 
^Buffalo"* McDowelI > 50 North Street, 

E G4n2eTwyoS U B taUqUa ' Cattar «^ 

Regional Chairmen in Pediatrics- 

Sr 132 Easfc 7ist street ' New 

Manhattan, Bronx, Richmond 

stetBJ3r u “"' 85 Piem ‘ , “ t 

Kings, Queens, Nassau, Suffolk 

To,t Chtte ' * g< “’ 264 Kb « 

W SSSS’ D “‘ chess ' Pul,a “- 0r “®- 
830 s ‘*“ — 

H Albany Leahy ’ 176 Washin S ton Avenue, 

Albany, Saratoga, Warren, Washington, 
Rensselaer, Columbia ’ 

& burg MitcheU ’ 71 Court Street, Platts- 

Clinton, Essex, Franklin, St. Lawrence 
Norman L Hawkins, 300 Wool worth 
Building, Watertown 
Jefferson, Lewis, Herkimer, Hamilton 
Brewster C. Doust, 713 East Genesee 
otreet, Syracuse 

Onondaga, Oneida, Madison, Cortland, 
Cayuga, Oswego 

John B. Burns, 153 Chapin Street, Bing- 
hamton 

Broome Tioga, Chenango, Otsego, Dela- 
ware, Sullivan 

Albert D Kaiser, 16 North Goodman 
street, -Rochester 

Monroe, Wayne, Seneca, Yates, Ontario, 
Livmgston, Orleans 

George R. Murphy, 531 W. Water Street, 
iUmira 

Chemung, Tompkins, Schuyler, Steuben, 
Allegany 

Wffliam J. Orr, 135 Linwood Avenue, 
Buffalo 

Erie, Niagara, Genesee, Wyoming, Cat- 
taraugus, Chautauqua 

A-H Club and Youth Activities. — Dr J G 
Fred Hiss, chairman, is also the Health Director 
of the New York State N.Y.A. program ex- 
elusive of New York City. The chairman of this 
subcommittee has devoted considerable time 
and effort to improving the health program 
among the 4-H Clubs throughout the state On 
June 23, 1941, Dr. Hiss addressed the School 
Physicians Association at Saratoga Springs. At 
this time attention was called to the health 
examinations of the 4-H Clubs and the over- 
lapping and reduplication of health programs of 
youth organizations and the state school system. 

On August 25, Dr. Hiss attended a meeting of 
the 4-H State Health Committee at which time 
he urged that it would be better for the entire 
state if good physical examinations were made 
within the school system rather than have all the 
youth organizations, most of which are composed 
of school children, try to arrange for complete 
examination of their members. Acceptance of a 
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8 . 


9. 


10 . 


11 . 


12 . 


h ° o1 examination as the standard 
examination was advocated and the other organ- 
fr requested to aid in having cor- 
rectable defects corrected. Resolutions adopt- 

nrFrJfin S i Stl ?r S su £ h a P r0 S ram have been 
adopted by the State Farm Bureau Federation, 
the State Federation of Home Bureaus, and the 
State 4-H Club Federation. The committee de- 
cided to discard the old annual health contest 
because it had very little health value, and has 
notified the Chicago office that New York State 
wilt not participate in the 1942 national health 
contest on the old basis. The chairman has ad- 
dressed many groups of youth organization 
throughout the state during the past year. 

War Medicine and Surgery. — In the early 
Part of this year. President Kopetzky discussed 
Committee and the Council the ad- 
visability of preparing a list of speakers on 
plastic and reconstructive surgery and notifica- 
tion of the county medical societies of this pro- 
gram. Such a list was prepared and the county 
medical societies were notified. Later, when our 
country became actually engaged in war, another 
committee to supervise instruction in war 
medicine and surgery included the plan previ- 
ously adopted concerning plastic and recon- 
structive surgery. This subcommittee is organ- 
ized as follows: The 'chairman of the Public 
Health and Education Committee is the chair- 
man of the Subcommittee on War Medicine 
and Surgery. One representative from each of 
the following fields has been appointed: 

Plastic and Reconstructive Surgery 

Gustave Aufricht, M.D. 
General Surgery. . .Frederick S. Wetherell, M.D. 

Orthopaedic Surgery Leo Mayer, M.D. 

Neurology and Neurosurgery 

Byron Stookey, M.D. 

Aviation Medicine Louis H. Bauer, M.D. 

Internal Medicine. L. Whittington Gorham, M.D. 
Industrial Hygiene. . .Leonard Greenburg, M.D. 
Epidemiology James E. Perkins, M.D. 

Already instruction has begun and it is the 
plan to provide medical societies and hospital 
staffs with a list of speakers and a wide variety 
of subjects. 

Venereal Disease Control. — On December 11, 
at a meeting of the Council, the chairman of the 
Committee on Public Health and Education re- 
ported that the Committee on Public Health 
and Education considered that venereal disease 
control in New York State deserves attention of 
the Council. The following resolution was 
adopted as the stand to be taken by the Council 
of the Medical Society of the State of New York. 
First: That the control of venereal disease re- 
quires elimination of commercialized prostitu- 
tion. 

Second: That medical inspection of prostitutes 
is untrustworthy, inefficient, gives a false sense 
of security, and fails to prevent the spread of 
infection. 

Third: That commercialized prostitution is un- 
lawful, and that physicians who knowingly 
examine prostitutes for the purpose of provid- 
ing them with medical certificates to be used 
in soliciting are participating in an illegal ac- 
tivity, and are violating the principles of pro- 
fessional conduct of the Medical Society of the 
State of New York. 



April 1, 1942] 


REPORT OF THE COUNCIL 


639 


A copy of the resolution was put in the 
Journal and copies were sent to the following 
federal and state officials: the Secretary of War, 
the Surgeon General of the Army, the Surgeon 
General of the Navy, the Surgeon General of the 
U. S. Public Health Service, the Governor of the 
State of New York, Commissioner Edward S. 
Godfrey, Jr., and to Drs. V. A. van Volken- 
burgh, Edward S. Rogers, and William A. Brum- 
field of the New York State Department of 
Health. 

Tuberculosis Conference Committee. — On this 
Committee, operating under the auspices of the 
state Department of Health, the state depart- 
ment of Social Welfare and Mental Hygiene, 
the State Charities Aid Association, the Metro- 
politan Life Insurance Company, and the 
Medical Society of the State of New York, Com- 
missioner Godfrey, the chairman, on request of 
the Council, appointed Drs. Mitchell and Ham- 
brook to serve with Dr. Irving. Studies by the 
Committee have been continued along several 
lines. 

Case finding among contacts, it was agreed, 
needed to be stepped up to the utmost; and 
among the methods it became clear that x-ray 
as part of examination occupies a prominent 
place. The Council drew up a set of twelve 
suggestions, which were taken to the Conference 
Committee soon after the 1941 meeting of the 
House. 

After discussions, the Conference Committee 
and Council agreed to certain revisions of the 
original wording of suggestion 10, leaving sug- 
gestion 12, however, for future discussion. The 
suggestions follow as revised: 

1. The responsibility for communicable dis- 
ease control rests largely with government 
health officials. 

2. This responsibility carries with it the 
necessity of employing and advocating 
measures known or thought to be effective 
in disease control. 

3. Such measures must be reasonable, with- 
out causing hardship, and at a cost which 
will not act as a deterrent. If the cost be- 
comes relatively great, society must find 
a way, which is usually sharing cost 
through government taxation. 

4. The per capita cost of x-ray examination 
for tuberculosis diagnosis is not a financial 
burden to some people, but to the great 
majority it is. 

5. X-ray examination is necessary as a part of 
the tuberculosis control program and must 
be made available. 

6. X-ray examination necessitates expensive 
equipment and specially trained physi- 
cians. 

7. Patients, who, in the opinion of the health 
officer or his representative, for various 
reasons (contacts, etc.) should have a 
thorough physical examination including 
x-ray, as a part of the tuberculosis control 
program, should be rendered x-ray service 
without direct cost to themselves. 

All such examinations should be done 
only on the written order of the health 
officer or his representative, or the order of 
the family physician, and approved by the 
health officer or his representative. The 
x-ray examinations are to be made only by 


physicians licensed to practice medicine 
in the State of New York. 

8. All x-ray examinations at tuberculosis 
hospitals and climes should be done with- 
out direct cost to the patients. 

9. X-ray examinations, when ordered as a 
art of the tuberculosis control program 
y the health officer and performed by a 

private physician, should be paid for from 
public funds. 

10. No patients, except in emergency, should 
be examined at tuberculosis hospitals and 
clinics without approval of the superin- 
tendent of the hospital, or the director of 
the clinic, or on reference by a private 
physician. 

11. In order to prevent lack of service and to 
encourage active participation of local 
health units, part or all of the cost of x-ray 
examinations should be borne through 
state aid. 

12. To avoid misunderstandings regarding in- 
terpretation of x-ray findings, technics 
ana other matters, provision should be 
made for the establishment of an advisory 
board on x-ray procedures. Such a board 
should be composed of radiologists, the 
majority of whom are in the private prac- 
tice of medicine. The members of this 
board should be compensated by, and 
function as part of, the state Department 
of Health. (Note: Original wording of 
No. 12 subject to future possible revision.) 

During the year, studies of conditions affecting 
various parts of the state have been made for the 
committee, with appointment of local committees 
in a number of places to enlist the aid of all con- 
cerned. The program of the parent Conference 
Committee has been slowly but steadily crystal- 
lizing out. 

The Deaf and Hard of Hearing 

In order to carry on the work started but not 
finished by the State Commission for the Deaf 
and Hard of Hearing, President Kopetzky en- 
larged the Committee of the Society by the addi- 
tion of four otologists, namely, Edmund Prince 
Fowler, M.D., C. Stewart Nash, M.D., John 
F. Fairbaim, M.D., and Ralph Almour, M.D.; 
A. J. Hambrook, M.D., was continued as chair- 
man of the Committee. 

Two meetings of the Committee have been 
held, at which time a review of the work ac- 
complished was discussed, and the following 
report was approved by the Council : 

REPORT 

The State Commission was named with the 
idea of correcting abuses in the state as far as 
acoustically handicapped children were con- 
cerned. Surveys made several years ago by 
members of this Committee disclosed thousands 
of children in the schools of our state who were 
handicapped by bearing losses. No facilities 
were available at that time for the early diag- 
nosis and correction of such handicaps. No 
effort was made to discover such handicaps in the 
preschool child. Two remedial laws were passed. 
One was for the reporting of any child with 
hearing defect, by parent, guardian, teacher, or 
physician, to the health department. The health 
department was empowered and directed to give 
such a handicapped child any and all necessary 
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treatment. This law if properly enforced would 
the pres 1 °. ho ° 1 age, children with hear- 
ng handicaps would allow necessary treatment 
and prevent further hearing impairment. An- 
other law directed especially in the interest of 
the school child was passed, which required an- 
nual hearing tests of all school children. Through 

&-‘ SI0I \ 3 ° f t * he C / i fiP Ied Children’s Act, the 
State Departments of Education, Health, and 
Welfare, m addition to many private agencies 
remedial care is made available to parents who 
are unable to provide it. ^ wao 

state for kwS have ^ e t en in the statutes of our 

state for three years, and have made possible the 

snnX dl f S0 ?M e i ry ° f ^ ases 311(1 treatment of thou- 

SrfeH 0lUl ^f n + Who ot K rwise would hava been 
neglected. All types of hearing loss, however 

f, 1 ® not subject to satisfactory treatment and, in 
these cases, lip-reading instruction in addition 
to the regular class work is of paramount im- 
portance This extra instruction makes it pos- 
sible for the average child handicapped by hear- 
ing loss to keep up with the other members of 
his class. For these reasons efforts were made 
Dy tne btate Commission to pass a lip-reading 
bill Last year this bill passed both houses of 
the legislature, only to be vetoed by the Governor. 

Hit ln’r-nw 162-Hastings; Assembly 
int. 176-C. D. Williams, authorized school dis- 
trict trustees, as well as education boards and 
union Tree-school districts, to furnish instruction 
tor physically handicapped children, including 
remedial instruction, and provided for state 
aid to help to pay teachers giving such instruc- 
tion. In his veto the governor said that while he 
bad no objections to the purpose of the bill, and 
while such corrective and remedial instruction 
should be extended to all children irrespective 
of the school they attend, the bill changed in a 
most important respect the equalization formula 
under which state aid is extended to public 
schools. The Committee felt that lip-reading 
instruction is a necessary aid to the acoustically 
handicapped child and that efforts should be 
made this year to have a bill introduced in the 
leg^lature to provide lip-reading instruction for 
all children requiring such aid. 

The Committee registered a favorable com- 
ment on the appointment of a qualified otologist 
and the setting up of a soundproof room and in- 
stallation of a properly calibrated audiometer 
approved by the Committee in the New York 
State Workmen’s Compensation Department. 

The victim of an inj'ury rarely has his hearing 
tested, and the referee is given hearing reports 
based on a percentage loss of hearing. Tests 
are taken on all different kinds of audiometers, 
and the department is asked to act as an official 
referee and without any precision instrument for 
guidance. A more accurate and equitable rat- 
ing for hearing losses was also suggested to the 
Department of Labor. 

Motor Drivers with Hearing Losses. — There is 
practically no evidence that persons who are 
partially or entirely deaf cannot drive safely. 

As a matter of fact a report on deaf-mute drivers, 
issued by the Department of Motor Vehicles of 
the State of Pennsylvania, reveals that the 600 
deaf-mutes licensed to drive in Pennsylvania are, 
perhaps, the safest group of drivers in that state. 

These drivers, as a group, had only one minor 
accident to mar their record for a period of two 
years. In a single year 4 per cent of normal 
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operators were involved in accidents, as compared 
“ /« of 1 per cent of the deaf. In other words, 
tfie deaf drivers were twenty-four times as safe 
as the so-called normal drivers. This also holds 
true m New York State. The driver handi- 
capped by hearing defects is more alert than the 
average motorist, is more self-possessed, lias better 
control in operating his car, and shows a wider 
knowledge of traffic rules and regulations. He 
thus compensates for his deficiency in hearing. 
More careful examinations are required before 
licenses are issued to such drivers, and a yearly 
re-check on their hearing is required. Full- 
length, rear-view mirrors are required in this 
state for aU drivers with hearing defects, and the 
use of a hearing aid would improve the efficiency of 
the driver and should be required, j'ust as glasses 
are required for persons with defective vision. 

Hearing Handicaps and National Defense — 
The Committee felt that it should continue the 
study started by the State Commission by mak- 
ing an inventory of the deaf and hard-of-hearing 
adults in the state and an appraisal of their skills 
for a national defense program and a study of the 
training facilities in the defense units for the deaf 
and hard of hearing, releasing of this inventory 
to the national defense units of the state and 
other state agencies. During the last war many 
skiHed workers were released from industry to 
take their places in our defense forces, and their 
work was carried on very satisfactorily by in- 
dividuals with hearing handicaps. As a rule, 
they are very careful, attentive, and excellent 
workmen. They are not distracted by ordinary 
noises and are especially useful in industrial 
plants where excessive noise is an industrial 
hazard. 

The Use of Hearing Aids. — If lip reading is an 
aid to the hard-of-hearing child or adult, the 
addition of a properly fitted hearing aid makes 
possible the very best use of residual hearing. 
The same difficulty is found now in popularizing 
the use of hearing aids as was the case when 
glasses were first found to be so necessary for 
poor vision. Personal dislikes as to the appear- 
ance of glasses had to be overcome and their need 
emphasized. The same is true of hearing aids, 
but even more so. It is almost impossible to 
prevail upon an individual to wear a hearing aid 
unless he is old or hearing is almost entirely 
lost. Residual hearing should be preserved by 
the use of hearing aids as is vision by tbe wearing 
of corrective glasses. The great cost of most 
hearing aids prevents their use by many people 
who need them. Good hearing aids made^by 
reliable manufacturers cost from $150 to S-0o. 
Until the manufacturers can furnish satisfactory 
models at a cost much less than that prevailing 
at the present time, their use will be of necessity 
limited. The Committee will endeavor to tase 
this matter up with the leading manufacturers oi 
hearing aids. _ 

Calibrated Audiometers. — The Committee 
concerned itself with the question of cabbrateu 
audiometers because few are properly calibrate 
and only one has the approval of the American 
Medical Association’s Bureau of Standards, ye 
aU of them are still on the market. They ar 
very inadequately calibrated, they are not steady 
or reliable, and what they profess to do on paper, 
namely, give a fixed standard of measurement Ji 
i _ “ xi i i thfiv vary. 
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a thermometer, they do not do because they vary. 
Properly calibrated instruments are required 
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order to provide proper hearing aids. 

Hearing in Industry. — With the expansion of 
, defense work in industry, it is more than ever 
necessary to protect men and women in industry 
whose hearing is liable to be affected by excessive 
‘ 'noise, such as that of riveting, boiler making, 

: pneumatic hammers, etc. While all possible 

1 noises cannot be eradicated from certain types of 
work, manufacturers have now perfected noise- 
softening or eliminating apparatus similar to 
mufflers on automobiles, and when this is used 
» many of the offensive and injurious noises are 
eliminated. The committee considered the in- 
troduction of legislation making it compulsory 
in all industries where excessive noise is present 
for the employer to provide means of any and 
every kind which would lessen and perhaps ob- 
viate the onset of hearing impairment due to 
trauma from noise. Before such legislation is 
, finally drafted, it is suggested that a conference 
be held with sound engineers, representatives of 
industry, trade union officials, and insurance ex- 
perts, together with the Labor Department and 
: othersinterested in suitable remedial legislation. 

Exhibit at State Meeting. — The Committee 

• has requested and has been accorded space reser- 
» vation at the meeting of the Medical Society of 

the State of New York to be held at the Waldorf- 
; Astoria Hotel, April 27 to 30. The latest types 
, of hearing aids and audiometers will be on hand. 

' Information covering facilities for care and treat- 
ment of persons with hearing handicaps will be 
available and specialists experienced in this work 
will be present to advise all seeking such in- 
j formation. Members of the Committee will 
■ participate in the scientific program during the 
meeting and will furnish articles of information 
; for publication in the Journal and newspapers. 

| List of Otologists in the State. — The Com- 
mittee has endeavored to acquire an accurate 
j list of all qualified otologists in the state. Each 
, county medical society has been requested to 
i furnish the names of all its otologists and, further, 

: the president of each county medical society has 

; been asked to name a committee of otologists to 
work in cooperation with the state Committee. 

, A very favorable response has been received. 

, Blackouts, Air-Raid Alarms, and the Hard of 
< Hearing. — Several communications have been 

, received by members of the Committee regarding 
i the ability of the hard of hearing to participate 

j properly in air-raid and blackout alarms. Many 

handicapped by loss of hearing will be unable to 

• hear such alarms and it is suggested that air-raid 

, wardens and organizations concerned with hear- 
; mg conservation have information as to all such 
, individuals so that necessary aid may he pro- 

, ™ C| L In case of actual damage to property by 

, bombs or fire, this roster will be invaluable in 

! | e ® m 6 that such people are properly cared for. 

f school children under present regulations will be 

returned to their homes if alarms warrant such 
procedure. It is suggested that no cotton or 
> other obstruction be placed in the ears to prevent 
, i ! U i ma k.7 noise of bombs or excessive sound 
iei j might properly use such protection, hut 
, children would be likely to do more damage than 

i good by using them. Local hard-of-nearing 

, groups are asked to meet frequently and keep in 

. contact with defense organizations in each local- 

i ity, thus providing a maximum of protection. 

1 raffle accidents will increase during such alarms, 
( and the hard of hearing will be required to be 


unusually vigilant and observing. The Com- 
mittee has had active cooperation from the New 
York League for Hard of Hearing and Miss Es- 
telle E. Bamuelson of that organization has 
graciously consented to act as secretary of the 
Committee, a position she has held since the 
Committee was formed eight years ago. Active 
cooperation is also given by the Empire State 
Association for the Deaf and all local groups 
affiliated with this work. 

PART III 

School Health Program 

Your Council, as instructed at the last meeting 
of the House of Delegates of the Medical So- 
ciety of the State of New York, has continued 
“its efforts along the ‘present lines to the end 
that doctors be put in charge of health and health 
problems among children of school age, eventu- 
ally bringing back to the Department of Health 
the health of our school children, because this is 
certainly where it belongs, and health education 
should be continued under the guidance of edu- 
cators, whether lay or medical.” 

Your Council reports, with deep dissatisfac- 
tion, that the state Department of Education — 
notwithstanding further discussions in the last 
year between representative subcommittees of 
the Regents’ Advisory Council and of the State 
Medical Society — has shown no disposition to 
make the basic changes in department procedure 
that were recommended by the State Medical 
Society in 1940. 

The Subcommittee on School Health of the 
Council Committee on Public Health and Educa- 
tion is composed of: 

F. Christopher Wood, M.D., Chairman. ...... 

White Plains 


Albert D. Kaiser, M.D Rochester 

A. Clement Silverman, M.D Syracuse 


In July, 1941, the subcommittee was invited by 
a subcommittee of the Regents’ Advisory Council 
to discuss the proposals for changes previously 
made by the State Medical Society. At that 
meeting our subcommittee advanced for dis- 
cussion the following principles, which it divided 
into three categories: “General,” “School Health 
Service,” and “Health Education.” 

General 

“1. The school medical inspection should 
not be considered or accepted as an adequate 
substitute for periodic medical examinations 
and continuous health supervision by the pri- 
vate family physician. 

“2. The parent must be brought into the 
picture. The primary and ultimate responsi- 
bility for maintaining the health of the child, 
for obtaining complete medical and health care 
for the child, including immunizations and 
correction of correctable defects, should be 
squarely recognized and assumed by the par- 
ent, assisted where necessary by the duly con- 
stituted agencies of public assistance. 

“3. While not providing complete medical 
services, immunizations, or treatment of any 
kind, the schools should recognize and meet 
their responsibility of educating parents as to 
the importance of obtaining adequate and 
proper medical care, and of informing parents 
as to where and how such care may be obtained. 
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“4. The school should cultivate the interest 
and assistance of the medical profession in the 
community by recognizing the proper concern 
and more intimate knowledge of the family 
physician _m regard to the health of the school 
child, by inviting the active participation and 
counsel of the profession in the school health 
program, and by directing those children whose 
parents can afford private medical care into 
the hands of the family physician.” 

School Health Service 

5. In view of the fact that physical educa- 
tion is only a single department or aspect of 
the entire school health service, the school 
medical inspector, not the director of physical 
education, should be the central coordinating 
tactor—the leader and director of the health 
education and health service program in the 
school. 

6. The school medical inspector, or school 
physician, should be paid on a salary basis, 
and he should be paid enough so that the 
school may expect him to supervise and parti- 
cipate in the active school health progr am 

7. The scope and content of the school 
health service should be clearly defined and 
carefully determined with a view to utilizing 
all related community services and avoiding 
unnecessary duplication of or competition with 
such services. 

Health Education 

“8- The relative functions of the school 
medical inspector, the director of physical 
educa.ion, the nurse, and the teacher, in re- 
gard to health education, should be clearly de- 
nned and this definition should be translated 
into practice.” 


PART IV 

Publications 

The two publications of the Society, the New 
York State Journal op Medicine and the 
Medical Directory of New York , New Jersey, and 
Connecticut, have been produced in the year 
1941 in a manner satisfactory to the Council 
from both literary and financial points of view. 

Journal. — During the year there were pub- 
lished 251 scientific articles — an increase of 22 
over 1940. The total number of text pages was 
1,899 (including contents and officers’ pages). 
Text content included the following sections: 
Scientific Papers, Editorials, Correspondence, 
Medical News (general and county), Book 
Reviews, Medicolegal, Public Health News, 
Hospital News, Maternal Welfare (recently 
changed to Maternal and Child Welfare), Medi- 
cal Relief, Medical Preparedness, and Mental 
Hygiene. The scientific sections on Therapeutics 
and Diagnosis have appeared regularly and will 
continue to appear. The New York Pathologi- 
cal Society has decided to use another outlet for 
the reports of its transactions. 

The policy was continued of accepting for 
instant publication timely papers having to do 
with war medicine and surgery. In some in- 
stances it was necessary to postpone publication 
of some of the scheduled articles. 

The use of a new and smaller type for editorial 
and scientific sections, which was begun with the 
January 1, 1941, issue, has over the whole year 
made it possible to publish additional material 
representing an increase of 200,000 words. 

Financially, the Council is pleased to report a 
marked improvement for 1941. With greater 
for paper, wrappers, printing of 9® 


In addition, our subcommittee submitted a pre- 
pared and detailed discussion of each of these 
principles. Also prepared and submitted were 
some ten recommendations for specific local and 
state action, including the recommendation that 
section 491 of the Education Law be altered to 
require that state grants to local school authori- 
ties be made on the basis of school enrolment 
rather than of daily attendance. 

Discussion indicated that there was a fair 
amount of agreement on some of these prin- 
ciples, but there appeared no disposition what- 
ever to accept the principle that the school medi- 
cal inspector should be the central coordinating 
factor, the leader and director of the health 
education and health service program. Despite 
the apparent general agreement on the majority 
of these principles, and although it was under- 
stood that the Regents’ subcommittee would s-ek 
further conferences, no request for further dis- 
cussion has been received by our subcom- 
mittee. 

The Council feels that this situation indicates 
an attitude on the part of the Board of Regents 
of the University of the State of New York 
against changes in the present school health 
system — changes which the Medical Society of 
the State of New York deems essential to better 
promotion of the health of school children in the 
State of New York. 


expenses for paper, 
extra pages, and 19,150 more copies made neces- 
sary by increased circulation representing more 
members and more subscribers (each received 
the 24 issues for the year), the net cost has re- 
mained at the low level reached in 1940. This 
was S15, 8-17.58 for 1941, as compared to 
S15, 391.32 for 1940, thus giving a cost per mem- 
ber (calculated on “average” membership for 
each year) of SSff for 1941 as compared to 9If 
for 1940. 

It is to be noted, however, that these figures 
from the auditor’s report do not reveal the fun 
picture of financial improvement in production 
as compared to the previous year. Not only 
were the extra costs met without corresponding 
increase in net cost, but a major extra expense 
was taken care of that implied sayings in other 
departmental expenditures. This result "as 
achieved by allocation to Journal expense oi 
substantial portions of the salaries of Dr. Irving, 
Mr. Anderson, and clerical workers with dividea 
duties. These were bookkeeping entries on p, 
but correspondingly lower salary costs show lor 
the Administration and the Public Relations 
Bureau. The change in charging salaries ac- 
cording to the disposition of divided services "as 
made in an effort to bring out financial reports 
truly representative of functional performance o 
officials and employees. In this fashion it i 
figured that the Journal shouldered S3 
in the year 1941 as an extra cost. 

All the additional expenditures— -for pape , 
printing of more pages and copies, and ailocatio 
of salary fractions — were met by larger mcom 
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from advertising, and thus the net cost at the 
same level indicates a real betterment. Actual 
less cash was expended to produce the Journal 
in 1941 as compared to 1940, in the sum of 
$2,715.51, not counting betterments for more 
pages and more copies printed. 

Directory.— As directed at your last meeting, 
the 1941-1942 edition of the Medical Directory 
of New York, New Jersey, and Connecticut was 
prepared in accord with the custom in vogue over 
the years until the change was tried in the 
1939-1940 edition. The listing of physicians by 
towns was again arranged with Manhattan first, 
then the other boroughs of Greater New York, 
followed by the other towns in alphabetical 
order. 

The suggestion that the Directory be thumb- 
indexed for greater convenience could not be 
followed out because the cost would have been 
prohibitive. 

The financial experience with the 1941-1942 
edition of the Directory shows improvement in 
several ways. Even with the added cost of print- 
ing 88 more text pages, the net cost was brought 
down to S18, 096.93 as compared to S20.010.40 
for the 1939-1940 edition, the cost per member 
being S1.02 instead of SI. 15, a saving of S0.13 per 
member. However, these are the auditor’s 
figures as of December 31 in each year; and a 
still further improvement will be shown as sales 
have proceeded since the first of the year. As 
of February 15, 1942, net income from the sales 
for the 1941-1942 edition was 8553.31, as com- 
pared with SI 12.25 net income from all further 
sales of the 1939-1940 edition; and sales of the 
present edition are still going on. 

For comparative purposes it should be noted 
also that the improvement in net cost was made 
m the face of allocation, for the first time, of 
portions of the salaries of employees with divided 
duties to the expense of production. This policy 
reduced by 32,144.63 the net cost of the Bureau 
of Public Relations. 

Notwithstanding this favorable report, the 
Council believes it wise, under present circum- 
stances, that consideration be given by the House 
of Delegates to postponement of publication of 
the next edition of the Directory. At the 1940 
meeting the House directed annual publication 
beginning December 1, 1941. 

The Council received the following report from 
the Publication Committee, dated October 9, 
1941 ! 

“In the light of experience gained in the pro- 
duction of the forthcoming edition of the Medical 
directory of New York, New Jersey, and Connecti- 
cut (which will be in the hands of the members the 
hrst week in November), the Committee makes 
the recommendation that the following edition 
not be published until after the calendar year 
ml2. The Committee reached this conclusion 
because of the foliowring reasons: 

1. The cost of paper has been jumping 
rapidly upward and it is difficult to secure 
deliveries on time — even under existing 
arrangements for the Journal that were 
made some time back. 

2. The cost of delivery has risen, even for the 
forthcoming edition of the Directory. 

S. Three hundred and fifty-five (355) members 
whose dues were remitted for 1941 have 
already gone into military or naval service. 


prior to June, 1941, and will have no need 
for a Directory. In all probability many 
more wrill go into service during 1942. 

4. The remission of state assessments for all 
of these members will necessarily diminish 
income as compared to what would have 
been expected under ordinary circum- 
stances.” 

The Council went on record as follows: 

“That in view of unforeseen circumstances and 
the present economic situation of the Society 
the opinion of the Council is that a Directory 
for 1942 should not be published until after 
the House has an opportunity again to assess 
the merits of this question, it being understood 
that that would mean a delay of probably six 
months in the publication of the next Di- 
rectory.” 

In keeping with this decision the preliminary 
preparations for the next edition, which in the 
ordinary course of events would have been 
initiated in the fall of 1941, have been held in 
abeyance. 

Medical Publicity 

Radio. — Following the research work in radio 
which was described in the report of the Council 
one year ago, a program series, “Doctors for De- 
fense,” was conducted over station WMCA for 
thirteen weeks in 1941. These programs have 
been mimeographed and are available at cost to 
medical societies throughout the country. The 
titles of the programs are: Banting: Defender... 
Against Diabetes; Davidson: Defender ... Against 
Death from Bums; Minot: Defender . . . Against 
Pernicious Anemia; Biggs: Defender ... of the 
Public Health; Smith: Defender . . . Against 
Parasite Diseases; Spender: Defender . . . Against 
Rocky Mountain Spotted Fever; Gorgas: De- 
fender . . . Against Yellow Fever; McCoy: De- 
fender . . . Against Parrot Fever; Goldberger: 
Defender . . . Against Pellagra; Francis: De- 
fender . . . Against Tularemia; Jackson: De- 
fender .. .Through Invention; Park: Defender 

Against Diphtheria; Jacobi: Defender of the 
Lives of Children. 

The results of research, and the experience in 
these broadcasts, have been made available to 
the membership of the Society as well as those 
interested in educational broadcasting through- 
out the country in three bulletins entitled: 
The Doctor Takes to the Air; Doctors for Defense; 
and Radio Commentary on “Doctors for Defense.’’ 

The librarian at hit. Sinai Hospital requested 
a recorded transcription of the program devoted 
to Dr. Abraham Jacobi for the historical files 
of the hospital. This was supplied. 

It was impossible to continue this series per- 
manently because a sponsor satisfactory to the 
Society and willing to bear the expense of these 
broadcasts could not be found. The costs to 
station WMCA averaged $700 per week; to the 
Society, for a script writer, an assistant, and inci- 
dental expenses, S100 per week. 

But it has been, on occasion, the privilege of 
the Public Relations Bureau to assist in prepara- 
tion of other radio material. Most notable in 
this respect was collaboration with the Columbia 
Broadcasting System in its half-hour dramatized 
national broadcast on March 16, America at 
Work: Doctors. 
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Post graduate Medical Education.— Twenty- 
one releases regarding institutes and other edu- 
cational programs sponsored by the Council 
Committee on Public Health and Education 
received notices in newspapers in the counties 
served, as follows: Cayuga, Columbia, Cortland, 
Delaware, Dutchess, Elmira, Erie, Jefferson, 
Madison, Monroe, Montgomery, Nassau, 
Oneida, Onondaga, Oswego, Otsego, Rockland, 
fet Lawrence, Schenectady, Suffolk, and Tioga. 

District Branch Meetings. — All district branch 
meetings were covered by releases to the daily 
and weekly press, differing in each instance. Mr 
Anderson, director of the Public Relations 
Bureau, attended all these meetings. 

Other Newspaper Releases. — Special releases 
were issued to the press on the talk by Colonel 
K °P etzk y. M.C., at the meeting of 
the Monroe County Medical Society, May 29, 
1941. Releases were sent to the daily press of 
the state, to syndicates, and to special depart- 
mental editors, on editorials appearing in the 
Journal for August 1, November 15, and 
December 15. 


Printed Matter.— Reprints of “The Role of the 
Doctor in Defense,” by Colonel Kopetzky, which 
appeared in the Journal, were sent to a selected 
list of 5,000 editorial writers, radio commentators, 
science writers, and health, welfare, and educa- 
tional publications. 

An article entitled “Medical Problems in the 
Defense Program,” by Colonel Kopetzky, was 
reprinted from the Journal of October 15. 
This article presented an important interpreta- 
tion of the significance of selective service 
statistics, often distorted by persons high in 
government circles. A total of 25,000 copies of 
this document was printed. Distribution in- 
cluded health, welfare, and educational publica- 
tions, dailies and weeklies, libraries, lawyers, 
clubs, labor unions, farmers, nurses, teachers, and 
preachers. The Vertical File Service of H. W. 
Wilson Company, New York City, sent copies 
to 1,800 public libraries throughout the United 
States. 

An article entitled “The Medical and Social 
Challenge of Alcoholism” was reprinted from 
the Journal of December 15, 1941, and mailed 
to a list of 2,200, including health commis- 
sioners, editorial writers, departmental editors, 
radio commentators, and science writers, in 
addition to welfare, health-department, educa- 
tional, and general publications. 

Bulletins. — Four bulletins were issued in the 
Club Talk Series. These were prepared for the 
Bureau by James E. Bryan, executive secre- 
tary, Westchester County Medical Society. 
They have found high favor among physicians, 
health workers, and organization and institu- 
tional executives throughout the country. 

In a letter to the Bureau from Thomas P. Flem- 
ing, librarian, College of Physicians and Surgeons, 
Columbia University, this comment is made on 
the bulletins of the Public Relations Bureau: 

“We have been very grateful to you for sending 
us your bulletins. They have been extremely 
useful in a number of ways. With all of the de- 
fense activities, many doctors are being asked to 
speak to small local groups and your Club Talk 
Series has been particularly helpful to such doc- 
tors. Then, too, a number of nurses are giving 
home nursing courses and the subjects treated in 
your bulletins and the method of presentation 


have been very helpful to such individuals. 

“In fact, I may tell you that your bulletins 
have been so popular that our file is rapidly dis- 
appearing. Although at one time our file was 
complete, the only numbers which we have 
available are 7, 13, 14, 15, 16, 17, 24, 30, 32, 34, 
35, 42, 43, 44. If you could supply us with the 
missing numbers we would be deeply apprecia- 
tive.” 

Titles of the Club Talk Series are: Fear— 
the First Enemy of Mental Health; Teaching 
Youth About Cancer; It Makes a Difference JFAal 
We Eat; and Progress in Social Hygiene. 

In cooperation with the Committee on Public 
Health and Education and Dr. Kress of the 
State Health Department, a special bulletin was 
issued and distributed. It is entitled Outline 
Material on Cancer. 

Other Activities. — Mr. Anderson was elected 
head of the National Association of Publicity 
Directors, as chairman of the board for the year 
1942-1943. 

At the request of Dr. W. W. Bauer of the 
A.M.A., Mr. Anderson participated in the pro- 
gram on Health Education at the annual meet- 
ing of the American Public Health Association, 
Atlantic City, October 13, 1941. He spoke at 
the Horace Wells Club annual dinner at Hart- 
ford, Connecticut, December 11, 1941. He at ' 
tended the Conference of Secretaries and Editors 
in Chicago, November 14, 1941, and the usual 
meetings of committees of the Society held from 
time to time throughout the year. . 

Special assistance was given the Institute lor 
Propaganda Analysis in the preparation of a 
pamphlet on medical public relations; the 
Chicago Tribune was supplied with information 
for a feature story; and numbers of individuals, 
physicians as well as laymen, were assisted in 
matters relating to medical publicity. 

Apparent Expense Increase. — Audits for ww 
and 1941 show expenses for the work ot tne 
Council Committee on Medical Publicity in- 
creased in the latter year by S5, 544.7/. in . 
needs clarification in the light of the situation i 
the two years. The audit shows that in 1 940 th 
sum of S15.894.13 was spent, and in 1 ; » . 
$21, 438.90. To present a true picture of activi- 
ties, from an administrative point of view, tne 
two years should be averaged, showing a . n , 
pense for each year of S18, 666.51. This is 
reason. In the spring of 1940 demands for pu 
relations work were not so great ns usual, 
less than the proportionate allocation was sp ■ 
In the fall we took over plans to engage in ra 
broadcasting pursuant to the mandate ot 
1941 House of Delegates. Preparatory work was 
comparatively inexpensive. But when tne p 
gram got under way, April 9, 1941, expend 
increased sharply. As the project began i 
late fall of 1940 and ended the following August 
with the chief burden of expense in 1941, exp 
for the two fiscal years are thrown out o p 

SP Plans’for 1942.— .Since the last annual meeting, 
the United States has gone to war, doctora are 
being called into service, many controversu 
issues to which the Public Relations Bure 
dresses itself are in temporary abeyance, 
planned to limit expenses for public tel 
work, in 1942, to basic and essential interpret 
tion by the cheapest methods possible, a ‘ 
a considerable saving on the budgetary at 
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But it is essential that public relations work be 
continued throughout the war period. This is 
necessary to fulfil one of the purposes for which 
the Society exists, as stated in the Constitution: 
“To enlighten and direct public opinion in re- 
gard to the problems of medicine and health for 
the best interests of the people of the state.” 

But continued public relations activity is also 
advisable for practical and utilitarian reasons. 
At the conclusion of the war there will be a 
problem of unemployment the like of which this 
country has never seen. We shall find fixed upon 
the social order certain government policies of 
control over business, industry', and medicine — 
controls relinquished to the government willingly' 
by the people because of the extremity of military 
needs, but which will not be ceded back to in- 
dustry', business, medicine, and the people 
without, a battle for the preservation of in- 
dividualism. This fight on behalf of medicine 
can only be waged in the forum of public opinion 
through a public relations bureau which has not 
been allowed to languish, but has continued to 
function, though on a restricted and rationed 
diet. We should keep up contacts with key 
persons, retaining the ear of the public and 
maintaining a mailing list, which will be invalu- 
able in building public opinion at a future time 
when a public relations bureau may very well be 
the crucial factor in determining vital issues. 
There are those who believe that the existence of 
this Bureau had much to do with delaying the 
enactment of compulsory health insurance a 
few- years ago; it may' very well, at another time 
in the future, stand the medical profession of 
Aew York State in good stead. Artificial respira- 
tion can be applied too late. The alerte may be 
sounded without warning. 

During the last year or two, Mr. Anderson's 
services have been increasingly' claimed by the 
Committee on Publications and the Committee 
on Office Administration. Therefore his activites 
m 1942 are to be equally divided between this 
work and public relations. 


PART V 

Nonprofit Medical Expense Insurance 
The Subcommittee of the Council Committee 
on I ublic Relations and Economics has continued 
its work in this field with the same personnel: 
Herbert H. Bauckus, M.D., Chairman, Buffalo 
™! er T* Dannreuther, M.D., New York 
William Hale, M.D., Utica 
The Council received and approved the following 
report from the subcommittee. 


REPORT 

In the 1941 Annual Report to the House of 
elegates of the Medical Society of the State of 
-\ew York, the subcommittee presented a r&umr 
y a y D | 'wdh the formation of plans in New 
rork State and offering a limited analysis and 
iscussion of nonprofit medical expense indem- 
ty insurance. The House in 1941 took appro- 
rkif- 8 actlon . 011 certain fundamental questions 
J ^J'HiL^.this form of insurance. The members 
n” fl Vi° L c . ,et y are respectfully invited again to 
the mbject S re ^ ort ^ or a better understanding of 

In New York State there are three outstanding 
gamzations operating actively: Medical Ex- 


pense Fund of New York, Inc., Brooklyn; 
Medical and Surgical Care, Inc., of Utica; and 
the Western New York Medical Plan, Inc., of 
Buffalo. There are similar groups functioning 
in various other states, of which the California 
Physician Service and the Michigan Medical 
Service are the most widely' known. 

First of all, it should be plainly stated that the 
public and the practitioners of medicine stand in 
no small debt to these pioneers who have so 
faithfully' gone forward in this most difficult task 
of expanding the avenues of direct medical care. 
Organized medicine requested this venture; it 
must follow with greater encouragement and 
support. 

Clearly, the opportune time for selling medical 
care policies to the indicated economic stratum is 
at hand. At all times we have had the responsi- 
bility of safeguarding the health of our American 
workers and their families. In times of war, 
however, when their productive capacity and 
their morale are worth so much to the achieve- 
ment of victory — and victory worth so much to 
the world — we have a far greater stimulation to 
our zeal, our service becoming a privilege in- 
spired by the love of country'. What the war and 
the price of liberty will cost our people no one 
can foretell, but all medical authorities are al- 
ready deeply concerned with the oncoming peril 
to life and health. 

At the present wage level, the worker has the 
means to buy medical indemnity insurance. He 
will buy the right kind of policy at the right price 
when he becomes educated to the benefits of 
budgeting for health. It should be remembered 
that the recent rise in wages is somewhat counter- 
acted by the increases in the cost of living, by 
increased taxation, and the paying of debts con- 
tracted in previous years. It is not likely that 
the existing earning opportunities will continue 
indefinitely, but if we can make regular saving 
for the cost of medical care a habit with the 
worker, we may' be sure that he will make every 
effort to continue his protection when employ- 
ment becomes less remunerative. 

The time and the tide being thus ripe, why' the 
limited success in enroling large numbers of 
people in the existing plans? 

There are, no doubt, shortcomings in the plans 
as they stand today, and we hope that these will 
be evaluated and faced squarely by' the local 
groups themselves. Looking toward the future, 
we present the following for consideration: 

1. Educate the individual and the com- 
munity to the great_ value of preventive medi- 
cine and early medical care. Insist that the 
official public health agencies increase their 
educational efforts by means of circulars, the 
radio, and the press. Make genuine and alive 
the often repeated statement that “the health 
of the people is the first concern of the govern- 
ment” by' insisting that there be a physician 
as Secretary of Health in the Cabinet of the 
President of the United States. Public opinion 
should most heartily support this idea for the 
comfort and health of future generations. In- 
stitute health programs, emphasizing especially 
child health and industrial hygiene. Meet the 
layman on common ground of informed under- 
standing. Ask for, and provide, lay help in 
educational programs. 

2. Point out the importance of periodic and 
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regular health examinations. Prepare in th» 
plans an examination system thnc Jm t 
satisfactory and thorough! at " ,U be 

il”'. Provide good medical care, and nrevent 
the Iowermg of modern standards by an Idi 

Wnrhm fee > S 3 n tem ’ foIlo ' VIn K in the main the 
Workmen s Compensation fee schedule of the 
Department of Labor of New York State 
The cost of living of physicians is rising too’ 

fees wUhTnferhlr serviced assoc ‘ ate * nad equate 
4. 
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,® ulld y°ur plans chiefly on large arouns 
so that large numbers and unweighted slmMes 
are substituted for selective risks. This will 

and =^ I 7nT U . 1 premiuins ’ greater coverage* 
d j a 1 to . the elimination of the 
clause. eS ° me deductlbIe f ee or coinsurance 

gr.aTpufctlthhS."" “ 

utJ t T0Vide f lthin tbe P Ians facilities for 
t0 y r and x ' ray ser vice when they are 
ecessary for proper diagnosis and treatment 

. '-P tbe Premium rate low enough first 

to proyKie the lower income t tith 

adequate and complete medical care for every 

nature b e nnd eS d.? £ a se . ri ° us , and catastrophic 
„ re > and add specialized services as the 
plans will bear them. A desirable policy 

tHHnitf 0 d ’ • V ‘ S00 , n furnish a cushion for ad- 
ltional service and possibly for a service to 

hp 6 « U r eln ^ °7 ed; , Ti l e cosfc of an Y plan should 
be estimated with the accessibles of a com- 

munity in mind rather than with the thought 
or how can we manage at this price?” If 
an area of 750,000 inhabitants has an insurer 
potentiality of 15 0,000 organized men and 
women workers (excluding their families), this 
figuie should serve as a guide to determine the 
maximum cost to the consumer based on a 
forth^fMi n V mb ® r . °f Participants necessary 
tndo ■n de u t medl °al coverage. Such an atti- 
tude will change our entire approach to the 

problems^ ^ ^ Pan and °f ber administrative 

wifhm Cns i tute educational and sales projects 
within the membership meetings of the 
workers. We are an organized profession- 
let us recognize other worthy organizations 
. 9 - secure consumer participation by invit- 
ing rank and file representation to the member- 
ship of Boards of Trustees of medical indem- 
mty pl a ns. Encourage physician participation 
in education and promotion. 

10. Devise practical methods for a closer 

welding of publicity and sponsorship from lav 
community groups. ~ 

11. Sell medical indemnity insurance in- 
dependent of hospitalization insurance plans 
In many ways they differ greatly. 

12 1 ff*ve careful end well-studied considera- 
tion-to the formation of a State, or an American 
Medical Association, plan for nonprofit medical 
expense indemnity insurance. Such a plan 
would have to be quite flexible and easily 
adaptable to local conditions. Its develop- 
ment, which should possibly be started this 
year, would undoubtedly encourage the forma- 
tion of additional prepayment plans. 


It might be well, at this point, to drawafeiv 
comparisons between medical indemnity insur- 
ance and any other type of insurance, be it life, 
are, automobile, or even hospitalization insur- 
ance. A casual glance at the underlying prin- 
cipies in any of the above-mentioned schemes 
will clearly show the fundamental difference 
Detween these. and medical indemnity insurance. 
-Broadly speaking, we can say that all four types 
have a very wide spread of coverage, with pay- 
ment for losses usually only once and after long 
periods of premium payments. All four are car- 
ned and sold with the expectation that they will 
not have to be called upon. Medical indemnity 
insurance, however, is sold and bought with the 
clear understanding that every individual has 
some signs and symptoms each year which should 
be attended to, and for which the policy should 
be utilized. Moreover, by advocating better and 
more complete preventive medicine, medical in- 
demnity insurance plans invite the insurer to the 
fullest use of his policy. 

1 f we understand these differences we will free 
ourselves of a good deal of mechanical thinking 
usually associated with the word “insurance." 
Adjustments on the part of both doctor and pa- 
tient will be made more readily, the financial 
features will take second place after service, and 
a desire will grow among all parties concerned to 
make the plans function well. 

It has been said that medical expense insur- 
ance has been approved by the organized medi- 
cal profession because it was on the defensive 
against proposed legislation for compulsory 
sickness insurance. Those of us who sincerely 
strive to better our cooperation with public wel- 
fare groups will give little heed to such state- 
ments except in remembering that the American 
public has always been able to see that political 
medicine is not good medicine. 

It is a curious phenomenon that all through 
the years the progressive physician has been 
forced to fight for humanity in the false and 
unpleasant light of a defendant of his own in- 
terests. To protect our people from the charla- 
tan, the sorcerer, and the quack, from the in- 
adequately schooled, the untrained, and the in- 
experienced, from the commercial-minded ex- 
ploiter of misery and the sy r mptom-monger of the 
present day, the medical profession has ever and 
anon — and often alone — fought legislation which 
it believed to be bad, solely in the interest of its 
lay brother. 

The winning of the war has become a unani- 
mous desire in the minds of our people. The 
worker in industry is proud of his responsibility 
in helping to win the war. He will want to do 
everything in his power not to jeopardize this 
responsibility. He will be eager to do his share 
in protecting himself and his family against 
sickness, and if once he has known the benefits 
of this protection he will never again want to 
relinquish them. He will learn to see health as 
the most important part in his budget next to 
food and shelter. He will sacrifice for this pro- 
tection, even when the wave of higher earmngs 
has subsided. 

In closing this report, your Committee wishes 
to state its sincere belief that in providing non- 
profit medical expense indemnity- insurance 
plans the medical profession is hopefully building 
for the future of the American people. 
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PART VI 


Medical Relief 

The Council has continued the same Sub- 
committee on Medical Relief, working under the 
Committee on Public Relations and Economics: 

E. Christopher Wood, M.D., Chairman 

White Plains 


Carlton E. Wertz, M.D Buffalo 

F. Leslie Sullivan, M.D Scotia 


The Council transmits the following report of 
the Subcommittee, with its approval. 

REPORT 

At the last meeting of the House of Delegates, 
in April, 1941, your Subcommittee on Medical 
Relief presented a detailed report* of its dis- 
cussions with the State Department of Social 
Welfare with respect to several Principles pre- 
viously adopted by the House of Delegates to 
govern working arrangements between the medi- 
cal profession and the Departments of Public 
Welfare. Included in the 1941 report were: a 
detailed enumeration and discussion of each of 
these principles; a statement of the basic policies 
essential to the establishment of a satisfactory 
local medical care plan; and a Joint Statement, 
indicating and explaining in detail the general 
background of the existing methods of providing 
medical care, and emphasizing throughout the 
central role the physician and the local medical 
society should play in determining medical 
needs and making plans to meet them. 

Conferences and discussions have continued 
during the past year, and the following Joint 
Statement is an attempt to evaluate progress 
made in providing medical care to the needy, 
under the Principles upon which agreement was 
reached. 


Joint Statement 

From the New York State Department 
of Social Welfare and the Medical 
Society of the Stale of New York 

Local Medical Care Plans 
in the State of New York 


“As of March 15, 1942, an approved local 
medical care plan had been adopted or was in 
course of active preparation in Social Welfare 
Departments in twenty-two counties and five 
cities inNew York State — an areaembracingmore 
than three-fourths of the total population — to 
make _ available necessary medical care to at 
least 578,000 needy men, women, and children. 
„ In New York State, exclusive of New York 
U Y». local medical care plans were approved 
and m operation in fifteen counties and two 
cities, covering some 80,000 persons or more 
than one-third of the total number of recipients 
0 , Public assistance, and such plans were in 
active development in seven additional counties 
aa d two cities embracing 46,000 more persons — 
so that about one-half of the persons receiving 
public assistance outside of New York City 
nave, or will soon have, advailable to them a 
comprehensive medical service, adapted to local 
medical needs and facilities. 


,Y‘~vh c ii Statement,” New Yor 

State J. Med., 41. 619-624, No. 6 (March 15) 1941. 


“New York City, with a medical care program 
peculiarly its own, is also developing a local 
medical care plan to conform with our basic 
policies. The 452,000 persons in New York 
City in receipt of public assistance comprise 
more than three-fifths of the total public assist- 
ance case load in the State — so that, although 
there are thirty-four counties and forty-five 
cities in the state with no local medical care 
plan under development, these seventy-nine re- 
maining public welfare districts represent less 
than one-fifth of the total of 714,443 persons re- 
ceiving public assistance in the state in January, 
1942. These districts continue to render medi- 
cal care to the needy under the rules and regu- 
lations of the State Department Medical Manual. 

“Initiation of Local Medical Care Plan. — 
Complete freedom of action on the part of the 
local welfare district prevails in the initiation and 
adoption of an approved local medical care plan. 
A commissioner of public welfare can either 
continue to operate within the general restric- 
tions of the Manual of Medical Care — which 
means continuing state review of certain medical 
problems — or take steps to prepare a tailor-made 
medical care plan for his community specifically 
designed to fit its special needs and special re- 
sources, a plan which, if approved as to basic 
policies, would make possible complete local 
control, both medical and fiscal. 

“Preparation of a local medical plan usually 
takes the following course. (1) There is increas- 
ing concern on the part of the public welfare 
official with the problems of medical care, since, 
as large numbers of the physically fit become 
employed and self-sustaining, a higher percent- 
age of persons still receiving public assistance is 
unemployable because of physical defects, poor 
health, and illness. (2) It is noted that a dis- 
proportionate amount of total welfare expendi- 
tures is for medical and hospital care. (3) Since 
much of this cost involves hospital care, which 
in the main is not reimbursable, the public 
welfare official seeks the advisory and consulta- 
tion service offered by the State Department of 
Social Welfare in the formulation of a complete 
local medical care plan. 

“The first step in the formulation of this 
medical plan consists in the preparation of a 
two-year summary of all expenditures, for 
medical, dental, and nursing services, hospital 
and convalescent care, drugs, medical supplies, 
and prosthetic devices — made under existing 
arrangements. This is analyzed for complete- 
ness by an area medical social worker, who then 
proceeds to compile a complete inventory of all 
medical and health facilities and services, both 
public and private, available in the community. 
She then makes a careful record and analysis of 
all the procedures and methods through which 
medical care is provided, following a request for 
any item of such care. Then both the inventory 
of facilities and the analysis of procedures are 
discussed with the public welfare official in the 
light of their relationship to the basic policies 
and procedures which are the minimum essential 
for the adoption of an approved local medical 
care plan. Since these basic policies are suffi- 
ciently broad to permit an infinite variation in 
detail to meet special local problems and needs, 
the initial draft of the local medical care plan is 
frequently revised from two to six times before 
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it is considered satisfactory to all fho ■ 
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given. 

all of the following: ' dlng man >' or 

Acute illness, home or office 
gJnbuiance service 
Boarding homes for invalids 
Chronic illness, home, office, etc 
Clinic care, by referral 
Consultant services 
Dental care, including 
Prophylaxis, Treatment, Fillings Extmn 

Eye examinations 
Eyeglasses and glass eyes 
hractures 
Hospital care 
Laboratory services 
Major surgery, home or hospital 
Medical services in hospital 
Mileage (zoning basis) 

Minor surgery 
Nursing care, including 
Visiting nurse, per visit 
Registered nurse, per day 
Practical nurse, per day 
Home medical aides 
Nursing home caie 
Obstetrics, home or hospital 
Physiotherapy 
Pneumonia treatment 
Preventive services, by refenal 
Prosthetic or surgical appliances 
Radium treatment 
Sickroom supplies 
Specialist services 
Turberculosis treatment, home 
Venereal disease treatment 
X-ray diagnosis 
X-ray treatment 


The commissioner of pubhc welfare has a 
dual responsibility m the development and opera- 
ion of a medical care plan: (1) he is responsible 
or providing necessary medical care for persons 
under his care; and (2) he is responsible for an 
economical administration of medical expendi- 
tures, to permit him to provide all the other 
necessities of life for such persons within the 
“^[“Appropriations of tax funds made to him 
I he welfare official, both state and local, must 
consider as a resource any state or federal funds 
which may be available to him, under eustmg 
statutes. It was for this reason that representa- 
tives of the Medical Society of the State of New 
iork agreed “to go along’’ with a “direct paj- 
menfc plan’’* which would require certain patients 
to pay physicians directly for authorized medical 
,^ ls I dan made possible participation b) 
both the state and local welfare departments in 
federal funds made available under the Social 
Security Act. The experience with this plan to 
date indicates that patients fail to pay phjsicians 
for authorized services only m a negligible number 
of cases. 

“The program leading to installation of ap- 
proved local medical care plans gives an oppor- 
tunity to each community to adopt and assume 
full local responsibility for providing good 
medical care to needy persons in the com- 
munity — with full recognition given to special 
needs and special resources. Physicians, wel- 
fare officials, appropriating bodies, and all others 
interested are urged to continue their support of 
this program, which has shown that it can 
integrate and correlate all of the medical care 
services which are provided m a community at 
public expense.” 

Christopher Wood, M.D., Chairman, 
Subcommittee on Medical Relief, Medical 
Society of the State of New York 
Lee. C. Dowling, Deputy Commissioner for 

llio 


It should be recognized that while all of these 
items of medical care can come within the scope 
of Section 184 of the Social Welfare Law as P a 
responsibility of the local welfare distnet state 
reimbursement for some expenditures is not 

excteions USe SP£Clfic ^ or 

“General Impressions and Summary.— Good 
medical care can be made available to meet the 
nredical needs of the individual, on a simple and 

!5™ en i t baS1 !’ lmde , r a ? approved local medical 
care plan. Since the local plan is designed to 
meet special local problems and needs, it can be 
changed to meet new problems and needs 4n 
opportunity is given for participants m the 
medical plan, eg, physician, dentist, nurse, 
hospital superintendent, etc , tojtake part in the 
formulation of the local plan and to submit to 
the pubhc welfare officer or his medical director 
suggestions for correction, amendment, or im- 
provement in the method or terms under which 


V. If uiiiUj 

Public Assistance 

H. Jackson Divis, M.D , Chief Medical Officer, 
State Department of Social Welfare 

PART VII 

Legislation 

The Council Committee, charged with the 
duty of studying legislation and putting forth 
the positions taken by the Society, w-as con- 
tinued with the same personnel: 

John L. Bauer, M D , Chairman . ■ Brooklyn 

Walter W. Mott, M D White Plains 

Leo F. Simpson, M.D Rochester 

The Committee makes the following pre- 
liminary report as of March 7, 1942. A supple- 
mentary full report will be ready for the House 
on April 27, 1942. 

* See "Medical Relief for the Aged, the Blind and for 
Dependent Children,” New York State J. Mod-. 

1006, No. 9 (May 1) 1941. 
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Many of our legislators are on the job the year 
around. Those who are lawyers may be as- 
sociated as counsel to business and industry, 
seeking a certain amount of favorable legislation. 
This legislation may be introduced by the lawyer 
himself — or he may interest another legislator, 
not necessarily a lawyer. These legislators may 
exchange courtesies — and strengthen and sup- 
port the efforts of each other. It may be clever 
to favor or disapprove a bill in one body, knowing 
that others will offset the action in the other 
body. There may be nothing vicious in such 
procedures. The legislators may not sufficiently 
understand the import and far-reaching effect 
of the particular bill, in the pell-mell rush of 
legislation; they may be pledged to vote to 
please a friend. 

It is our business to inform the legislators so 
that they shall be able to act intelligently and 
conscientiously on the bills which concern the 
welfare of the people from a health standpoint. 
We know that the lawyer may be influenced by 
the fact that some judge has mistakenly decided 
that x-ray diagnosis is not the practice of 
medicine, or by some other similar court decision. 
We should guide our legislators; if we do, we 
shall find them rather responsive. 

We have a trust, and we as doctors realize and 
appreciate that trust. We may share that trust 
with the legislators by having them understand 
our attitude. The health interests of the people, 
of today’s patients, of tomorrow’s sick, must be 
protected. So we attempt and favor beneficial 
legislation and we try to block baneful legisla- 
tion. We must interpret bills for them. 

It was all very well to set up physiotherapists, 
mostly veterans of the first World War. We do 
feel that we owe a great deal to the veterans. 
But the restrictions were wise — the diagnosis 
and prescription for the kind and amount of 
modality to be given by a physician. These re- 
strictions are beneficial to veterans and their 
families as well. The law has been disregarded — 
rarely is the doctor consulted. Generally, the 
physiotherapist treats as he will, without the 
formality of diagnosis and prescription. In con- 
ference with them and their counsel, Judge Dyer, 
we learned that they feel competent to diagnose 
and treat. So, in their new bill they are asking 
to practice medicine, and the legislators, if 
properly advised, will not permit it. 

Each year, the doctors pay a registration tax, 
the monies to be used to enforce laws to prevent 
charlatans and quacks from their injurious prac- 
tices. The physicians should not he required to 
Provide for this service, except as citizens — and 
all citizens for the common good should provide 
the costs. In other words, sufficient money 
should be employed, taken from the general tax 
mnds. At present it is a class tax, unfair, in- 
sufficient in amount; therefore only feeble and 
almost futile attempts to enforce laws can be 
made. 

Those known as chiropractors are practicing 
dlegaliy in New York State. The law should be 
enforced against them. We are yearly asked to 
appease these men — to pacify them by taking 
some of these illegal practitioners and giving them 
recognition, setting them up as a board of ex- 
perts, legalizing them to examine and qualify 
the others. Scientists declare there is no scienti- 


fic value in chiropractic. The chiropractors are 
busy in Washington. They axe petitioning 
Congress for the right to treat federal employees, 
under the Federal Compensation Act. If this 
Tolan bill be successful, it might well be the 
slogan for the struggle in New York State. We 
refer to the Assembly Bill — Brees — No. 1434. 

The practice of chiropractic as herein defined is 
hereby declared not to be the practice of medi- 
cine, within the meaning of the laws of the State 
of New York defining the same. 

A second entering wedge! The first happened 
through a decision made once upon a time by a 
judge that the use of x-ray is not the practice of 
medicine. So when we desire to safeguard the 
interests of the people in their health, we find 
we are seriously opposed by the chiropractors — 
for x-ray diagnosis is the practice of medicine — 
and only one fully qualified to practice medicine 
can make such diagnoses correctly. Hence, the 
chiropractor may not use x-ray and loses his 
first entering wedge. 

Many physicians in the State of New York are 
following, in this spirit, the bills introduced in 
the legislature, as well as federal legislation. We 
are aware of certain proposed federal legislation 
which would be inimical to the Associated Hos- 
pital Fund and the like. We are aware that the 
Hampton Bill is, on the other hand, the product 
of a certain well-known sponsor of the Associated 
Hospital Fund, seeking a change in the law which 
we all worked so hard for — the law that prevents 
any corporation from issuing combined con- 
tracts for both hospital service and medical 
expense indemnity. 

Our executive officer, Dr. Joseph S. Lawrence, 
has a bureau of newspaper clippings which proves 
very valuable in our work. Late last spring and 
during the summer. Dr. Lawrence was busy with 
correspondence with the other states, learning 
all about the chiropractic laws and schools and 
boards; and obtaining letters from prominent 
scientists as to their opposition to the chiro- 
practors. Some of us have copies of all of this 
material and lately he has had mimeographed, 
in quantities, these letters from the scientists, so 
that Congressmen and legislators may be thor- 
oughly informed. 

We need not enumerate or describe the many 
bills concerning automobile drivers’ licenses, 
compensation, hospitals, health questions, labor 
problems, expert medical witnesses, malpractice, 
nurses’ registers, x-ray, State medicine, Medical 
Grievance Committee, life insurance, etc. 

The Annual Conference of County Society 
Legislative Chairmen was held at Albany, on 
Friday, February 20, 1942, and a very earnest, 
well-informed, actively participating and en- 
thusiastic group was present. Thirty-nine 
counties, one more than last year, had representa- 
tives. All the bills to date were carefully con- 
sidered and acted upon, a fine testimony to the 
successful methods employed by our executive 
officer. 

The nurse training school problem was intro- 
duced and a method of procedure for later con- 
sideration and action was given to those most 
interested. Welfare problems were referred to 
the proper committee. Conferences during the 
year have been held with senators, assemblymen, 
doctors, lawyers, judges, and laymen. 

To Dr. Douglas Quick and othere of the New 



64S 


AN mtuaram w.t.&w.il 

p “ln Ui lhe P l “' r ' lOfa0t °' T t0 th “ p " tlci ' “"ins or supplies ere provide! Fore.™,*, 
tJie raring C ° nS1C ki ratl , on of locaI problems and /tin" 6 or , more Physicians in a community own 

rf? P r 'wEStS 

given. easy when such cooperation is willingly ' consideratioa : b y «“!* 

annmvoS i° f , LocaI ,. Medical Care Plan.— An co '?!? oncr of P ubli c welfare has a 

fo? P all fr,rr,l° Ca - medical care plan may provide tinnnf^^d'jym the development and opera- 
» ni° medical care, including many or a ?? edlcal care plan: ( 1 ) he is responsible 

all of the following: ° manj or «>r providing necessary medical care for peisons 

Acute illness, home or ™ de „ r . , ear ®>‘ ?nd (-) be is responsible for an 

Ambulance sendee Ce economical administration of medical expendi- 

Boarding homes for inv- il, vi- a ^' s ’ .}? Pe™^ him to provide all the other 

Chronic illness home nffir!? * necessities of bfe for such persons within the 

Clinic care, by’referra’l d °’ etc ‘ to tjji appropriatiwis of tax funds made to him. 

Consultant sendees „„ n Jj" 2 we]fare official, both state and local, must 

Dental care including consider as a resource any state or federal funds 

Prophylaxis Trout’ * r- ■ 1 1 . ''h' c b may be available to him, under existing 

tions Dental snrrro^^n’ flings, Extrac- statutes. It was for this reason that representa- 

Drugs sera etc ® ery ’ Dentures ^rves t le Medical Society of the State of New 

EyefxambAtinAs Yorb a ,groed “to go along” with a “direct pay- 

Eyeglasses and ,rlo a= naent plan’’* which would require certain patients 

Fractures ® £US e ^ rQS *° P a y r Physicians directly for authorized medical 

Hospital care is P lan made possible participation by 

Laboratorv both the state and localwelfare departments in 

Maior - federal funds made available under the Social 

Medical qprJv>n= - >m v ° r ., 10 f pipd Secunty Act. The experience with this plan to 

Mileage fznnfn hn bn . s P lta * f ate rodicates that patients fail to pay physicians 

Minor’surgety l ° ^ aS1S ^ Mrauthorized sendees only in a neghgible number 

“The program leading to installation of ap- 
per vlS1 } proved local medical care plans gives an oppor- 

Priifvf 0 r p d nurse ’ P er , day tunity to each community to adopt and assume 

day full local responsibility for providing good 

at.,,, ■ e ,™ edlca ^ aides medical care to needy persons in the com- 

OhsfpfrL.cV 16 Care mumty — with full recognition given to special 

’ h0me or hospital needs and special resources. Physicians, wel- 

P n r > 1 1 m , !. v ra P y , f a f e officials, appropriating bodies, and all others 

Pro,^ n ?- nla Heatment interested are urged to continue their support of 

p“ e services, by referral this program, which has shown that it can 

vrostnetic or surgical appliances integrate and correlate all of the medical care 

<3;„i. 1Um treatn ?. ent services which are provided in a community at 

oickroom supplies public expense." 

T^berculosistrpatmp t l Christopher Wood, M.D., Chairman, 

Venereal dis b , omc Subcommittee on Medical Belief, Medical 

X^ay diaSs ^ eDt Society of the State of Mew York 

X-ray treatment L p ub fic £ZES& C ° mmissi ° ner ** 

‘It should be recognized that while all of these H. Jackson Davis, M.D., Chief Medical Officer, 
items of medical care can come within the wn ™ State Department of Social Welfare 
of Section 184 of the Social Welfare Law as a 

responsibility of the local welfare district state PART VII 

reimbursement for some expenditure" is not PART VII 

exclusions _ nm ^ e ^ reslri *°™ or LegisIadon 

General Impressions and Summary. — Good The Council Committee, charged with the 

r,-,vi,iv i car ® ca ? be made available to meet the duty of studying legislation and putting forth 
meaical needs of the individual, on a simple and tb e positions taken by the Society, was con- 
e cient basis, under an approved local medical tmued with the same personnel: 

meet srrecial local nrnh}° Cal pl 3 u is designed to John L. Bauer, M.D., Chairman Brooklyn 

l Problems and needs, it can be Walter W. Mott, M.D White Plains 

changed to meet new problems and needs. An Leo F. Simpson, M.D Rochester 

^2TSn“e? ,e plSciSrte5 “ the Tbe Committee makes the following pr^ 

hospital fn7be ^f ry IT* 03 7 ’iT i Tte 

formulation of the local plan and to P subm“t to on ApI *7 1^ Y 

the public welfare officer or his medical director - F > 

suggestions for correction, amendment, or im- ^ * See "Medical Relief for the Aged, the Blind, and/or 
provement in the method or terms under which looe^No^ ?hiiy r< i)'i 94 i ew ' York State J ’ iMed " 4 * 



April 1, 1942) 


REPORT OF THE COUNCIL 


651 


Only specialists, or those between the ages of 
forty-five and fifty-five whose experience fits 
them especially for military duty, will he called 
to the armed forces. 

Women physicians are not commissioned 
in the military service. Certain of the govern- 
ment agencies — the Office of Civilian Defense; 
Industrial, State, and Public health agencies — 
will both need and utilize the services of 
women. As the need develops they should be 
encouraged to take on such additional duties 
as would make available for military service 
physically fit male physicians. 

Part-time Service. — Individuals may not be 
considered essential who have part-time par- 
ticipation on a Health Department staff, in 
teaching, or in other capacities; but total time 
spent in these capacities would identify them 
as being essential. Wherever possible, persons 
over forty-five or those disqualified for military 
service should be encouraged to take on such 
partr-time positions as will assist in releasing 
others for military service. 

These are, in essential, the formal rules 
governing the processing of medical men 
whose status comes before our Committee. 

The even flow of doctors through the medical 
schools into the internships and then into the 
armed forces has been established. Only when 
individual physicians, either through apathy, 
ignorance, or unwillingness, fail to conform with 
published regulations does individual hardship 
develop, and this, at times, the Committee is 
able to mitigate. 

It would take this Committee too far afield to 
detail all the pertinent questions with which we 
are continuously employed. There are thousands 
of individual questions. All have had attention. 

This Committee has no recommendations at 
this time. It wants to report its deep indebted- 
ness to Dr. Peter Irving, whose continuing w T ork 
with us has made our activity possible. Had he 
not taken on this work, some full-time executive 
secretary would have become a necessity. The 
correspondence has been handled by Miss 
ha Porte of the office force. This young woman, 
handling much detail without regard to long 
hours, has been a faithful worker in our ranks. 
She deserves our sincere thanks. 

Finally, the thanks and appreciation of the 
Committee are given to the secretaries and the 
chairmen of the component Medical Prepared- 
ness committees of the county societies. The 
cooperation has been splendid. 

There is being established a National Roster of 
Physicians by the Washington Headquarters oi 
the Selective Service. The application blanks 
are now pouring into state headquarters. This 
roster of physicians and dentists is to be used to 
give medical care to rejected registrants with 
remedial physical defects. The rehabilitation 
program has not yet been put into effect in this 
sbnP have considerable concern with 
the manner in w’hich this program proceeds. In 
the interest of completeness, it needs inclusion 
m this report. It comes within the framework 
of our activities if it will add man power to our 
armed forces. If the program, on the other hand, 
is a service to procure medical care to the popula- 
tion generally, this Committee has no legitimate 
concern with it, and the projected activity will 


fall into other hands for its supervision and 
control. 

The chairman of the Committee has not dilated 
upon his visits to county societies and his at- 
tendance at numerous conferences — in New 
York City, in Albany, in Chicago, and in 
Washington — or upon his contacts with agencies 
of government both in the metropolitan area and 
in Albany. These conferences were necessary in 
the interest of the physicians of the state. 


PART IX 

Workmen’s Compensation 

The Council Committee on Workmen’s Com- 
pensation, Dr. Clarence G. Bandler, New York, 
chairman, Dr. Joseph^ C. O'Gorman, Buffalo, 
and Dr. David J. Kaliski, New York City, 
also director of the Workmen’s Compensation 
Bureau of the Society, has presented the follow- 
ing report which is submitted with approval of 
the Council: 

REPORT 

Up to the present time nearly 19,500 physi- 
cians have been qualified by the county medical 
societies’ compensation committees throughout 
the state. Two hundred and ninety-six physi- 
cians have been qualified by the New York State 
Homeopathic Board and about 360 physicians 
by the compensation board of the Osteopathic 
Society, making a grand total of 20,000 physi- 
cians qualified to practice under the Workmen’s 
Compensation Law. This represents over 90 
per cent of the practicing physicians of the state. 

The number qualified in each county follows: 

Albany, 299; Allegany , 42; Bronx, 2,038; 
Broome, 217; Cattaraugus, 82; Cayuga, 69; 
Chautauqua, 109; Chemung, 100; Chenango, 
41; Clinton, 47; Columbia, 42; Cortland, 43; 
Delaware, 52; Dutchess, 152; Erie, 998; Essex, 
35; Franklin, 67; Fulton, 67; Genesee, 54; 
Greene, 43; Herkimer, 58; Jefferson, 108; 
Kings, 3,580; Lewis, 23; Livingston, 55; Madi- 
son, 40; Monroe, 528; Montgomery, 61; New 
York, 5,081; Nassau, 520; Niagara, 168; 
Oneida, 234; Onondaga, 409; Ontario, 101; 
Orange, 159; Orleans, 29; Oswego, 74; Otsego, 
66; Putnam, 16; Queens, 1,247; Rensselaer, 
131; Richmond, 129; Rockland, 92; Saratoga, 
70; Schenectady, 116; Schoharie, 30; Schuyler, 
12; Seneca, 27; Steuben, 88; Suffolk, *195; 
Sullivan, 70; St. Lawrence, 91; Tioga, 39; 
Tompkins, 70; Ulster, 109; Warren, 57; Wash- 
ington, 50; Wayne, 67; Westchester, 763; 
Wyoming, 44; and Yates, 27. 

Character of Medical Care. — Under Section 
13-b of the Workmen’s Compensation Law 
statutory authority is given to the compensa- 
tion boards to recommend physicians for authori- 
zation. It should be noted that the authority 
under the Law indicates that the Medical So- 
ciety shall specify the character of the medical 
care which a physician is qualified and authorized 
to render. This may be interpreted as meaning 
that it is within the power of the compensation 
boards, subject of course to review by the In- 
dustrial Council, to indicate the scope and range 
of a physician’s practice. It was the intent of the 
Law to place upon the medical societies this 
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®^ ! ?i r *? an » ^ Irs - Madden of Albany, who has ff i. a large correspondence. The 

visited^ many of the District Branches and ex- w { lc *‘ bad been collected in cataloging the 

p amed leg^lativo procedures and the meaning nodical profession °f the state have been a valu- 

Lvi'SSt Se “ d “ •“e “» «“ “ f “* 

and given to us their valunbfropfnkns^an'd d P® armed forces of the Mtion, the civilian 
advice. opunons and defense service, and many other governmental 

medical services require doctors. In the effort 
PART VIII t0 s Pf ea d the available medical talent where it 

, .. , may' be most needed, there has been set up, by 

Medical Preparedness Presidential Executive Order, a Procurement and 

The Council transmits with approval flip 0.1 Tegument Service to accomplish this purpose, 
lomng report of its Committed on Vado? 7 Your chairman of this Committee has been 

Preparedness, which is as follows- " dlca A? m ,? d as the New York State Chairman for 

Samuel J. Konetzkv At n ri. • Medicine. Dr. Arthur IV. Booth, of Elmira, 

'-opeezky , i\l.D., Chairman was designated as the General Chairman of the 

Edward T UVnYu-Awi,’ ' i r V. Rew York Second Corps Area. He correlates the activi- 

Louis PI. Bauer lu n ’ .Rochester ties of the state chairmen for medicine— Den- 

’ Hempstead tistry, Veterinary Medicine, Education, Hos- 

REPORT pitals, etc. — for the states of New York, New 

This Commtffpn _ .. Jersey, and Delaware. This constitutes the 

the previous venr ’wlmn ^ Council during entire setup with which this Committee func- 

“Preparedness ” htPf H*® na hon s slogan was tions. The organization of the Procurement and 

chairman and’ fur ! ctloned with the same Assignment Service is in process of being further 

esta'blished J wmrkdi r p 0 rilof - ® V ®iT- smc ?r. It early organized. Ckrical help has not yet been sup- 

couraeed thp esfiMu/ 6 lationships with, and en- plied. This was to be furnished from the 

ness commitfpps ^ h ^ e ?i fc ° f ’ medlcal Prepared- Regional Social Security Board. There is full 

societies ttee ln a11 tlle component county realization that tills service will shortly be 

The Mnillpp T n -i-i *• r< .. properly provided for. In the meantime, the • 

Prenarednnifnf fi S i Co ' MIllt tee on Health Medical Society of the State of New York is 
Durnosn nf v S r® te W£ i? functioning for the carrying the financial burden of supplying clerical 

f coordinating all the medical and help, costs of postage, and telegrams, 
of New^YnrW ? n r® effort , t ° prepare the State The above constitutes the machinery within 
M l; i h for defense. Your Committee on the framework of which we function. 

• Preparedness associated itself with Our aim now is to further the war effort. To 

Pf , ‘n-if - a S enc J' in a mutually' cooperative this end we are constantly on guard to conserve 

Tl i ;,.nnf/„ S haS coatlaued - medical man power, to see to it that physicians 

o P pereatter ensued the passage of the Selective -are not inducted into the Army' as soldiers but 

n,,tk 1C ®f r o Under Rs provisions, and under are deferred by Selective Service boards until 

nfiii' i y ■ Governor Lehman, this Committee, they are commissioned as medical officers, or 

onnnoi nng S j names of such medical per- held as unavailable for military duty and as- 

,r,,? f k n °™ ln ated t o the Governor for appoint- signed to duty in some other federal govern- 
ment ny the President of the United States all mental agency'. Rules of procedure in processing 

trie examining physicians of two hundred local these medical men have been published, and 
boards in upstate New York, and two hundred should be better known. 

area. In addition^ h W .T or b Under Forty-five Years of Age. — The Selec- 

nominated to the Governor Physicians were tive Service Act makes all men under forty-five 
him to all the Medical Arhn\^ r ^ P n°‘ n ^ met lK^ y available for militaryservice. Procurementand 

state, Finallv at the r .nnosX boards of the Assignment headquarters suggests, therefore, 

the names of ^sneciillv cpilpWl °^b? P overnor that ail men below the age of forty-five should 

fonvaXl to scrvc .VnH P hys,cian ? were be, in the main, listed ts available. This, of 

BoTrds of the state members on Appeal course, cannot be adhered to strictly. . The 

The Siireeon of file n a j. responsibility of establishing the necessity of 

to this Committee to fnrnisW?o rpS in 16 ?' ^ uraed deferment from military service rests upon the 

of the Recruiting Office nf tk sec b° n individual and upon his employing agency. 

with the names ofnhvsieim^f - 44uS P'bfary area In case military demands require the assist- 

cateaories t?> ™ h «wr 1 vano Y? specl ?bst ance of any man under the age of forty-five 

Second Corn, A™ 2 v® Va -“ and h e is considered essential in his com- 

Teams C p A A 7 Induotlon Examining munity, an attempt should be made, if po=- 

To Vccoinnlfsli tko , , . sible, to arrange for a replacement. Those 

therewasn^leHraoM 4 8 d i”®^ Cal s ®, rvlce classified as essential in their communities 

there was needed rapid, considered action. Every should include predominantly physicians under 

component part of the Medical Preparedness forty-five years of age who are physically dis- 

Committee functioned adequately and effi- qualified for military service, women physi- 

ciently , and the Medical Section of the Selective cians, and research assistants. 

Service Law has had compliments and approval Above Forty-five Years of Age.— The ma- 

from all authorities concerned. jority of persons considered essential in the 

Then came the War. 1 lie Mailler Commission community should belong to this age group. 



April 1, 1942] 


REPORT OF THE COUNCIL 


653 


does not strictly limit his practice to a specialty 
or where he has not yet had sufficient experience, 
although well trained, to be granted the full 
specialist's or consultant's rating. However, 
even the XA or XB, etc., rating is not given un- 
less the physician can establish the fact that he 
is qualified in his special branch of medicine bj' 
reason of education, training, postgraduate edu- 
cation, and hospital experience. 

In other words the XA physician is quite 
capable of performing the average operation apt 
to present itself in Workmen’s Compensation 
practice, and the fee for such operation should 
in no wise be less than that given to the fully 
qualified 'specialist, especially as the fee schedule 
is a minimum one. Furthermore, in various 
parts of the state physicians, though fully quali- 
fied and often in charge of hospital services, 
may not confine themselves exclusively to the 
specialty. Where such physicians are recog- 
nized in the community as fully qualified and 
are the recipients of referred work in private 
practice they should be regarded as the equal 
of the full specialist with the “S” rating, and the 
fees paid for their services should be in no wise 
less than those paid to specialists. This is the 
only way that high quality of medical care can 
be assured the injured workmen. In the larger 
communities and especially in New York City 
there are fewer men in this category; more men 
confine themselves exclusively to the specialties. 
Hence, the rule was made purely on practical 
grounds that consultative work where sufficient 
fully qualified specialists are available should 
be as far as possible confined to physicians with 
the "S” rating; but here, too, it would seem only 
fair that physicians who have passed the test of 
our boards and been deemed qualified in the sur- 
gical and other specialties be permitted to accept 
certain operative referred work under certain 
conditions; that is, with the approval of the 
compensation boards which have qualified them. 
A hernia operation is indeed within the scope of 
practice of, e,g., an XA man and, if he is deemed 
to be qualified to operate on his own patient, he 
should be qualified to operate on a referred case. 
His opinion or testimony on a difficult contro- 
verted medical matter may not be the equal of 
that of the more experienced fully graded special- 
ist, and this should be taken into consideration 
by the referees and the Industrial Board. Aside 
from the question of expert testimony the com- 
plexities of the X and S rating should offer no 
great difficulty in view of the fact that every 
physician agrees when he becomes authorized 
to limit his professional activities to such medi- 
cal care as his experience and medical training 
qualify him to render. Furthermore, there are 
provisions in the law which enable an employer 
or carrier to transfer a patient from a physician 
who is deemed unqualified to treat a particular 
case. The medical societies when appealed to 
will not hesitate to give an opinion concerning 
a physician’s qualifications for a particular pro- 
cedure. 

Workmen’s Compensation Code Letters. — 
About one year ago the symbol “iU-J 7; allolhers" 
was dropped as it did not represent an entity 
and was superfluous. Your committee now has 
under consideration the establishment of an 
additional subspecialty — thoracic surgery (M— 
17) — and is drawing up a schedule of standards 


for the qualification of physicians in this field 
which will shortly be submitted to the county 
societies’ Workmen’s Compensation Boards for 
their guidance. 

Arbitrations. — According to the provisions of 
Section 13-g, of the Workmen’s Compensation 
Law, an employer or insurance carrier is entitled 
to arbitration if he objects to a physician’s bill 
within thirty days of its submission. The Law 
provides that an agreement may be reached be- 
tween the parties as to the value of medical aid 
and in the event that no such agreement can be 
reached after a bill has been submitted, the value 
of the medical aid rendered shall be decided by 
an arbitration committee as provided in this sec- 
tion. It was not intended, in our opinion, that 
the opportunity provided to agree upon the value 
of medical services should be used as a means of 
coercion or intimidation, or evasion of the law. 
The Workmen’s Compensation Law provides 
that a physician may not, in any instance, charge 
less than the minimum fees in the schedule. 
And an agreement to accept less than _ the mini- 
mum fees would be tantamount to a violation of 
the Law and grounds for removal of the offend- 
ing physician from the panel. The objection to 
a medical bill, however, may be on the grounds 
of excessive or too frequent treatments or to 
treatments for a condition not related to the 
accident in which event especially in protracted 
cases an amicable and ethical settlement is pos- 
sible. In short cases, or even in protracted cases, 
the routine attempts at deductions from bills 
except on valid grounds should under no circum- 
stances be countenanced by physicians, and 
arbitration should be demanded. Any attempts 
at coercion or intimidation should be reported 
at once to this Bureau. I believe we have the 
support of the insurance companies organization 
in bringing to light any effort to abuse the privi- 
lege of settlement or arbitration and to correct 
the condition. It is largely within the province 
of practicing physicians to put a stop to any 
evils or abuses that may exist. Generally 
speaking, physicians are mindful of the necessity 
of keeping their bills within reasonable bounds, 
for the cost of medical care ultimately is borne 
by the public and the consumer. Physicians 
should facilitate the payment of their bills by 
employers or insurance carriers by prompt and 
complete reporting of cases, as required by law; 
by cooperation with the insurance carriers medi- 
cal examiners in the course of treatment and by 
frequent progress reports, especially in protracted 
cases; and by observance of the provisions of 
Section 13-a (5) in regard to the necessity for 
authorization especially for continued physical 
therapy. Frequent bulletins on this subject have 
been issued, and physicians should by this time 
be fully familiar with procedure. On the other 
hand, a great responsibility rests upon the em- 
ployer and insurance carrier, which he does not 
always fully carry out, to avail himself of the 
provisions of the Law concerning the examination 
of claimants under medical care and in providing 
the attending physician with reports of medical 
examinations. Physicians should be vigilant in 
demanding such reports, especially where the 
carrier makes a request for the cessation of treat- 
ment. 

Arbitration Statistics — During the calendar 
year 1941, a total of §84,048.78 in medical bills 
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responsibility in order- to assure the injured 
workingman proper medical care by restricting 
the practice of any physician under the Law to 
his actual qualifications as determined by the 
physicians on the compensation boards. The 
exigencies of the situation which brought about 
the amendment to the Law in 1935 required a 
limitation on the scope of a physician’s practice 
so as to improve the quality of medical care 
rendered to injured and sick workmen and re- 
store them to their work promptly and with as 
little disability as possible. 

Qualifications. — It has been the aim of your 
Committee and the Director of the Bureau to 
carry out our functions in respect to the qualifi- 
cation of physicians in such a manner that the 
intent of the Law be accomplished and that the 
rating of physicians, either in general practice or 
in the specialties, would truly indicate their 
professional qualifications. Compensation com- 
mittees and boards have now had over six years’ 
experience. After an initial period of uncertainty 
when certain committees throughout the state 
gave a multiplicity of symbols to general practi- 
tioners, there has been a gradual revision and 
simplification of code letters. This has not been 
completed in all counties despite numerous com- 
munications from this office explaining the ra- 
tionale of physicians and the need of simplifi- 
cation of procedure. We strongly urge that the 
recommendations of this Bureau concerning the 
code letters for general practitioners be carried 
out and that special qualifications to general 
practitioners be granted only where in the opinion 
of the board such practitioners are recognized 
by reason of training, postgraduate education, 
and hospital or dispensary experience as possess- 
ing special qualifications in a given field. 

It goes without saying that such special quali- 
fications can be given in only one special field 
and under unusual circumstances in perhaps two 
or three closely related fields. The coding of 
specialists should proceed using as a guide the 
standards of qualifications recommended by this 
committee with such modifications as may be 
indicated in any given county in accordance 
with the nature of the local practice. It is fur- 
ther recommended that in the larger cities ad- 
visory boards of specialists be set up to. serve as 
advisory to the compensation committees in 
passing on the qualifications of applicants for 
the specialist’s rating. Where there are insuf- 
ficient specialists available to constitute a board, 
it has been recommended that the compensation 
board itself consist of specialists in the various 
fields in addition to general practitioners or that 
such specialists be available in an advisory capac- 
ity to the compensation committee or board in 
evaluating the credentials of applicants for 
specialist’s rating. Where general practitioners 
apply for special qualification in addition to the 
general practice rating, these applicants should 
also be reviewed by the special advisory boards. 

It is recommended that the compensation com- 
mittees proceed with caution in granting limited 
or full specialist’s rating. It should be borne m 
mind that once a specialist s rating is given the 
holder thereof is not only entitled to act as con- 
sultant but his testimony before the Depart- 
ment ofLabor carries great weight Also it 
i 1 j L p hnrne in mind that the holder of such 
fratog IS opiSon against that of the most 


highly qualified men in the profession. Wherever 
there is a doubt as to a physician’s credentials, 
especially in the case of physicians trained out 
of the state, eveiy effort should be made to 
verify the credentials; and for physicians edu- 
cated and trained outside of the United States, 
especially in the warring countries, it may be im- 
possible to verify the applicant’s credentials. 
It is not unfair to evaluate such applicants’ 
qualifications on the basis of their actual prac- 
tice in hospital and dispensary positions in their 
own community. Where a board of committee is 
in doubt it may require the applicant for a special 
rating to perform one or more major procedures 
under the scrutiny of a committee appointed by 
the board for this purpose. It is also reasonable 
to ask of any physician that following his intern- 
ship and residency he have a number of years of 
experience in actual practice before granting 
him a full specialist’s rating. . . 

Attention is drawn to the x-ray examinations 
conducted by the State Medical Society at the 
request of county societies for physicians desir- 
ing a rating in radiology or radiation therapy. 
During the past year seven examinations, were 
held in the metropolitan area for counties in 
that area; II physicians passed and II pby sl ‘ 
cians failed. Unless a physician has had ade- 
quate training in this specialty and possesses 
such qualifications as would entitle him to i on- 
tain the diploma of the American Board o 
Radiology or possesses its diploma, he slioui 
be examined especially if he is not on the stano 
an accredited hospital as roentgenologist, op ■ 
cial ratings in radiology should not be given 
any physician or a specialist without full evi- 
dence of qualification in the entire field. ^ 
mere possession of x-ray apparatus does n 
qualify a physician to render an opinion o - 
radiological film. Furthermore, specialis 
other fields do not require special x-ray. ratings 
as they are entitled to make x-ray examine 
in their own field. A special rating in radio® 
should not be given unless the applicant s tuu 
qualified in the general field of radiology, 
special reference to traumatic lesions of t 
ous parts of the body. 

Limited Specialty Qualifications.—: fn oi ur r 
port of last year we wrote at length on fc h < a 
tion of the qualification of physicians i 
cial reference to physicians Wlt) h hnnted sp ) 
qualifications. Inasmuch as the Fe& ‘ . j_ 

carries fees for general practitioners an P 
ists under the heading of co»Wi»iis suc [ l 


sullanl care the belief has grown up 
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specialist’s fees should be paid only to p y 
having full specialist’s rating. Howev® • 
is provided in the Fee Schedule no fee n, 

the general practitioner s fee whlc \S"j man 
where services are rendered by a qual on( , 
who does not have a specialist s rating, 

reason or another. „ ish-2 the 

Under the provisions of Section 13 
Medical Society is given the power ■to ra 
physician in accordance with his qualm 1 
ft may define the character ofmed.cal^care 
which the physician is authorized t j t 

under the Workmen’s Compens3tio • . 

has been the practice in recent years J g j ve 
Workmen’s Compensation Boards to i 

limited specialty ratings such as XA, 

etc., for two reasons: Where the physician 
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nothing of a proper scrutiny of the record of the 
case. It is the opinion, of this Committee that 
an opinion concerning the necessity for, or ad- 
visability of, treatments should in no instance 
rest upon the mere dictum of a single examiner. 
It is strongly recommended that there be a 
change in this procedure. Wherever possible 
under present conditions no opinion should be 
given in the absence of full and complete data 
furnished by the attending physician. He should, 
furthermore, be notified in advance by the em- 
ployer or insurance carrier that this issue mill be 
raised at the time of the hearing or examination. 
Wherever possible the attending physician’s 
presence should be required if he has not in ad- 
vance agreed that treatment may be stopped or 
if the claimant himself insists upon further treat- 
ment. The ultimate solution of this difficult 
and vexing problem will depend upon the crea- 
tion of boards of experts employed by the De- 
partment of Labor on a full- or part-time basis, 
preferably the latter. They should be advisory 
to the referees and the Industrial Board on ques- 
tions of treatment and concerning other problems 
related to the adjudication of the claim from a 
medical_ standpoint. These recommendations 
were originally made by the Medical Society oi 
the State of New York to the commission ap- 
pointed by Governor Lehman in 1932 to study 
and report on the medical administration of the 
Workmen’s Compensation Law. 

Section 13(d). — Under Section 13(d) the In- 
dustrial Board or referee upon the recommenda- 
tion of the chief medical examiner of the Division 
of Workmen’s Compensation of the Department 
of Labor, when hearing a claim for compensation, 
may require examination of any claimant by a 
physician especially qualified with respect to the 
diagnosis or treatment of the disability for which 
compensation is claimed and may require a re- 
port from such physician on the diagnosis, the 
causal relationship between the alleged injury 
and treatment, and 

the . such claimant. 

These so-called “impartial specialists” are desig- 
nated by the Commissioner from a panel of es- 
pecially qualified physician 
compensation boards of the . . 
cal societies. These lists may be added to from 
time to time if the Commissioner requires addi- 
tional names. The employer or his insurance 
carrier pays for such examination in an amount 
set by the Industrial Commissioner. 

It was hoped when this addition to the Work- 
men’s Compensation Law was made in 1935 that 
impartial experts would frequently be called 
upon by the Department of Labor to decide 
difficult medical problems confronting the refer- 
ees and the Industrial Board. Experience 
proved, however, that in spite of the large num- 
ber of controverted cases before the Department 
such impartial examinations have been held 
natively infrequently. Rarely have more than 
300 such examinations been held in the entire 
s ™h any one year in all specialties. 

, en the revision of the Law was studied in 
iy32, it was the opinion of the State Medical 
Society Committee that boards of experts 
should be set up by the Department of Labor in 
the various specialties, either on a full-time or 
part-time basis, to consider medical controversies 
and act as advisory to the referees on the prob- 


lems presented involving causal relationship, 
degree of disability, necessity for medical treat- 
ment, and other medical questions involving in- 
dustrial accidents and diseases. Instead of 
boards of experts, the above panel of “impartial 
experts” was provided for in the Law, and in our 
opinion this procedure has not added materially 
to the effectiveness with which claims are settled 
by the pepartment of Labor. Furthermore, in 
recent years the ordinary medical examiners of 
the Department of Labor have been asked on 
numerous occasions to decide the question of 
the necessity for further treatment of a claim- 
ant, a task for which they are not generally- 
fitted either by training or experience. Further- 
more, owing to the limitations of time and 
space, they are not able adequately to review the 
history of the case and make an adequate sur- 
vey of the problem presented and render an 
opinion that can do justice to all parties in in- 
terest. 

Your Director was asked to serve as a member 
of a subcommittee on Workmen’s Compensation 
of The New York Academy of Medicine which 
considered for seven months the operation of 
the Workmen’s Compensation system with par- 
ticular reference to the adjudication of claims 
for disability. It was the opinion of this sub- 
committee that the Academy call to the atten- 
tion of the Department of Labor the desirability 
of appointing boards of experts in various special- 
ties to pass upon the controversial medical prob- 
lems. The committee found that under the pres- 
ent system the referees of the Department of 
Labor are guided in their decisions by the medi- * 
cal opinions of the physicians employed on a full- 
time basis in the Department. Difficult medical 
problems may also be decided by the so-called 
impartial specialists if their services are re- 
quested by a referee or the chief medical exam- 
iner of the Department. It was the opinion of 
the Committee that such expert advice could 
better be given by groups of impartial experts, one 
group for each specialty, and that if such groups 
existed more cases would be referred to them than 
at present are referred to the impartial specialists. 
The establishment of these special boards would 
enable thoroughly qualified specialists to become 
better trained in the handling of compensation 
cases and become more familiar with the ques- 
tions at issue under the Workmen's Compensa- 
tion Law. The referees would have some final 
authoritative source of medical opinion to 
which to turn and, although the referee would 
have the final word, the difficult medical prob- 
lems would be settled more frequently by medi- 
cal authority and less often by lay judgment. 
Once these boards had established a reputation 
for competence and impartiality, they would 
tend to minimize controversies and thus effect 
a saving in time and money to all parties con- 
cerned. The existence of these boards would 
also tend to raise the level of medical testimony 
before the referees, since such testimony would 
be evaluated by well-qualified experts. 

It has been stated that the Industrial Com- 
missioner has for the past three years attempted 
to get a provision in the budget to provide for 
boards in neurology and orthopaedics, but so 
far this has been unsuccessful. Although it 
would seem that under the provisions of 13(d) 
there is ample authority to set up these boards 
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was, arbitrated in the metropolitan area for the 
counties of New York, Kings, Bronx, Queens, 
Suffolk, W estchester, and Nassau, in which the 
amount in dispute was $78,390.43. Eighty-seven 
arbitration sessions were held and 778 bills were 
arbitrated. Awards were made in all but 50 
cases, and in most of these prior bills had' been 
paid. Three hundred and twelve bills were set- 
tled after the bills were scheduled for arbitration. 
The awards made for the six larger counties 
varied between 62 and 53 per cent of the amount 
m dispute. This included bills in which the full 
amount was awarded and those in which no 
award was made. For the upstate region twelve 
arbitration calendars were held. The total 
amount of the bills was S10, 993.50 of which 
87,599.50 was in dispute. The amount awarded 
was 54 per cent of the amount in dispute, 
beventy-five bills in all were arbitrated. No 
awards were made in twelve of these. In 49 
cases bills scheduled for arbitration were settled 
without a hearing. The percentage of awards 
against the amount in dispute varied from 42 
to 94 per cent. With the exception of one calen- 
dar in the upstate area the percentage of awards 
closely followed those made in the metropolitan 
area. Twenty-nine counties in all were involved. 

Attempts have been made continuously to 
improve the arbitration procedure and to narrow 
down the issue to the actual evaluation of medi- 
cal services in each particular instance. A great 
deal depends upon the physicians selected as 
arbitrators in the proper and orderly carrying 
put of this procedure. Such physicians should 
be strictly neutral and not swayed by personal 
interests either in the physician whose bills are 
being arbitrated or in the employer or carrier 
defending the action. Each bill is an entity 
and shomd be decided strictly on its merits. 
While the rules of legal evidence are not strictly 
followed, irrelevant issues should be avoided. 
The arbitration procedure should not degenerate 
into a trial of the physician for violation of the 
provisions of the Workmen’s Compensation Law 
which require the attention or action of the com- 
pensation committee of the county society. 
Physicians selected as arbitrators should be 
thoroughly familiar with the Law as well as the 
rules and regulations of the Department of Labor 
governing compensation practice. They should 
also be familiar with the Fee Schedule and be 
aware of the fact that it is a minimal one to 
which the practitioner need not be confined in 
the event that a fee higher than the minimum is 
justified. Although, as was stated above, the 
rules of evidence are not strictly adhered to, 
unconfirmed statements concerning action taken 
by the Department of Labor or by the medical 
examiners of this Department should not be ac- 
cepted. If there is any question about the com- 
pensability of the case or the liability of the em- 
ployer or insurance carrier the case should be 
withdrawn from arbitration until the issue is 
settled by the Department of Labor. Arbitra- 
tors should, under no circumstances, permit the 
introduction of irrelevant evidence and should 
attempt to carry out the spirit, as well as the 
letter of the Law to the end that justice and 
equity may be served. It is becoming increas- 
ingly apparent that the grounds for objection to 
a medical bill should be more specifically stated 
by the insurance carrier or employer in the ob- 
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jection form; and so far as possible the arbitra- 
tors should not generally permit, or themselves 
raise,_ issues not raised by the objector, bearing 
in mind that the purpose of arbitration is to ar- 
rive at an equitable decision concerning the 
value of the services rendered by the attending 
physician in accordance with the nature of the 
injury sustained or the illness under treatment, 
and the medical services rendered. A physician 
as an arbitrator must under no circumstances 
become an advocate. 

It is our opinion that there should be present 
at each arbitration proceeding, either as arbi- 
trator or observer, a representative of the Com- 
pensation Committee or Board who is thor- 
oughly familiar with all phases of arbitration and 
of the rules and regulations of the Department 
of Labor, as well as of the Workmen’s Compensa- 
tion Law. 

Administrative Procedures — Department of 
Labor. — An important change in procedure has 
been adopted by the Department of Labor in 
respect to reports issued by the medical examin- 
ers of the Department. Heretofore, a typewrit- 
ten copy of the medical report was given to the 
claimant, or to his representative and, even 
though it contained important information to 
the attending physician, it frequently was not 
brought to his attention. For a number of years 
we have been attempting to correct this and 
recommend that a copy of all such reports be 
mailed to the attending physician. Owing to 
the lack of personnel in the Department this 
was not deemed feasible but in December, 1941, 
we were notified by the Deputy Industrial Com- 
missioner, Mr. Michael Murphy, who has had 
this matter under consideration, that m the 
future the Department will print prominently on 
all such reports the words, “To The CLAIM- 
ANT: Show This Report to Your Doctor. 
Physicians should be on the alert and. request 
such reports from claimants after hearings ana 
medical examinations at the Department ot 
Labor. These reports should be retained as part 
of the physician's record. Where . the report 
contains a recommendation concerning meaica 
treatment with which the physician does no 
agree, he should in writing notify both the em- 
ployer or insurance carrier and the Departmen 
of Labor of his opinion and recommend that tne 
patient demand another hearing, to which t e 
attending physician may be subpoenaed to ap- 
pear by the claimant or, if he cannot appear* 

provide the claimant with the necessary factua 
data on which his opinion as to medical treat- 
ment is based. , ., 

This brings up the question as to the authority 
or advisability of medical examiners of the de- 
partment of Labor expressing an opinion as to 
the advisability of treatment being stopped o 
continued or the nature of the treatment to 
rendered. A decision is often difficult and may 
require an opinion from a mature physician o 
specialist. It is questionable whether ever £ fi e ‘\ 
aminer of the Department of Labor is quah e 
to express an opinion as the result of his examin- 
tion or based upon his qualifications, hurt - 
more, the increased number of cases resui i S 
from the enlargement of industrial estaDus 
ments and increased industrial activity preclu * 
in most instances, the possibility of a comp e ^ 
and adequate examination of the patient, to saj 
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,. 0ll !d ascertain at the time of the closing of the 
Se whether a bill for medical care was out- 
landing or payable, thereby enabling the earner 
it the !ime P to make such objection pr contro- 
versy as is permitted under the provisions of the 

^Legislative. — Again this year, bills have been 
introduced in the Legislature to permit the : ad 

mission of nonemergent cases requmng hospital 

treatment to municipal hospitals. Occas. ona y, 
voluntary and proprietary hospitata refuse ad 
mission unless authorization for hospital expense 
is given in advance of admission. Ihis usua y 
involves cases under prolonged treatmentandi 
which the case has been closed and liability may 
have terminated. In any event there maybe a 
controversy over the bability of the employ 
carrier. Although the physician is .willing to take 
acWe on his fee, the hospital often re uses ad- 
mission unless the hospital bill is authonzed. 
Many hospitals are willing to admitsuchclaim 
ants to their wards but not to their private 
pavilions; in which event the free choice P 
pie may become nonoperative if the patient s 
physician is not connected with regular stan oi 

such hospital. . , 0 

There is at present in the metropolitan area a 
committee of hospital directors which m 
tempting to solve this problem and hos- 

pitalization for such cases as may femed 
admission. In practically every instance. your 
Director has succeeded m obtaining 
when appealed to either by the Labor Dep 
ment or by the physician m charge. Therefore, 
it does not seem necessary to make any ch g 
in the Law at this time. Such a change would in- 
volve opening up municipal hospitals to n 
emergent cases where the employer re * 
authorization. In many such cases comp ensa - 
ity is ultimately established. The injured work- 
man is entitled to semipnvate care 
not become a free ward patient. Furtherm _ > 

the passage of such a bill would in a large m 
nullify the free choice principle. 

C-2 Forms. — Every accident must oe re- 
ported promptly by the employer on a ■ 
form. Employers often are negligent or taray 
in reporting, and in certain sections of the s 
physicians have filled out C-2 reports and s 
mitted them to the employer for signature a 
filing. The Labor Department has rendered an 
opinion in which it holds that this practice 
improper and physicians have been so mstrucie . 
The physician is required to fill out only C- 104, 
C-4, C-5, C-14, and C-27 reports, as indicated. 
The employer must fulfill his own responsibili- 
tiss 

Duties and Responsibilities of Local County 
Medical Society Workmen’s Compensation 
Boards or Committees. — In the larger counties 
where full- or part-time executives are appointed 
and where the Workmen’s Compensation '-com- 
mittees have adequate secretarial help, they 
serve as intermediaries between practicing pHy?" 
cians and employers or insurance earners in the 
adjudication of disputes or misunderstandings 
over medical bills and other matters concerning 
the administration of the Workmen’s Compensa- 
tion Law. It is recommended that this procedure 
be adopted wherever possible by all .of the 
county society compensation boards. Employ- 
ers and insurance carriers should be encouraged 


to bring their problems and difficulties to th 
Society, thus establishing better relationships 
between the doctor and the employer or car- 
Many disputes over the treatment of 


patients *and thT&ng^f bis 
eliminated. Just as the physician should be en- 
couraged to seek the advice and guidance of his 
county medical society workmen s compensa- 
tion board so the insurance earner and employer 
should likewise be encouraged to work m closer 
relationship with the county society compensa- 
tion boards. The office of the Director of Work- 
men’s Compensation is at all times available in 

‘^Insurance Carriers Claim Departments.— 
The commissions appointed by various governors 
of this state to study the administration of the 
Workmen’s Compensation Law have m every 
instance recommended that there be a separa- 
tion of the medical and claims departments, of 
insurance carriers. In actual practice this has 
not been achieved and in the opinion of your 
Director is mainly responsible for some of the 
difficulties in administration and evils that still 
exist in the functioning of the Workmen s Com- 
nensation Law. The chief purpose of the Law is 
to provide adequate medical care to the injured 
workman, to compensate him for time lost, to re- 
, j,: m an d to get him back to work as 

t The cost of medical care 

should^ be as reasonable as compatible with high 
oualitv medical service. Theoretically, all in- 
surance “arriers agree on this principle but m 
actual practice there often appears to be a tend 
enev to consider “expenses” of prune importance 
and the patient and his welfare of minor impor- 
tance It is imperative that employers and in- 
stance carriers^ have expert med.cal advice 
available at all times in order to protect their 
interests. Under the law they are given certain 
responsibilities and privileges, and most of these 
wffien related to medical care should be exercised 
by properly qualified physicians. Unfortu- 
nately most of the contacts between physicians 
and insurance carriers are with laymen and 
not with physicians. The layman often has a 
smattering of medical knowledge and sets him- 
self up as a judge of both the quality and quan- 
tity of medical care necessary. Physicians are 
frequently annoyed, to put it mildly, by the at- 
tempts of laymen to intrude themselves into the 
medical problem presented. This meddling in- 
volves not only the question of medical expense 
but too often the actual medical conduct of the 

Ca ft goes without saying that the interests 
of both insurance carrier and doctor would be 
greatly advanced if thoroughly qualified and 
respected physicians were employed by msur- 
ance carriers to make contact with the medical 
profession. Physicians are ready to cooperate 
Fully with employers and insurance camera and 
thus contact should be established as soon as an 
injury is reported. The frequent practice of 
some insurance carriers representatives ob- 
jecting to medical bills or continuation of treat- 
ment without even having had a medical exami- 
nation of the claimant during the early stages of 
the patient’s illness cannot be too strongly con- 
demned. It is hoped that steps will be taken 
by carriers to assure the separation of the medi- 
cal and claims division of all insurance carriers. 
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from lists of physicians deemed duly qualified 
by the medical societies, so far the Commis- 
sioner has not been able to bring about their 
appointment. Inasmuch as the costs of this 
service would have to be borne by the insurance 
carriers, there undoubtedly would be some op- 
position or delay. For this reason it would 
seem better to recommend that the law be 
amended to provide for the setting up of full- 
time o r part-time boards in the various'speeial- 
ties, but especially in orthopaedic surgery and 
neurology to begin with, and that provisions be 
made for salaries or emoluments. The opinion 
of these boards should be final as to medical 
facts and advisory to the Industrial Board and 
the referees. These boards should be appointed 
by the Industrial Commissioner on the recom- 
mendation of the Medical Society of the State 
of New York, or by its subsidiary compensation 
boards. 

Department of Labor Procedure. — This brings 
us to the question of the adequacy of procedure 
and personnel in the Department of Labor. 
There frequently arise situations in respect to 
medical care which can only be resolved by 
prompt hearing and examination before the De- 
partment of Labor. Under present conditions, 
although we feel that such speeding up of hear- 
ings would redound to the advantage of the in- 
jured workman and in controverted cases enable 
him to receive medical care which, because of the 
nature of the controversy, must often be post- 
poned, the lack of adequate personnel in the De- 
partment of Labor now renders this impossible. 
We have been informed by the Director of the 
Division of Workmen’s Compensation that the 
volume of cases, open and pending, before the 
Department in New York City alone increased 
from 46,447 at the end of 1940 to 54,567 on De- 
cember 31, 1941. This increase of a little over 
8,000 during the year is equivalent to the work 
normally accomplished by two full-time referees. 

A further illustration is the fact that during the 
year 1940 approximately 1,348,000 papers were 
received, and during the last year this had in- 
creased to approximately 1,542,000. These 
papers of which there are no cases indexed are 
filed in the so-called “no-claim file." The amount 
of correspondence, reports of accidents, etc., in 
these files has grown tremendously. When a 
case folder is assembled, it is necessary to search 
this no-claim file in order to be certain that all 
papers previously received by the Department 
are included in the case folder. As the no-claim 
file has expanded in volume, the searching of 
each individual case requires more time; con- 
sequently, it is necessary to divert much of the 
time of higher salaried examiners to the elemen- 
tary function of filing and searching these papers, 
which should be done by other and lower paid 
individuals. Medical examinations in the New 
York office have increased from 67,959 for the 
year 1940 to 71,406 for the year 1941, an increase 
of nearly 3,500 medical examinations. I believe 
these figures indicate the critical need for an in- 
creased personnel in the Department of Labor if 
the interests of the injured workmen are to be 
properly conserved, to say nothing of the ad- 
vantage that would accrue to the medical pro- 
fession through more prompt examinations. We 
strongly recommend, despite the need for econ- 
omy in government, that the personnel of the 
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Department of Labor be increased. Increased 
efficiency through more prompt handling of 
claims would unquestionably, in our opinion, 
more than offset the cost to the insurance or- 
ganizations and employers concerned in the 
way of more prompt hearings and prompter 
payment of claims and closing of cases. 

Industrial Board. — Under date of March 3, 
1941, a communication was issued by the Di- 
rector, of Workmen’s Compensation to assistant 
commissioners and referees advising them that 
on February 14, 1941, the Board adopted a 
resolution to the effect that the referees be in- 
structed in cases in which disability is less than 
seven days they should make the following find- 
ings: “No compensation due— disability less 
than 7 days — case closed.’’ The reason for the 
adoption of this resolution was the fact that the 
Industrial Board had noticed that in a number of 
cases the referees used the phrase, “disallow ed — 
disability less than seven days." The referees 
have closed these cases or disallowed them on the 
ground that no wages were lost. In the opinion 
of the Industrial Board this was not a proper 
action because under the provisions of Section 25 
an award must be made to reimburse the em- 
ployer if such reimbursement is requested either 
by the employer or the claimant. It was brought 
to the attention of Mr. Boyer by your Director 
that under a recent decision of the Court of Ap- 
peals of this state it was the opinion of the 
Court that compensation should not be restricted 
or confined in its definition to money compensa- 
tion alone. The provision of medical care, in 
the opinion of the Court, was a form of compen- 
sation equally, if not more, important to the 
claimant than compensation for time lost. The 
Industrial Board has frequently taken advantage 
of a situation in w’hich an employer or insurance 
carrier has paid for medical attention in deciding 
the question of accident, etc. In other respects 
medical care has not necessarily been looked 
upon as conterminous with compensation. 
Though it is true that compensation for medical 
care is not paid by the claimant but, under the 
provisions of Section 13, by the employer or in- 
surance carrier, it should be looked upon and, 
in the opinion of the Court, should be regarded 
as compensation. Although a claimant may not 
be entitled to money compensation for time lost 
because such time lost is not equivalent to the 
waiting period, he may be entitled to medical 
care during this period of disability, and a medi- 
cal compensation bill is incurred which under 
the provisions of the law is payable by the car- 
rier or employer. It is therefore our opinion, 
and we recommend, that the referee should be 
instructed, when making a determination ot 
compensation due, to indicate that medical or 
hospital expense has been incurred or payable 
so that there may be no question in the mind ol 
an employer or insurance carrier as to the reason 
why the case was closed. This is emphasized 
because in a number of instances insurance car- 
riers have utilized the fact that the Department 
of Labor has not passed upon the question ot 
medical care, when closing a case, as a basis 
for refusal to pay for medical care often requiring 
a reopening of the case at a time when the patient 
may be no longer available or disinclined to ap- 
pear after he has resumed his work. If the pro- 
cedure recommended were adopted, the referee 
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rests on his contention that he did not authorize 
such special services or that the circumstances 
did not require them. Under the present law 
the Industrial Board has taken the position, and 
properly so, that it has no power to pass upon 
such claims or to make awards to physicians in 
hospitals for such services. 

The Industrial Board bases its limitation of 
power to affix the cost of medical care on the 
provisions of Section 24 of the Workmen’s Com- 
pensation Law which reads as follows: 

“Cost and Fees. If the court before which 
any proceedings for compensation or concern- 
ing an award of compensation have heeti 
brought, under this chapter, determines that 
such proceedings have not been so brought 
upon reasonable grounds, it shall assess the 
cost of the proceedings upon the party who has 
so brought them. Claims of attorneys and 
counselors-at-law for legal services in connec- 
tion with any claims arising under this chapter, 
and claims for sendees or treatment rendered or 
supplies furnished -pursuant to subdivision (b) 
of Section 13 of this chapter, shall not be en- 
forceable unless approved by the board. If so 
approved, such claim or claims shall become 
a lien upon the compensation awarded, but 
shall be paid therefrom only in the manner 

fixed by the board 

Section 13(b) referred to involves only out-of- 
state cases. 

As properly stated by the Bar Association 
Committee, proper and willing medical treatment 
of injured employees is not encouraged if physi- 
cians and hospitals are forced to litigation in 
order to collect their bills. The spirit of the law 
would be defeated by such litigation. The pur- 
pose of the statute would be defeated if liability 
for medical services or hospital care imposed by 
jaw cannot easily be enforced. An amendment 
is therefore required to eliminate all doubt 
about the authority and jurisdiction of the In- 
dustrial Board over claims for medical services. 
At the present time the Industrial Board has 
jurisdiction only where the injury occurred out- 
side of the state [Section 13(b) (2)], or where the 
employer has failed to provide compensation for 
ms employees (Section 13-g subdivision 4 
amended in 1940). According to the Bar Asso- 
ciation there seems to be no logical or historical 
reason for the distinction created by these two 
exceptions. They should embody the general 
rule, which was probably the legislative intent 
when the Law was amended in 1935. It must be 
remembered that under Section 13-f the physician 
rendering treatment to a compensation claimant 
may not accept or collect a fee from the claimant 
hut must have recourse for payment to the em- 
ployer under the provisions of the Law. In the 
th C ‘n 0a Supreme Court in the Szold case 

the Court held that recourse to the employer for 
payment of medical bills shall be had only under 
the statute. Despite this the Industrial Board 
has always claimed that it has no jurisdiction 
under the provisions of the Law, as amended in 
1J3 d, to fix the cost of medical care except in 
out-of-state cases and in accordance with the 
1940 amendment where the employer failed to 
carry insurance. It has been held that a physi- 
cian is not a party in interest under the statute 
by reason of his claim for medical services, that 
medical expenses are not compensation, and 


that the Industrial Board has no authority to 
make an award to other than an injured em- 
ployee, therefore, making it necessary for the 
physician to sue at law in order to collect his 
bill. In order to insure beyond doubt realization 
of the essential object of those parts of the Work- 
men's Compensation Law discussed above, it is 
necessary to amend the Law. Legislative au- 
thority to do so is clear. 

Therefore, the following amendment to Sec- 
tion 13-a(5) and Section 13-g(4) is recommended : 

“Section 13-a(5). No claim for specialist 
consultations, surgical operations, or physio- 
therapeutic procedures costing more than §25 
shall be valid and enforceable, as against such 
employer, unless such special services shall have 
been authorized by the employer or by the 
commissioner, or unless such authorization 
shall have been unreasonably withheld, or un- 
less such special services are required in an 
emergency. No claim for x-ray examinations 
or special diagnostic laboratory tests costing 
more than 510 shall be valid and enforceable, 
as against such employer, unless such special 
services shall have been authorized by the 
employer or by the commissioner, or unless 
such authorization shall have been unreason- 
ably withheld, or unless such special services 
are required in an emergency. Where payment 
of a claim for such special services is refused on 
the ground that such special services were not 
authorized as herein provided, the physician or 
hospital presenting such claim shall have the 
right to appeal to an arbitration committee as 
provided in subdivision two of Section 13-g 
to determine whether such special services were 
authorized by the employer or by the commis- 
sioner, and if not, whether such authorization 
was unreasonably withheld or whether suck special 
services were required in an emergency. The 
amount of any such claim, if disputed, shall also 
be determined at the request of the physician or 
hospital presenting such claim, or at the request 
of the employer or insurance carrier by arbitra- 
tion in the manner provided in subdivision two 
of Section 13-g and an award to the physician or 
hospital in accordance with the decision of Ike 
arbitration committee may be able and enforced 
as provided in said subdivision two of Section 
13-g.” 

Subdivision (4) of Section 13-g is also amended 
to read as follows: 

“(4). The Industrial Board may make an 
award to the physician or hospital entitled 
thereto upon a claim presented by such physi- 
cian or hospital to the employer or to the com- 
missioner for the value of medical services or 
treatment rendered to an employee, in ac- 
cordance with the schedules of fees and charges 
prepared and established under the pro- 
visions of Section 13-a of this chapter, irre- 
spective of whether the employer has secured 
compensation to his employees as required by 
Section 50 of this chapter or has failed to do so, 
and a default in the payment of such award 
may be enforced in the manner provided for 
the enforcement of compensation awards as 
set forth in Section 26 of this chapter. 

The industrial board shall have full power 
and authority to determine all questions in 
relation to the payment of such claims pre- 
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It is the Board’s conviction that greater respon- 
sibility should be given to their medical depart- 
ments, and the physicians employed therein, in 
regard to medical matters. A closer coopera- 
tion between the medical departments of insur- 
ance _ carriers and employers and attending 
physicians, especially during the acute phases of 
treatment, would in a large measure do away 
with many of the disputes which ultimately 
bring about objections to a physician’s bill. In 
this connection it might also be said that such 
separation of medical and claims departments, 
and the providing of properly trained medical 
examiners by carriers would unquestionably 
redound to the advantage of the injured work- 
men and lead to the avoidance of delays in the 
institution of medical care, especially opera- 
tive treatment. It is pleasant to report the im- 
pression that there has been some improve- 
ment in this respect during the past few years, 
but there is still room for improvement. 

Fee for Testimony. — -The following resolution 
was adopted by the Industrial Board of the De- 
partment of Labor on June 7, 1940, and pro- 
mulgated to the medical profession in the fall: 

“Resolved, That under the Fee Schedule 
for attendance of physicians at healings, 
adopted by the Industrial Board at its meet- 
ing on June 7, 1940, the Board believes that if 
a physician’s appearance for the purpose of 
testifying at a hearing is required, he shall 
receive the §25 or S10 fee, according to his 
designation, as provided in the schedule. If 
at the same session, he is required to testify 
in another case, whether before the same ref- 
eree or not, he shall be entitled to receive an 
additional 312.50 or S5.00 fee, according to 
his designation. If the same physician is re- 
quired to attend a hearing for the purpose of 
testifying on the same day, but at the after- 
noon session, he shall be entitled to receive the 
larger fee, even though he had appeared at a 
hearing in the morning session, and an addi- 
tional S12.50 or S5.00 fee, according to his 
designation, for any additional case in which 
he may be required to testify at the same ses- 
sion, even though such case may come before 
the same referee.” 


This means that if a physician with a special- 
ist’s rating testifies in 2 cases in the morning, he 
mil be paid S25 for the first and S12.50 for the 
second at the same session. If he is required to 
stay over until the afternoon, he will again re- 
ceive the full fee of S25 for the first case and 
■312.50 for any subsequent cases. The fee for 
the general practitioner under these circum- 
stances will be S10 and S5.00, respectively. Un- 
der certain conditions the referees may award a 
mileage fee if the physician must travel a con- 
siderable distance to the hearing place. Where 
the physician is subpoenaed by the insurance 
carrier and serves as their witness he should 
make arrangements with the carrier for a fee for 
his testimony. . . , 

The above applies only to cases injured on and 


after July 1, 1935. 

Amendments. — We have been fortunate in 
having the support of the Bar Association of the 
Citv of New York, through its Committee on 
Law Reform, in formulating and having intro- 
duced into the Legislature a number of bills to 


improve the functioning of the Workmen’s 
Compensation Law', especially as it concerns sec- 
tion 13. Section 13-g(l)(2) should be amended 
so as to give the Industrial Board the power to 
make awards to physicians in hospitals for medi- 
cal care and services where the value of such 
services has been fixed or determined (1) by the 
submission of a bill which was not objected to 
within thirty days in compensable cases and (2) 
where the value of the bill has been determined 
under the provisions of Section I3-g(l) by arbi- 
t ration. As the Law now stands, without amend- 
ment, unless the employer or carrier pays, the 
physician or hospital must sue at law' at consider- 
able expense and trouble, especially where the 
bill is small. As was pointed out by Justice 
Loughran of the Court of Appeals, to force doc- 
tors and hospitals to settle and collect their 
bills ‘‘by the varying and uneven result of ordi- 
nary litigation would perhaps in the long run im- 
pair the grade of medical care secured to those 
on whose lives and safety the common welfare 
depends.” ., 

In the same decision the Court also said: 
“The medical care which the employer must 
furnish is part of the statutory compensation of 
the workman." The Committee of the Bar de- 
clared that the enforcement of such liability lor 
medical care is as properly the function of the In- 
dustrial Board as is the enforcement of the em- 
ployer’s liability' for monetary compensation. 

At the suggestion of your Committee, the oar 
Association took up a further amendment to 
Section 13-a, subdivision 5, which at present 
reads: 


“Section 13-a(5). No claim for specialist 
consultations, surgical operations, or 
therapeutic procedures costing more than ■.* 
shall be valid and enforceable, as against sue 
employer, unless such special services shau 
have been authorized by the employer or y 
the commissioner, or unless such authori - 
tion shall have been unreasonably withheld, 
or unless such special services are required 

an emergency. No claim for x-ray examin 

tions or special diagnostic laboratory 
costing more than S10 shall be valid and 
forceable, as against such employer, u 
such special services shall have been au 
ized by the employer or by the c ? n V lllssl ? 
or unless such authorization shall have 
unreasonably withheld, or unless such^sp 
services are required in an emergency. 

The statute as above quoted does not provide 
or the manner in which questions of tact a & 
mder this section, such as the existence o 
unergency or other conditions requiring P , 
nedical services, are to be determined or by 
ribunal. Therefore, arbitration as under sec 
ion 13-g(l) should be provided. Such arbit 
ion is provided where a physician accus » er 
mployer or his agent of improper t > 
Section 13-a(3), and there is no re ason why 
litration should not be provided 
he facts under Section 13-a(5). At the P 
ime physicians or hospitals with cla 
pecial medical services under Section 13-ai ) 
i excess of S25 or S10, respectively, ande»pe- 
ially where the employer or carrier claims tea 
hysical therapy in excess of S25 "' as , D0 ^ i nver 
:ed, are required to sue at law if the e p y 
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action against such other _ within the time 
limited therefor by subdivision one, such fail- 
ure shall operate as an assignment of the cause 
of action against such other to the state for 
the benefit of the state insurance fund, if com- 
pensation be payable therefrom, and other- 
wise to the person, association, corporation, or 
insurance carrier liable for the payment of 
such compensation. If such _ fund, person, 
association, corporation or carrier, as such an 
assignee, recover from such other, either by 
judgment, settlement or otherwise, a sum in 
excess of the total amount of compensation 
awarded to such injured employee or his de- 
pendents and the expenses for medical treat- 
ment paid or for which liability has been in- 
curred by it, together with the reasonable and 
necessary expenditures incurred in effecting 
such recovery, it shall forthwith pay to such 
injured employee or his dependents, as the 
case may be, two-thirds of such excess, and to 
the extent of two-thirds of any such excess 
such recovery shall de deemed for the benefit 
of such employee or his dependents. When the 
compensation awarded requires periodical 
payments the number of which cannot be de- 
termined at the time of such award, the 
Board shall, when the injury or death was 
caused by the negligence or wrong of another 
not in the same employ, estimate the probable 
total amount thereof upon the basis of the 
survivorship annuitants table of mortality, 
the remarriage tables of the Dutch Royal 
Insurance Institution and such facts as it may 
deem pertinent, and such estimate shall be 
deemed the amount of the compensation 
awarded in such cases, for the purpose of com- 
puting the amount of such excess recovery, 
subject to the modification thereof as herein- 
after provided.” 

The Bar Association has independently of the 
above amendments suggested an amendment to 
Section 13-g, to give to the Industrial Board the 
power to make an award to a physician or hospi- 
tal in the event that the employer or carrier has 
not objected to a doctor’s bin within thirty days, 
thus making the bill due and payable and deem- 
ing jt to be the fair value of tbe services rendered. 
An amendment to Section 13-g(2) also gives to 
the Industrial Board the power to make an 
an award in accordance with the decision of the 
arbitration committee in the event that an em- 
ployer or carrier refused to honor such decision. 
Whether this second amendment is necessary' is 
doubtful since arbitration awards are deemed to 
be enforceable under the statute. . 

The first amendment concerns Section 13-g, 
subdivisions 1 and 2. The italic sentences are 
new. 

“Section 13-g. Payment of bills for medical 
care. 

(1) Unless within thirty days after a bill 
has been rendered to the employer by the 
physician or hospital which has treated an in- 
jured employee, such employer shall have 
notified the_ commissioner and such physician 
or hospital in writing that such employer de- 
mands an impartial examination of the fair- 
ness of the amount claimed by such physician 
or hospital for his or its services, the right to 
such an impartial examination shall be deemed 
to be waived and the amount claimed by such 


physician or hospital shall be deemed to be the 
fair value of the services rendered by him or it, 
and the Board may make an award to such 
physician or hospital in the amount claimed 
by such physician or hospital. A default in the 
payment of such award may be enforced in the 
manner provided for the enforcement of compen- 
sation awards as set forth in Section 28 of this * 
chapter. 

(2) If the parties fail to agree as to the value 
of medical aid rendered under this chapter 
such value shall be decided by an arbitration 
committee consisting of two physicians des- 
ignated by the president of the medical so- 
ciety of the county' in which the claimant re- 
sides, and two physicians, also members of 
the Medical Society of the State of New York, 
appointed by' the employer or carrier. The 
majority' decision of the arbitration com- 
mittee shall be conclusive upon the parties as 
to the value of the services rendered. In the 
event of equal division, the committee shall 
select a fifth physician, also a member of the 
Medical Society of the State fo_ New York, 
whose decision shall he conclusive. If the 
physician whose charges are being arbitrated 
is a member in good standing of the New' York 
Osteopathic Society or the New York Homeo- 
pathic Society, the members of such arbitra- 
tion committee to be appointed, similarly, 
shall be physicians of such organization and 
the president of such organization shall make 
the designation provided herein. The Board 
may make an award to the physician or hospital 
for his or its services in accordance with the 
decision of the arbitration committee as evi- 
denced by a copy of said decision certified by at 
least three of the members of the arbitration com- 
mittee and a default in the payment of such 
award may be enforced in the manner provided 
for the enforcement of compensation awards as 
set forth in Section 26 of this chapter.” 
Industrial Health.— Industrial health is as- 
suming greater importance particularly in view 
of the national defense program. Our Committee 
on Public Health and Education has created a 
special study committee to interest itself in in- 
dustrial health problems. Dr. H. H. Bauckus is 
chairman, ember of this 

committee 1 ■ ver Mitchell, 

chairman ■ ■ ’ublic Health 

and Educa _ ■ took part in 

the Program of the Congress on Industrial Health 
of the American Medical Association which was 
held in Chicago on January 13 to 14, 1942. 

This committee has under consideration the 
providing of educational programs in industrial 
medicine and surgery. It is hoped to attract 
the attention of the medical profession as a 
whole to those aspects of industrial practice for 
which medical leadership and initiative are re- 
quired. Physicians must be trained to render 
satisfactory service in industry, and opportuni- 
ties must be afforded for such instruction for 
medical and postgraduate students. Conserva- 
tion of man power is of great importance es- 
pecially in wartime, and in this program well- 
trained physicians must play a leading part. 
Small industry must be served as well as large 
organizations, the latter being usually well 
staffed with competent medical advisers, while 
the smaller often lack the same. There are 
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sented to it and with respect to the employer’s 
liability for medical treatment and care of hi 3 
employees. 

In any case where the amount claimed has 
been fixed or determined under subdivision 

(1) or (2) of this section the award shall be in 
such amount. In any case where the amount 
of the claim when presented has not been so 
fixed or determined and is in dispute the 
Board shall, at the request of any party, or on 
its own motion, refer the question of the fair- 
ness of the amount claimed to an arbitration 
committee such as provided in subdivision 

(2) of this section and the award shall be in 
the amount determined by such committee. 

In cases where the employer has failed to 
secure compensation to his employees as re- 
quired by Section 50 of this chapter the pay- 
ment of the claim of the physician or hospital 
for medical or surgical services or treatment 
shall be subordinate to that of the payment of 
the claim for compensation of the claimant or 
his beneficiaries.” 


Section 13-C of the Workmen’s Compensation 
Law reads as follows: 

“(c). The liability of an employer for 
medical treatment as herein provided shall 
not be affected by the fact that his employee 
was injured through the fault or negligence of 
a third party, not in the same employ, unless 
and until notice of election to sue or the bringing 
of suit against such third party. The employer 
shall, however, have an additional cause of 
action against such third party to recover any 
amounts paid by him for such medical treat- 
ment, in like manner as provided in Section 
29 of this chapter.” 

Under this section it has been held that com- 
pensation and medical expense are payable until 
notice of election to sue the third party or a suit 
against such third party is begun. Section 29 
of the Workmen's Compensation Law was 
amended in 1937 to give employees the right to 
all compensation benefits regardless of the com- 
mencement of third party suit, including medical 
care. Section 29 provides for the continuation 
of compensation payments. Monetary payment 
as" well as the benefits of medical care must be 
regarded since the decision in the Szold case as 
two parts of the compensation provided for the 
employee by the compensation law. 

In a recent decision of the Appellate Division, 
Third Department, January 7, 1942, the Court 
held that subdivision (c) of Section 13 releases 
the employer from liability for medical expenses 
after a suit against the third party is begun. It 
was the opinion of the Court that the 1937 
amendment of Section 29 was not sufficient to 
repeal or annul the limiting effects of Section 13- 

Q 

The Court stated: “Doubtless the problem 
should receive further legislative clarification, 
but as the statute now exists we do not think 
that the provisions of Section 29 have superseded 
or destroyed the limitations contained in Section 
13 ” The employer is protected by a right of 
subrogation and a cause of action against the 
third party. While it was the opinion of the 
Industrial Board that the Legislative amendment 
to Section 29 in 1937 superseded the limiting 
Section 13-c, this view has been superseded by 
the opinion m the case of Wolkenslem vs. Lamin- 


ar t Lampshade Products, Inc., cited above. 
Therefore, it is recommended that that portion 
of Section 13-c which limits liability for medical 
expenses to those services rendered before the 
commencement of the third party suit be elimi- 
nated and that Section 29 be amended so as to 
provide that the employer or carrier shall have a 
lien or right of action for medical expenses in- 
curred, as well as for those actually paid, where a 
third party is responsible for the injury. These 
amendments follow: 

“(c). The liability of an employer for medi- 
cal treatment as herein provided shall not be 
affected by the fact that his employee was in- 
jured through the fault or negligence of a third 
party, not m the same employ, but the em- 
ployer shall have a cause of action against 
such third party to recover any amounts paid 
by him for such medical treatment or for 
which he has incurred liability under the pro- 
visions of this chapter and such other rights as 
are provided in Section 29 of this chapter. 
This also necessitated an amendment to Sec- 
tion 29 as follows: 


“Section 1. Subdivisions 1 and 2 of Sec- 
tion 29 of the Workmen’s Compensation are 
hereby amended as follows: . 

“1. If an employee entitled to compensation 
under this chapter be injured or killed by t 
negligence or wrong of another not in the sam 
employ, such injured employee, or in the cas 
of death, his dependents, need not e 
whether to take compensation under 
chapter or to pursue his remedy against suen 
other but may take such compensation an 
any time either prior thereto or within six 
months after the awarding of compensat on, 
pursue his remedy against such other su J 
to the provisions of this section. If sue 
jured employee, or in the case of deat , 
dependents, take or intend to take comp 
tion under this chapter and desire to 6 
action against such other, such actlon , ,, 

commenced not later than six moot 1 
the awarding of compensation and 
event before the expiration of one year 
the date such action accrues. In such cas . 
the state insurance fund, if compensat 
payable therefrom, and otherwise the person, 
association, corporation or insurance 
liable for the payment of such compensation, 
as the case may be, shall have a lien 
proceeds of any recovery from su tl]er . 
whether by judgment, _ settlement o o 
wise, after the deduction of . th . e ittor- 
and necessary expenditures, liicludmg 
ney’s fees, incurred in effecting such recovery, 
to the extent of the total amount of compenM 
tion awarded under or provided or expen se 
by this chapter for such case and the e-V^ 
for medic/ treatment paid « - for ufo* <* 
bility has been incurred by it and “ / u ( the 

tent such recovery shall be deemed for » 
benefit of such fund person, ?f h ocla /^ e nce- 
poration, or earner. Notice of the commen 
ment of such action shaU be given thirty uay 
thereafter to the commissioner .the empW 
and the insurance earner upon a form p 
scribed by the commissioner. 0 f 

“2. If such injured employee, or m cas 

death, his dependents, has ^V.^^mencc 
under this chapter but has failed to commeu 
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should aid in the interpretation of the occupa- 
tional relationship. 

“In the majority of cases of occupational 
dermatosis, the following criteria will usually 
be found to apply: 

“ (a) The dermatologic diagnosis is a derma- 
tosis in which the role of an occupational causal 
(major or contributory) factor has at some 
previous time been established beyond reason- 
able doubt. 

“(b) The person has been working in con- 
tact with an agent known to have produced 
similar changes in the skin. 

“(c) The time relationship between expo- 
sure to the agent and the onset of the dermato- 
sis is correct for that particular agent and that 
particular abnormality of the skm. 

“(d) The site of the onset of the cutaneous 
disease and the site of maximum involvement 
are consistent with the site of maximum ex- 
posure. 

“(e) The lesions present are consistent with 
those known to have followed the reputed ex- 
posure or trauma. 

“(f) The person is employed in an occupa- 
tion in which similar cases have previously 
occurred. 

"(g) Some of the person’s fellow workers 
using the same agent are known by the ex- 
aminer to have similar manifestations due to 
the same cause. 

"(h) So far as the examiner can ascertain 
there has been no exposure outside of occupa- 
tion which can be implicated. 

"(i) If the diagnosis is dermatitis, the fol- 
lowing items are important: 

“(1) Attacks coming after exposure to 
an agent, followed _ by improvement and 
clearing after cessation of exposure, consti- 
tute most convincing evidence of the occu- 
pational factor as a cause. 

“(2) The results of patch tests performed 
and interpreted by competent dermatolo- 
gists corroborate the history and examination 
in the majority of cases. 

As previously indicated, these criteria are dif- 
ficult of application in certain groups of cases: 
(a) cases in which there is sensitization, (b) cases 
in which there is accentuation of existing cutane- 
ous disease by occupational factors, (c) cases in 
which there are supervening complications of 
other dermatoses and occupational dermatoses, 
(d) cases in which much time has elapsed between 
the deyelopment of the dermatosis and the ex- 
aminations, and (e) cases in which there has been 
overtreatment. 

Increasing Medical Costs. — On December 6, 
1941, a confidential inquiry was directed to the 
chairmen of all compensation boards throughout 
the state requesting detailed information con- 
cerning the cost of all items entering into Work- 
men’s Compensation practice such as the cost of 
technical help, nursing service, secretarial serv- 
ice, medical and surgical supplies, drugs, instru- 
ments, office rental, etc., in order to determine 
whether we would be justified in asking for a 
change in the Fee Schedule at this time. Re- 
plies have so far been received from twenty- 
three compensation boards. At the time of 
going to press we have not yet been able com- 
pletely to analyze the replies. They seem to indi- 
cate a need for an upward revision of the schedule 


especially for low cost visits and other items. 
There again seems to be a universal demand for 
the elimination of the 5 per cent discount allowed 
for payment of bills over $15 within thirty days. 

Unions. — The free choice principle is one of the 
most important and valuable assets of the 
amended Workmen’s Compensation Law. This 
principle has been affirmed by the highest courts 
of the land, and we should not lightly permit this 
principle to be violated and thereby deprive an 
injured workman of his right to select to treat 
him a physician in whom he has confidence. 
The injured workman is amply protected as to 
the competence of the physician by other pro- 
visions of the law limiting a physician’s practice 
to what he is actually qualified to render. The 
majority of workmen of this state are aware that 
they may select their own physician. From 
time to time we have had evidence that employ- 
ers and insurance carriers have by direct or in- 
direct means attempted to intimidate or coerce 
claimants to accept medical care at the hands of 
physicians either directly or indirectly in their 
employ or pay or under their control. Fortu- 
nately, this practice has ceased to a large extent. 
There are still many injured workmen who apply 
to their employers for medical care and are satis- 
fied with the physicians recommended. They 
may on occasions change to a physician of their 
own choice. In some instances employees still 
refuse to exercise their right to free choice fearing 
that they may jeopardize their positions. Never- 
theless, on the whole the free choice principle is 
becoming more firmly established year by year. 
There has been an increasing tendency on the 
part of labor organizations to employ physicians 
on a salary or fee basis to render all sorts of 
medical attention to members of the labor unions. 
Some unions have even established climes, con- 
sultation service, and hospitalization for their 
members. The Department of Labor has recog- 
nized the principle that a union may assist its 
members in the handling of compensation cases, 
and the Industrial Board has licensed certain 
representatives to assist union members at 
hearings of the Department. We have no wish 
to interfere here or to minimize the importance 
of union representation in compensation claims. 
We further have no desire to prevent or interfere 
with the injured workman seeking the attention 
of a qualified physician employed by a labor 
union, provided that the member seeks such 
services of his own free null. The question arises 
whether once a claimant has selected his family 
physician, or some other physician of his own 
choice, to treat him, he should be required to re- 
main under the supervision of a union physician, 
or transfer his care to such physician, at the re- 
quest of some union official, or at the direction 
of the physician of the union. It is not intended 
to convey the impression that the practice of 
coercing union members to receive medical atten- 
tion at the hands of physicians appointed by 
unions is universal or even general, but there 
have been a few instances in which complaints 
have been received indicating that patients 
were transferred from the physician of their 
choice to a physician employed by a labor union 
and one not preferred by the injured workman. 
We believe that the patient’s right of free choice 
should be limited only by the provisions of the 
Workmen’s Compensation Law relating to quali- 
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questions involved concerning free choice of 
physician for certain types of service involved 
Knowledge on the part of the physician of in- 
dustrial medical work in its various aspects is 
imperative. The profession generally should be 
aware of the necessity of keeping workers at 
work throughout the year, and an effort should 
be made to reduce the number of days of absence 
clue to illness not the result of accident or occupa- 
tional disease. Accurate statistics on this phase 
of lost time are not available. While the blame 

i r s !‘, loss of time c . an hardI y be placed on the 
shoulders of the medical profession, some effort 
should be made to create closer relationships 
between management and the profession in order 
to bring under the physician's care, as promptly 
as possible, those who are reported ill and absent 
from work. 

First-Aid Stations. — Because of the base in- 
crease in defense projects throughout the state, 
many new plants have arisen and old ones have 
been expanded. It may be estimated that the 
number of accidents will increase many fold and 
occupational diseases will likewise increase in 
number. In regard to the latter, the importance 
of expert medical advice in regard to industrial 
hazards, safety measures, etc., cannot be over- 
estimated if man power is to be conserved. First- 
aid stations are being created throughout the 
state, and it is imperative that there be adequate 
control over these establishments. Under the 
Workmen’s Compensation Law a medical bureau 
cannot be set up without the sanction of the 
Medical Society Compensation Committee and 
the payment of a license fee to the state. First- 
aid stations have absolutely no governmental 
control. They may or may not be properly 
equipped and staffed, and the provisions of the 
Workmen’s Compensation Law regarding the 
reporting of cases may not be carried out. Fur- 
thermore, there is no provision whereby the 
medical societies’ compensation committees 
may inspect such first-aid stations and deter- 
mine whether they are properly equipped and 
conducted, and in accordance with the provisions 
of the Workmen’s Compensation Law. In some 
stations continued medical care may be given, 
and an unlicensed individual may be assuming 
the responsibilities of a physician. The danger 
to the injured workmen of improper medical 
care is obvious. We strongly recommend that 
provisions be made in the public health and 
Workmen’s Compensation Laws for the inclu- 
sion of first-aid stations. 

An additional word may be permissible, draw- 
ing attention to occupational diseases that arise 
in the course of, as the result of, or which are pe- 
culiar to, the individual activity in which an em- 
ployee is engaged. While the more common oc- 
cupational diseases, and particularly the indus- 
trial dermatoses, are well known, there are nu- 
merous conditions peculiar to modern industry 
which are not well known and, hence, are apt to 
be overlooked by physicians. Attempts should 
be made to familiarize physicians with the 
various industrial illnesses and the symptoma- 
tology, diagnosis, and treatment of same. The 
amended C-4 form should be helpful and physi- 
cians should avail themselves of the services of 
the Department of Industrial Hygiene (through 
the help of Dr. Leonard Greenburg, director) in 
cases where an employee may be suffering from 


symptoms suspicious of poisoning to determine 
whether a hazard exists at the place of employ- 
ment. 

Industrial Dermatitis. — The importance of 
industrial dermatitis under the Workmen’s 
Compensation Law cannot be overestimated. 
The report of the Committee on Industrial Der- 
matosis of the Section on Dermatology and 
Syphiiology of the American Medical Association 
published in the February 21, 1942, issue of the 
Journal of the American Medical Association 
should be studied carefully. 

This report is in line with a similar study made 
by a special committee appointed by the Section 
on Dermatology of the State Medical Society 
and working as a subcommittee under our Com- 
mittee on Workmen’s Compensation. In our 
previous reports to the House, we have stressed 
the importance of closer cooperation between 
the medical profession and the insurance car- 
riers and employers, so as to bring about a 
modus vivendi among dermatologists, industrial 
physicians, and employers which would afford 
to the employee prompt and efficient diagnosis 
and treatment for cases of occupational dermati- 
tis and at the same time enable a qualified physi- 
cian to be paid at least a minimum for a diagnosis 
in a doubtful or noncompensable case. The ar- 
rangement suggested would, we believe, be in 
the interest of all parties concerned and would, 
by prompt diagnosis and efficient early treat- 
ment, save the employers and carriers consider- 
able money in controverted doubtful cases. 
Our proposal has been under consideration by 
the insurance carrier’s organization for over a 
year, and it looks as though we are no nearer a 
solution of this problem than we ever were, de- 
spite what we believe to be a favorable attitude 
toward our proposals on the part of the insurance 
carriers. . . 

We are herewith reprinting the criteria for the 
diagnosis of occupational dermatoses published 
by the Committee of the American Medical As- 
sociation: 

"Criteria for the Diagnosis of Occupational 
Dermatoses . — The Committee on Occupational 
Dermatoses submits this statement of the 
criteria for the diagnosis of occupational der- 
matosis with the purpose of improving tne 
proper interpretation of manifestations on tne 
skin resulting from occupational causes. W 
so doing, the committee realizes fully the in- 
advisability, as well as the impossibility, o 
establishing arbitrary standards for deter- 
mining the causal relationship between the 
occupational exposure and the abnormal con- 
dition of the skin in every individual case. 

“The lapse of time between exposure ana 
examination, the inability to obtain an accu- 
rate history, the previous treatment, the com- 
bination of occupational and nonoccupationa 
cutaneous disease and various other facto » 
prevent the application of any criteria in cer- 
tain cases. It is also realized that all the sug- 
gested criteria will not fit every lndividu 
case, that new causal factors will continual y 
be introduced in industrial processes and tnai 
new, or at least unusual, manifestations on t 
skin may be caused by agents i in us .®/w rr , 
present time. However, a careful weighi 5 
the evidence obtained by detailed history 
examination in the light of these standa 
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are directly concerned with different state de- 
partments, and because of the close proximity 
of the chairman to Albany it is convenient and 
much more efficient to have personal interviews 
and thus save other members of the Committee 
long and often unnecessary trips. During the 
year reports have been made monthly to the 
Council and, because these reports are perma- 
nent records and in the office of the secretary, this 
report will include only unfinished business of 
the Committee and possibly some further infor- 
mation obtained regarding matters already re- 
ported. 

Disposition of Registration Fees. — The Nassau 
County Medical Society presented the following 
resolution to the 1941 House of Delegates, 
whence it was referred to the Council for study, 
and thence to the Committee on Public Relations 
and Economics for study and report. 

“Whereas, The Medical Practice Act of 1930 
provides for the payment by every practicing 
physician of an annual re-registration fee of 
82; and 

“Whereas, The medical profession was told 
at the time that this law was proposed that the 
purpose of the fee is to provide the educational 
authorities of the state with funds with which 
to control the unlawful practice of medicine in 
the state, with the implied or expressed promise 
that such fees were to be collected for a period 
of five years, by which time the problem of the 
control of unlawful practice of medicine was 
expected to be solved; and 
“Whereas, This annual fee has been collected 
annually since the effective date of the new law, 
with no indication that it is not considered a 
permanent tax; and 

‘Whereas, There are no provisions or, at 
best, inadequate provisions for the care of 
indigent physicians in New York State; be it 
“Resolved, First, that the Nassau County 
Medical Society requests an accounting of the 
moneys collected forannual re-registrationsince 
the effective date of the law', with a statement 
as to how such moneys were expended; and 
be it further 

“Resolved, Second, that a sum of money be set 
aside from this fund to be made available to the 
indigent physicians of the state; and be it 
further 

“ Resolved , That a portion of the annual re- 
registration be henceforth allocated for sueh 
purposes; and be it further 
“Resolved, That the delegates of the Nassau 
County Medical Society be instructed to pre- 
sent these resolutions to the annual meeting 
of the House of Delegates of the Medical So- 
ciety of the State of New York to be held at 
Buffalo starting April 28, 1941, with the re- 
quest that the Medical Society of the State of 
New Yffirk sponsor and see to the introduction 
and passage of such legislation as might be 
necessary to make effective the purposes of 
these resolutions. 

Members of the Committee discussed the 
disposition of re-registration fees and also the 
question of fines for noncompliance with the 
law with Commissioners of Education Dr. Miller, 
Dr. Conroe, Dr. Heisler, and Dr. Hannon. The 
law is specific and requires every practicing 
physician to apply to the Department annually 
for registration. Application forms for such 


registration will be mailed by the Department on 
or before the first day of October to every 
registered physician in the state. The applica- 
tion must then be filled out and returned to the 
Department with the statutory fee of $2.00. 
The certificate of registration bears the date of 
January 1 and expires on December 31. The law 
further states that any licensed physician who 
fails or neglects to register by January' 1 of any 
year, as required by the provisions of this section, 
shall be required to pay for registration, in addi- 
tion to the fee of two dollars, a further fee of one 
dollar for each thirty days, or part thereof, that 
he is in default; and any licensed physician who 
willfully refuses or omits to register hereunder and 
engages in practice shall be subject to a civil 
penalty of one dollar for each day that such prac- 
tice shall continue, and if the same continues for 
more than thirty days the penalty thereafter shall 
be five dollars per day so long as the said practice 
shall continue; said penalty shall be recoverable 
in an action by the attorney general of the state 
maintained in the name of the people of the state 
of New York. 

The following letter from Director Heisler of 
the Division of Professional Licensure of the 
State Department of Education outlines the cost 
of the annual registration and the expense for 
the penal enforcement of the Medical Practice 
Act. 

“Dr. Hannon has advised me that you would 
like to have information relative to the cost of 
the annual registration of physicians and the 
expenditures for the penal enforcement of the 
Medical Practice Act. I understand that you 
wish to ascertain whether the receipts from 
annual registration far exceed the expendi- 
tures for the enforcement, as has been as- 
serted in some quarters, or whether they are 
insufficient to carry the load. Although it is 
impossible to make an exact financial state- 
ment, it can be shown that the latter is more 
nearly the case. 

“In the first place, the receipts from the an- 
nual registration of physicians aggregate ap- 
proximately 850,000. During the past year, 
we have registered something over 24,000 
physicians, each of whom has paid at least 
S2 for his registration. In addition, we have 
additional fees for delay and delinquency which 
bring the total up to the amount stated. 

“In determining the amount of the expendi- 
tures the problem is more difficult. Fortu- 
nately, some work along this line is being done 
under the direction of the Finance Division by 
Mr. Richard Woodruff, a graduate student of 
the Maxwell School of Public Administration 
at Syracuse University. From the data that 
he has collected, it appears that the annual cost 
of the permanent and temporary clerical staff 
having to do with the annual registration of 
physicians amounts to 83,600. In addition 
there are unallocable services amounting to 
810,000. This amount represents the closest 
possible estimate of the value of the service 
rendered in the annual registration of physi- 
cians and in enforcement by members of the 
staff whose regular duties include much more. 

“Mr. Woodruff has analyzed the service 
costs of the enforcement of the various pro- 
fessional laws by Mr. Mangan’s office and 
advises me that the amount that best repre- 
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locations and should not be violated by any out- 
side party, be he employer, insurance carrier 
representative, employers’ organization repre- 
sentative, or labor union representative. 

Laboratory Services— Recently bills of prac- 
ticing physicians have been questioned because 
they charged for laboratory services performed 
in a workman’s compensation case where the 
laboratory tests were done by another physician. 

Where a practitioner is qualified by reason of 
experience and training to do certain simple labo- 
ratory procedures himself, such as urine exam- 
inations and blood counts, and actually performs 
such examinations, he may include the cost of 
same in his. bill. Where a physician orders labo- 
ratory service performed by a physician with 
laboratory qualifications, the latter should 
render the bill and not the attending physician 
who ordered the services. Where an attending 
physician sends a specimen of blood to the De- 
partment of Health Laboratory for a Wasser- 
mann test, it is not proper for him to charge a 
fee of S5.00 for such test, since he does not ac- 
tually perform the test. If the blood for a 
Wassermann is sent to a private laboratory, such 
laboratory, if licensed under the Workmen’s 
Compensation Law, should make the charge for 
the Wassermann test. 

Laboratory examinations under the Work- 
men’s Compensation Law may be performed 
without authorization if they do not exceed S10. 
Where the fee exceeds S10, authorization should 
be obtained except in an emergency in accord- 
ance with the provisions of Section 13-a(5). 

Aetna Casualty and Surety Company. — We are 
pleased to report that the Aetna Casualty and 
Surety Company has agreed to desist from its 
former practice of sending out names of physi- 
cians and hospitals to policyholders. This prob- 
lem has been discussed in a number of our 
previous reports and has been the subject of con- 
siderable negotiation for a number of years. Mr. 
Samuel Kaltman, attorney for the Aetna, has 
informed us that the practice will cease as of 
March 1. We are very happy to announce a 
satisfactory conclusion of this matter and to 
congratulate the Aetna and Mr. Kaltman on 
their decision. 

Miscellaneous Items. — There were five hear- 


ance organizations, etc. Our relations with these 
groups continue cordial and harmonious. 

Your Bureau has assisted county society com- 
pensation boards throughout the state in com- 
pensation matters and has assisted numerous 
physicians throughout the state in ironing out 
their difficulties in regard to compensation mat- 
ters, payment of bills, etc. 

As in the past, your Director has followed 
arbitration proceedings closely and participated 
in such arbitration proceedings upstate, as well 
as attending meetings of the legislative com- 
mittee and secretaries group. 

Appreciation. — Your Director wishes to ac- 
knowledge the great help voluntarily given by 
the Law Reform Committee of the Bar Associa- 
tion, under the chairmanship of Mr. Henry Clay 
Greenberg, in preparing and introducing certain 
amendments to the Workmen’s Compensation 
Law to facilitate the administration of the Law. 

During the past year our relations with the 
Department of Labor and the Compensation In- 
surance Rating Board have been close and cor- 
dial. We wish to express our appreciation and 
thanks to the rank and file of these organiza- 
tions, especially to Mr. Henry S. Sayer, Mr. 
Irving Sofferman, and Miss Elizabeth Doogan 
of the Compensation Insurance Rating Board; 
and to Mr. Michael Murphy, Mr. Ralph K. 
Boyer, and Mr. Hugh Murphy of the Labor De- 
partment; as well as to the members of the in- 
dustrial Council. These individuals and an in- 
creasing number of representatives of insurance 
carriers organizations and self-insurers have 
shown a real desire and willingness to cooperate 
with your Committee and with the representa- 
tives of the county societies in bringing about a 
smoother and more equitable administration oi 
the Workmen’s Compensation Law. , 

Time and space do not permit of a ■ “etanea 
description of the routine work of the omce. 
The volume of paper work has increased so tnai 
at the present time the office is working to capac- 
ity and occasionally overtime. Your Directo 
wishes to commend and thank the .members o 
the office staff under the supervision of iuif= 
Elizabeth Wheeler for their devotion to their 
duties during the past year. 


ings before the Industrial Council on appeals by 
physicians over rulings on qualifications by the 
county medical society compensation boards. 
In each instance the compensation boards have 
been upheld. 

We have been consulted on numerous occasions 
by the Chairman of the Compensation Law 
Board of the New York State Osteopathic So- 
ciety, Dr. Claude M. Bancroft, who has always 
manifested a spirit of cooperation concerning 
workmen’s compensation matters. The question 
whether osteopathic physicians may obtain 
specialists ratings in certain specialties has been 
raised and is being studied by your Committee. 

Your Director has taken part in a number of 
programs on industrial medicine and surgery, 
and on compensation matters generally, before 
various county societies and private medical 
groups. 

In the course of the year there were numerous 
conferences with the Industrial Board and the 
Industrial Council of the Department of Labor 
and also other law enforcement agencies, insur- 


PART X 


Public Relations and Economics 
The Council Committee on Public Relations 
and Economics: 

Augustus J. Hambrook, M.D., Chairman - Iroy 

Herbert H. Bauckus, M.D B "®"2 

Harry Aranow, M.D ■ 

has continued its studies of a number of 
matters. The annual report on these, appro 
by the Council, follows. 

REPORT 

The Committee held three meetings during the 
year, at which matters referred to it y 
Council were discussed and principles formu ■ 
Because of the difficulty in bringing membereo 
the Committee together at frequent intervals, 
much of the work was done by mail, telephone, 
and personal interviews by the chairman. 
During the year many matters come up 
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vehicle licenses. The family doctor can render 
valuable help to the Motor Vehicle Department 
of the state. The Commissioner stated that he 
had received no adverse comments on the 
special M.D. license plates accorded members of 
the medical profession, and he will continue to 
accord members of the medical profession this 
special privilege in the future. Physicians are 
cautioned to use on their cars only the license 
plate issued by the department. Any other plate 
is illegal. The medical insignia may be used on 
the front of the car and will accord traffic officers 
information as to the profession of the driver 
approaching him. This suggestion was made by 
the motor vehicle commissioner to obviate un- 
necessary traffic delays. 

Physical Examinations for Federal Civil 
Service. — Some protests have been received and 
investigated by this Committee, wherein ap- 
plicants for civil service positions have been 
required to have physical examination by a 
government-employed physician. I am in- 
formed, as of this date, that this has been changed 
and any licensed physician may now make such 
examinations and submit report. Hitherto, 
physicians in government institutions or under 
government pay made such examinations with- 
out cost to the applicant. In some instances 
excessive fees were requested by the examining 
physician. The stress of war may make neces- 
sary many changes in the way in which examina- 
tions are required and in the personnel. This 
Committee will continue to supervise such ex- 
aminations. 

Recommendations for the Improvement of 
the Coroner System in New York State. Better 
Postmortem Examinations. — The New York 
State Association of Public Health Laboratories 
and the New York State Association of Funeral 
Directors are both concerned with possible 
amendments to the law governing the duties of 
coroners. It will be noted that under this title 
you will find nowhere in the statutes a statement 
as to the qualifications or educational back- 
ground which an individual must possess in order 
to be eligible for election to the position of 
coroner. In the State of New York some 
counties have abolished the position of coroner 
and substituted therefore a new position under 
the title of medical examiner. The administra- 
tion of this new office has resulted in the appoint- 
ment of persons who possess more adequately 
the proper qualifications for the important duties 
devolving upon the official. In the counties 
where the coroner still exists, it has been found 
that in some cases they do elect physicians, but 
in many other cases a layman holds the office. 
This requires that when an autopsy or post- 
mortem examination is required, it is necessary 
that the lay official call in to assist him a qualified 
physician. There exist today no specifications 
under the law as to experience or training neces- 
sary for the office of coroner. Almost any citizen 
can qualify for the position. The coroner is 
elected or appointed and in some instance he 
may exercise great power in a county. 

Obviously, under our present type of civiliza- 
tion, the position of coroner has been outmoded, 
buch an officer should be a pathologist, trained 
in morbid pathology. He should have judicial 
temperament and be a good executive. At times 
even a well-trained and experienced pathologist 


finds it difficult to determine the cause of death. 
How much more difficult does the problem be- 
come when a man without any experience makes 
this attempt. A coroner should also have legal 
knowledge and training. Many states have 
recognized this situation and have either 
abolished the office of coroner entirely or have 
delegated the duties to other county officials, 
such as the district attorney. In this state, 
medical examiners have replaced the coroners in 
at least four counties. In the few counties where 
medical examiners have been substituted for 
coroners, the administration of the new office 
has been improved. Any special tissue examina- 
tions or other laboratory investigation must be 
performed at a laboratory and by qualified 
laboratory men. The time seems to be at hand, 
therefore, when some change should be made, and 
the following recommendations are suggested: 

1. That the position of coroner be abolished 
and the title of medical examiner with 
proper statutory requirements be substi- 
tuted. 

2. If this recommendation does not meet with 
the full approval of the electors in any 
county, then it is suggested that the person 
nominated for the position of coroner be 
required to have a physician’s license to 
practice in this state. Further qualifica- 
tions would be the ability correctly to per- 
form autopsies and postmortem examina- 
tions. 

The funeral directors are chiefly concerned with 
the manner in which postmortem examinations 
are made, and in many instances it has come to 
the attention of members of this Committee that 
postmortem examinations have been refused by 
a family on the advice of the funeral director. 
His objections were based on the fact that the 
examination was so poorly done that it made his 
care of the body unsatisfactory. Severed blood 
vessels were cut too short, ligatures slipped off, 
and this made embalming of the body unsatis- 
factory. The Subcommittee on Hospitals will 
cooperate with the funeral directors in efforts to 
have more satisfactory work done. Hospitals 
receive their rating in no small measure on post- 
mortem examinations performed, and for this 
reason alone members of the medical profession 
should take a vital interest in this matter. We 
have a fine opportunity at the present time to 
cooperate with the State Association of Funeral 
Directors and the New York State Association of 
Public Health Laboratories in correcting abuses 
that apparently now exist. 

PART XI 

Special Matters 

During the year the Council has given atten- 
tion to a wide variety of subjects of administra- 
tive or other special import. These matters 
and the actions thereon are herewith submitted. 

State Society Assessments and Service in 
Armed Forces. — At your last meeting you gave 
direction “that, on the request of any component 
county medical society, the annual assessment of 
any of its members temporarily on active duty 
in the military or naval service of the United 
States may be remitted by the Council in full or 
in part during the period of that service.” 
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of p™ting. re ^e a pabli r cation eS R large amount 
me that these' Vests a mouX Bureau - advises 
So, 000. The nrintli nlf 1 to a PP r °Mmately 
costs by itself over $4,700 appeann S annually, 

iSE , i £ 'S 

wmmi £ 

possible to pnmrw^i. ,i g i? er figure were it 


computing the nmof® * , ?u??-, pos ? , . b . le W of 


c b lud n eri re i C n ei r d this mfonaation will be in- 
cluded in a supplemental report. 

Ttu-t^ and ,.P cident insurance for Interns - 
that ?n t r ° USht f° the atten t>on of the Council 
fn,Vfr ny “ stanc es in this state doctors serv- 
infuMnrp^ e ?fl m hosp ! taIs we re not covered by 
Clt,ler accident or sickness. At the 

a^d th?= r COm ^ tte ? on fi° s Pitals was available 
aT 1 ? instituted an investigation. 

. the hospitals were contacted by letter 
S™ le!U “ s were compiled. In many cases 
±- ^ served as interns without any compensa- 

while m some hospitals, especially upstate, 
i compensation is received for sendees 
enaered. In the course of their work accidents 
may occur and they may become sick bv caring 
tor patients in the wards of the hospital. ' 

As a rule, nurses are covered under the State 
Compensation Law, and it seems only fair and 


pnnm^f t building service and maintenance 

, ° i j j^mount to a considerable sum and if 
« ould be unfair and inaccurate not to consider 
determining whether the medical pro- 

•is siisssr “ ‘ ep “ ateiy ta ““ i 

"1 he conclusion is inescapable. The sHfp 
does not make a handsome profit or any profit 
at all on the annual registration of physicians 
In fact, it is only by providing the cost of the 
incalculable items from other sources that the 
state has a sufficient amount left in the regis- 
tration funds to carry on the vigorous En- 
forcement of tiie law that its policy demands.” 

Lines for Late Registration. — The Committee 
las been active during the year in efforts to have ' 

d?nnr P ° S e d f ° r ^ te munition remitted. The 
department is anxious to cooperate but the law I 
is_ specific and ignorance or neglect of its nro l 

visions .s no excuse. The large proportion of the l 

profession in the state register pronmtlv a 
and the publications department has imreTdto n 
print boxed information in the Journal regard- r 
mg annua registration. The county medical J 
societies will be stinudated either through their * 
publications or at meetings to have their mem- n! 
T*ho i lP re S ls fer promptly and according to law. ; s 
Phe names of all physicians going into service will ■ 
be submitted to the department promptly and m 
earned on the roster during their absence from ™ 
their medical practice. The Committee has n n 
found very active cooperation on the part of all 
members in the department concerned, and has f PP 
been aided in its work by Dr. Joseph Lawrence Me 
our executive secretary. ’ ivIt 

We had hoped to include in this report a state- q 
ment _ as to the enforcement of the Medical tha 
Practice Act by the Department of Education kne 
during the past year, but up to date no report has cou 


, r , unecior oi me tvormens 

tra- Compensation Bureau of the State Medical 
ice, Society, advises us that under Group 15 of the 
mg Workmen s Compensation Law, interns are 
ion covered in municipal hospitals, prisons, reforma- 
re- tones, mental hygiene hospitals, or a hospital 
;he maintained by any subdivision of the state. 
ce ; Intbecase of Bernstein v. Beth Israel Hospital, 
nd -36 N.\. 268;133 S.B. 42, it was held by the 
as court that an intern in a voluntary or private 
it nosprtal is an employee of such an institution and 
er therefore covered under the law. It would seem 
o- "hat a fi interns should be protected under the 
at State Compensation Act and the newly created 
a- Subcommittee on Hospitals has been furnished 
id with all data collected up to date. The new 
C( nnmittee will have the responsibility of dealing 
;e with the Hospital Association and will, no doubt, 
it make a report. 

s. Medical Examination of Motor Vehicle 
e Drivers.— After careful study covering several 

e years, this Committee made definite recommen- 
_ dations last year to the Motor Vehicle Depart- 
ment of the state in connection with licenses and 
’ reiicenses to be issued. It was found that acci- 
dents were caused repeatedly by the same 
• drivers and some of these accidents were directly 
1 due to diseased condition or physical deficiencies 
—heart disease, diabetes, mental disease, ne- 
phritis, physical deformities. Ail were found to 
be associated with the accident repeaters. Be- 
cause of the great number of motor vehicle 
drivers in the state, it would not be practical to 
have ;i yearly physical examination before 
license is issued. Applicants are now required 
to answer certain questions regarding evidence 
of disease and whether proper treatment is being 
administered. After a serious accident the driver 
is usually expected to furnish satisfactory report 
of his ability to drive. The mental case now com- 
mitted to a hospital will have his license taken 
up and returned to him only after satisfactory 
proof of his mental fitness. We have a law now 
covering the drunken driver. The department 
feels^ that the recommendations made by the 
Medical Society have been fruitful and is 
anxious for our further cooperation. 

To repeat, it is the opinion of the Committee 
that in many instances of diseased condition 
known to physicians, individuals could be dis- 
couraged by their physicians from seeking motor 
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helped to educate the public on the evils of com- 
pulsory health insurance. 

It has been evident that the women will reaiiy 
work when they are given a job and that they 
will be active in combating unfavorable legisla- 
tion, whereas the men for the most part will do 
little or nothing in endeavoring to influence 
legislation. It is believed that the Legislative 
Committee will testify to this fact in that they 
have always had great difficulty in getting doc- 
tors to write telegrams or letters to legislators, 
whereas the women null do it readily. 

It is realized that there has been some opposi- 
tion to the Women’s Auxiliary in the state, but it 
is beKeved that those counties which have active 
auxiliaries will testify to their usefulness and that 
the opposition has been largely from those coun- 
ties which either do not have them or have in- 
active ones. 

Another point that occurred to me after hear- 
ing Dr. Bauckus’ report is that the Auxiliary 
might also be useful in spreading information 
about medical expense insurance organizations. 

Continuation of Special Committees. — The 
Council recommends the continuation of the 
two special committees of the Society which were 
created by the House in 1940 and reappointed 
by it in 1941. These are the Publication Com- 
mittee and the Committee on Office Administra- 
tion 3nd Policies, which work under the super- 
vision of and report to the Council. 

The Publication Committee has met regularly 
and effected production of the Journal and the 
1941-1942 edition of the Medical Directory of 
New York, New Jersey, and Connecticut , as 
shown in Part IV of the Council report. Its 
personnel has been: the general manager, Dr. 
Irving; the director of the Public Relations 
Bureau, Mr. Anderson; the literary editor. Dr. 
Redway; the treasurer, Dr, Dwight; and one 
trustee. Dr. Brennan, who was also chairman. 

The Committee on Office Administration and 
Policies has held regular meetings throughout 
the year eoincidently with those of the Publica- 
tion Committee since many of the matters dis- 
cussed were of mutual interest. Among these 
were included the following: assignment of 
members of the office staffs and evaluation of 
their duties; specific functions of the Society’s 
secretary in bis various capacities; salary ad- 
justments in relation to living costs; renewal of 
contracts of certain officers; consultations with 
auditor's representatives; and various questions 
of routine which came within the province of 
this Committee, including possible retrenchments 
necessitated by reduction o! income from dues. 
Its personnel has been: the general manager. 
Dr, Irving; the business manager of the Journal 
and the Directory, Mr, Anderson; the literary 
editor, Dr. Redway; the treasurer, Dr. Dwight; 
and one trustee, Dr. Kosmak, who was also 
chairman. 

The Council recommends that in continuing 
the two committees the House direct that the 
personnel be as follows: 

For the Publication Committee: the general 
manager, the director of the Public Relations 
Bureau, the literary editor, the treasurer, and 
one member of the Board of Trustees to be ap- 
pointed by the president of the Society after con- 
sultation with the chairman of the Board of 


Trustees, in accordance with the resolution 
adopted by the House of Delegates in 1941. 

For the Committee on Office Administratim_ and 
Policies: the general manager, the business 
manager of the Journal and the Directory, the 
literary editor, the treasurer, and one member of 
the Board of Trustees to be appointed by the 
president of the Society, after consultation with 
the chairman of the Board of Trustees, in accord- 
ance with the resolution adopted by the House 
of Delegates in 1941. 

Nominations for State Positions, — On request 
for a nomination from the Bureau of Narcotic 
Control of the New York State Department of 
Health, the Council nominated Dr. Homer L. 
Nelms, Albany, to succeed himself as a member 
of the Advisory Board of the Bureau of Narcotic 
Control on July 1, 1941. On request for nomina- 
tions from the executive secretary of the Com- 
mittee of Grievances of the State Department of 
Education, the Council nominated the following 
to succeed themselves on January 1, 1942: Dr. 
Austin G. Morris, Rochester; Dr. George B. 
Broad, Syracuse. On request for a nomination 
from the secretary of the State Board of Ex- 
aminers of Nurses for membership on the Nurse 
Advisory Council, the Council of the State So- 
ciety nominated Dr. Aloney L. Rust, Malone, 
to succeed himself as of December 31, 1941. 

Belated Bills. — The Council recommends pay- 
ment of the following bills for travel expense, 
which were not turned in until after expiration 
of the statutory thirty days and possible exten- 
sion for ninety days more: Dr. Harry C. Guess, 
Buffalo, $10.81, for train fare to the A.M.A. 
meeting as delegate in 1941; Dr. E. Leslie Sul- 
livan, Scotia, S20.59, for travel expense in 
December, 1941, to attend the meeting of the 
Subcommittee on Medical Relief in Rochester. 

Proposition for fee Economical Use of Medical 
Personnel.— -One of the members of the Nassau 
County Medical Society, Dr. Arthur C. Martin, 
drew up and submitted to Dr. Louis II. Bauer a 
plan which Dr. Bauer brought to the Council. 
It was understood that this was the method 
pursued in England. It was considered by the 
Council and was ordered to be transmitted to 
the surgeons general of the army and the navy. 
It follows: 

Under the conditions of this war, adequate 
medical, dental, and nursing service must be 
provided for: (1) the army and navy abroad; 
(2) the army and navy at home; (3) the war 
industry worker; (4) the civil population under 
normal peacetime sickness incidence; (5) the 
civil population as the potential victims of 
casualties resulting from invasion by air or 
sea, and from sabotage which may strike any- 
where. 

None of these three groups can safely be de- 
prived of adequate and prompt professional 
service. 

The number of men and women available 
who are trained and able to render this pro- 
fessional service is definitely limited. This 
number cannot be materially increased by any 
practical or safe method of rushed education 
or mass production. 

Therefore, it is imperative that the services 
of already trained and competent medical 
practitioners be allocated with the most care- 
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keeping with this policy your Council 
worked out and set up for the year 1941 the 
following guiding regulations which were sent 
to the county medical societies in June, 1941: 

I- Full remission of 1941 state assessments 
will be made, when requested by the county 
medical societies, for those members tempo- 
rarily m full-time or practically full-time mili- 
tary or naval service of the United States who 
entered such service prior to June 1 1941 
except as stated under No. 3 below. ’ 

-n’ i emission of 1941 state assessments 
will be made for those members entering serv- 
ice after June 1, 1941. 

3- For new members elected in 1941 or 
elected in the last three months of 1940 with 
dues credited to 1941, no remission of the first 
year s assessments will be granted. 

This decision rests on the reasoning that the 
payment of the first year’s dues is made at the 
time of application and partakes somewhat of 
the nature of an initiation fee. 

4. 1941 state assessments already received 
from county medical societies for those mem- 
H ers n °t new members — eligible for remis- 
sion of these assessments under No. 1 above 
will be refunded by the State Society to the 
county societies. 

As a result of this action the Council, at re- 
quest of the county societies, remitted state as- 
sessments for the year 1941 for members who 
had entered service prior to June 1, 1941, to the 
total of 455. 

The matter of remission of state assessment for 
the year 1942 was taken up with the count}’ 
societies with the break of the new year. So far 
(March 12, 1942), requests have come in covering 
two groups: first, those who had received 1941 
remissions because of entrance into service be- 
fore June 1, 1941; and, second, those who had 
gone into service after that date. The Council 
has granted 1942 remissions to the total of 581. 

Further 1942 remissions will, of course, be in 
order for members in good standing with dues 
paid for 1941 who will enter service before June 1, 
1942. 

Two questions have arisen as to remissions: 
one of these the Council felt that it had the 


e XfM s would be followed by demobilization 
when the war ends. This Mil be presented at tie 
time of the meeting. 

Financial Aid to County Societies for Medical 
Preparedness Work. — At your last meeting you 
considered a resolution reading, “That the Medi- 
cal Society of the State of New York allot suffi- 
cient funds to assist the county committees on 
medical preparedness where it is evident that 
such assistance is needed.” After discussion this 
was committed “to the Council for such action 
as they may find expedient.” The Council gave 
due consideration to this problem but decided 
last October to table the matter “until it has been 
determined just what the future of draft board 
work is going to be.” 

'Woman’s Auxiliary. — The Council set up an 
Advisory Committee to the Woman’s Auxiliary, 
as a Council committee to replace the former 
Special Committee of the Society, with the follow- 
ing personnel: 

Lorn’s H. Bauer, M.D., Chairman. .Hempstead 

Francis It. Irving, M.D Syracuse 

Carlton E. Wertz, M.D Buffalo 

This Committee presented a report, which has 
the approval of the Council, including the recom- 
mendations. 


authority to settle, but the second question, in 
the opinion of the Council, requires action by the 
House of Delegates. 

The Council went on record at its meeting on 
January 8, 1942, “as interpreting the action of the 
1941 House on remissions for service to include 
remission for any member entering the armed 
services of the Allies of the United States in the 
present war. It was understood that remissions 
would be made on the same basis as for those 
entering the armed services of the United States.” 

The other question the Council refers to the 
House. It arose because the Cattaraugus 
County Medical Society proffered a request for 
remission of 1942 assessment for a member who 
gave up his practice in Olean, reporting for 
duty with the U. S. Public Health Service in the 
Panama Canal Zone. The wording of the reso- 
lution adopted by the House in 1941 specifically 
mentioned active duty “in the military or naval 
service of the United States." At the time of 
this report the Council is seeking information 
about wartime increases in the U. S. Public 
Health Service which in the ordinary course of 


REPORT 

The Advisory Committee to the Woman’s 
Auxiliary to the Medical Society of the State of 
New York had a meeting recently with the officers 
of the Auxiliary. A long-range program for the 
Auxiliary was discussed. It is felt that certain 
actions should be taken by the Council in the 
matter of the Auxiliary. 

First, there are too few counties which have 
organized auxiliaries. It is believed that through 
the Journal and through communication with 
the secretaries of the various county societies the 
Council should urge the formation of additional 
auxiliaries and urge those which already have 
them organized to increase their membership. _ 
Second, it is felt that an increasing strain is 
going to be placed on the finances of many county 
societies due to the loss of dues from members 
entering the military services. In some instances 
this may prove such a financial drain that many 
society activities will have to be suspended un- 
less another source of income is found. It is be- 
lieved that the auxiliaries in many instances 
might be able to increase the finances of their 
county societies by raising money and by helping 
out in county society offices on a partrtime basis, 
thereby reducing the overhead; 

The third recommendation is that county so- 
cieties be urged to have their auxiliaries make a 
survey of their membership. Many members wm 
be found qualified as nurses, laboratory tecnni- 
cians, and clerical workers, and they could o 
tied not only into county society work but mt 
the defense program. Some of the auxiliaries 
have already made such surveys and are anxiou 
to have their membership put to work. 

The final recommendation is that the 1 unn 
Relations Bureau be asked to prepare a circular 
of information on the proposed extension 
the Social Security Act to cover hospitahzatio 
and health. This circular can be used by au. . * 
iliary members to help educate the general pup) 
through their connections with other organiza- 
tions on the viciousness of this plan just as tney 
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PART XII 

Malpractice Defense and Insurance 
The Committee on Malpractice Defense and 
Insurance: 

Clarence G. Bandler, M.D., Chairman 


New York 

Murray M. Gardner, M.D Watertown 

Andrew Sloan, M.D Utica 

Peter Irving, M.D., ex officio New York 

Kirby Dwight, M.D., ex officio New York 


submitted the following report, which, the Council 
approved. 

REPORT 

Great wars reach into and disturb the eco- 
nomic balance of every phase of human existence 
in all countries. It is not easy to trace the course 
by which some elements are disturbed, but the 
results are clearly discernible. It is easy to 
understand, for example, why marine insurance 
with its attendant war-risk losses is profoundly 
affected, but it is not so easy to understand why 
the general unrest should cause an increase in 
the cost of malpractice insurance, but our most 
carefully compiled loss tabulations indicate that 
to be a fact. While there has been a noticeable 
decrease in the number of suits and claims against 
members of the State Medical Society, the cost 
of disposing of them has considerably offset that 
favorable factor. The over-all result of the 
operation of the Group Plan of the State Society 
up to date indicates that some increase in the 
base rate has become necessary. 

Analysis of our loss costs developed the fact 
that losses, on account of plastic surgery and 
particularly that which, for want of a better 
term, is referred to as “cosmetic” surgery, have 
grown to be far in excess of those for all other 
branches of medical practice, with possible ex- 
ception of x-ray therapy. Had it not been for 
those losses, it is possible that a small reduction 
could have been made in the Group Plan rate 
at the present time. 

This situation has made it necessary for the 
Yorkshire Indemnity Company to amend the 
master policy so as to exclude all losses on ac- 
count of plastic surgery, except those arising by 
reason of the performance of operations for the 
purpose of “remedying conditions caused by 
trauma, or by congenital deformities, or by de- 
monstrable pathological lesions.” At the same 
time, arrangements were made so that members 
whose practice regularly includes “cosmetic” 
surgery, and who have clearly demonstrated their 
competence to pursue that specialty, could secure 
protection, by endorsement added to their indi- 
vidual insurance, for an additional premium 
equal to 50 per cent of their annual premium, 
this follows the principle, adopted in 1924 with 
respect to x-ray therapy, of allocating increased 
charges against specialties responsible for exces- 
sive loss experience. 

. Because of this adjustment, the forthcoming 
increase in the general rate will be small. Al- 
though the new rate computations have not yet 
been completed, it appears that some further 
reduction may be made in the expense element 
which will exert a further modifying effect upon 
the ultimate rate. ^ 

At the present time, when an increased number 


of members are being called into active service 
with the armed forces, the following opinion of 
the Judge Advocate General of the Army will be 
of special interest: 

“A person in the military service may claim 
that an officer of the medical corps has in some 
manner been guilty of malpractice in treating or 
examining him in the line of duty. A similar 
claim for alleged malpractice may be pressed 
against an examining physician for a local 
Selective Sendee board by a selectee called be- 
fore that board. The fact that a person is in the 
military service, or is in the course of being in- 
ducted therein, does not prevent him from 
asserting his civil rights so long as the interests 
of the service or of national defense are not con- 
cerned. Hence, the Judge Advocate General of 
the Army has held that members of the Army are 
entitled to the same civil rights of action among 
one another with reference to suits for mal- 
practice or negligence as they would have in 
civil life.* 

“Without doubt the same degree of care, 
diligence, and professional ability required of 
any physician with respect to the care of pa- 
tients in civilian life is required by law of a 
medical officer of the Army, or of an examining 
physician for a local board, in his care or examina- 
tion of a member of the service or of a selectee 
called for the purposes of induction. For a de- 
parture from such standard resulting in harm to 
the patient the medical officer or the examining 
physician would be liable in a civil suit by the 
aggrieved patient the same as though both the 
patient and the physician were in civil life. The 
medical officer, then, in the Army and the 
hysician acting for a local Selective Service 
oard by virtue of his service or function stand 
in no different position with respect to answer- 
ability to bis patients from that of a physician 
acting solely in a civil capacity. 

“However, were a malpractice claim to be 
pressed against an army medical officer or an 
examining physician for a local board for alleged 
malpractice in the performance of his official 
duties, the government itself would no doubt pro- 
vide defense for the physician accused. It has 
been the practice of the Attorney General, in the 
past, to provide, on the request of an interested 
government department or agency, defense for 
government officers or agents in civil suits arising 
out of the activities in the course of the discharge 
of their official duties. A communication from 
the office of the Judge Advocate General of the 
Army dated May 1, 1941, indicates that in the 
past the War Department itself has not under- 
taken the defense of a civil suit for malpractice 
brought against a member of the medical corps, 
but that the defendant medical officer has had 
the right to have the case removed to a federal 
court and to be defended by a United States 
attorney designated by the Department of 
Justice. If, however, according to this com- 
munication, a judgment was to be rendered 
against such a medical officer, there is no pro- 
vision by law by which the judgment could be 
paid by the government or by which the defend- 
ant physician could be reimbursed by the 
government.” 


* J.A.G. 707, March 6, 1934. 
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ANNUAL REPORTS 


“puTaS”" 11 " lh ° ““<» »' «* entire 
practitioner has parts of each day in u-hiehTe 

th,. les ot . hei than are now engaged in 

poS'of- Ur m S H,e e Caa be *? laced at the dis- 
t 1 ). the army and navy at home- 

generaf population?^ "° rker; (3) the clVif 

It may be accepted by the medical services 
?/ tbe arm , ed fo ?'«s, therefore, that mudr of 
Sn “e e si C D a ni; P e ,n ICe reciuired b Y ‘hem at home 

on a nart 7 pKSe 'It actlve P ra etitioneis 

on a part-time basis, without removing these 
practitioners from their preseT iocalife 
sick y n ^ y rCCOg ? 1Z , e f hat the cUnical care of the 

nitals anpl wounded *n permanent home hos- 
pitals and camps differs little from the clinical 

hosnitnl" 0 " b i el ? g r , cndercd to civilians in civil 
hospitals, and further that in case of air or 

“’, as ‘ 0 “i c ns uaI ties all the population, military 
and civil alike, aie reduced to a common level 
and must all be treated alike. It is entirely 

demil 6 i 6nro1 - the "' hole eb 's ib!e medical 
oental, and nursing personnel of the United 
orates into a tremendous reservoir of “profes- 
sional service hours.” p ** 

m Jie°“ H lis /®f er Y oir . Withdrawals could be 
made in the following major classes: 

1. Young, physically fit practitioners for 
the physically arduous requirements of over- 
sea and ship service, full-time; 

2. Certain others, regardless of age and 
not necessarily physically perfect, for 
special, full-time, administrative consulta- 
tive command, or other duties which require 
medical or dental training; 

3. The great majority of the several 
•’It 8 ? 10 ”. 5 to be called to give service, part 
ot their time, to registration areas, camps 
concentration centers, embarkation centers' 
and base and general hospitals in the “home' 
area (continental United States) without 
removal from their home communities or 
severance from their civilian practices. 

Suggested Method of Creating, Rapidly and 

Effectively, this “Reservoir of Professional 
service Hours.”— Establish a federal Profes- 
sional Reserve Coips composed of (1) doctors 
of medicine, (2) dentists, and (3) trained 
nurses. Enrol theiem every active and ac- 
ceptable practitioner of these medical and 
allied professions in the United States, le- 
gardiess of age or physical condition, through 
the national, state, and county organizations. 
Classify the whole group of such practitioners 
m accordance with the major classes previously 
outlined. As rapidly as may be needed, re- 
lease for active oversea service the present 
full-time medical officers in now existing 
“home area” army and navy hospitals, camps 
centers, etc., replacing them with local, parC 
time practitioners of the third group. 

As new army and navy hospitals are con- 
templated, locate them with principal regard 
to the availability of local practitioners of 
the third group. 


[N. Y. State J. M. 


Protest against Noninclusion in Directory.— 
i. rom an active member who is not registered to 
[ r ”? cc *? * be State of New York° but his 
membership through the Medical Society of the 
County of New York as a full-time teacher in the 
CorneU University Medical College, comes a 
protest that the Council deems can best be con- 
sidered by the House of Delegates. The follow- 
"rUi tCr ls f rom ■ b)r - McKeen Cattell, professor 
V i- la I? laco ogy a ^ Cornell, and resident in New 
. ora City. He has been an active member 
since January 24, 193S. 


For several _ years I have been carrying 
cards which certify that I am a member in good 
^hmdmg of the Medical Society of the Count} 
of New York and of the Medical Society of the 
state of New York. During this period my 
mime has not been included in the Medical 
Directory of New York, New Jersey, and Con- 
necticut. Evidently the membership is made 
up of sheep and goats. There would seem to 
be no objection to this, but somewhere there 
should be available a complete listing of the 
membership of the Society which is accessible 
for reference. If it is not feasible to include 
all the members in a single listing, the dis- 
qualified members should be classified under a 
separate heading. 

The present policy is misleading and a 
source of frequent embarrassment to me. I 
am therefore writing to request that the 
matter be rectified with the publication of the 
next edition of the Directory." 

The reason for nonpublication of Dr. Cattell’s 
name is the policy laid down many years ago 
of listing in the Directory only physicians who 
have registered their licenses to practice in the 
state of New York. The House alone, therefore, 
has authority to change that policy — if a change 
be deemed wise. 

Committee for Interpretation of Medical 
Ethics. — The Council, as instructed, considered 
“an amendment to our constitution setting up 3 


body for interpretation of medical ethics, to 
which committee questions could properly be 
addressed.” 

The Council is of the opinion that the objective 
stated does not call for amendment of the con- 
stitution. It is the belief of the Council that 
where questions come from members on matters 
of ethics, they should be referred directly to the 
county society concerned. This conclusion 
rests on the fact that while the Principles of Pro- 
fessional Conduct are a product of the state 
Society's studies, their application is primarily 


kjuoiouj o oiuuico, oiicii ajjjjuuahiuu w 

the privilege and duty of the county societies, 
with the state Society ready to act as a court ot 


appeals. 

Where questions come from county societies, 
they should come to the Council — with, if neces- 
sary, a Council committee to sift them through 

J ll 1 - ... l 


and thus hasten reply. 

1945 Convention of the American Medical 
Association. — From the New York Convention 
and Visitors’ Bureau, the Council has received 
a suggestion that the American Medical As- 
sociation be invited by- the Medical Society ot 
the State of New- York to hold its annual meet- 
ing in 1945 in New- York City. The Council 
begs to transmit this suggestion without recom- 
mendation. 
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committee which recommended adoption of the 
resolution has been heeded. That committee 
felt ‘“that the Council and elected officers should 
at all times ho cognizant of any impending legis- 
lation and bs-on the alert to study the same.” 

Deaf and Hard of Hearing (Section 47).— 
Recommendation was adopted that the Council 
committee concerned with studies ox problems 
in the field of the Deaf and Hard of Hearing be 
continued. 

The Council continued the committee and in- 
creased it to five. See Part H of the 1942 Coun- 
cil Report for report on the committee’s work 
this year. 

Deferment of Service for Medical Students 
(Section 62). — With relation to medical students 
already inducted (at that time) into the Army, 
the House passed the following resolution: 

“Whereas, the experience of belligerent na- 
tions in the World War and in the present con- 
flict amply demonstrates the necessity for in- 
suring a 'continuing supply of well-trained 
medical graduates; and 
“Whereas, the United States Army in 
1917-191S permitted medical students on ac- 
tive service to be transferred to the Reserve 
for the purpose of completing their medical 
course, on application to and approval by the 
Surgeon General; therefore be it 
“Resolced, that the Medical Society of the 
• State of New York instruct its delegates to 
the American Medical Association to intro- 
duce a resolution, memorializing the Surgeon 
General to give consideration to similar ac- 
tion with respect to medical students inducted 
into active service in the present emergency.” 
The matter was presented in a resolution to 
the House of Delegates of the American Medical 
Association on June 2, 1941. 

(Section 63) — For medical students not yet (at 
that time) inducted, the House approved of the 
principle of deferment of service for medical 
students and enrolled medical students as “es- 
sential to the health, safety or interest of the na- 
tion." 

Thus matter also was presented to the House 
of Delegates of the American Medical Associa- 
tion on June 2, 1941. 

Directory (Section 39). — Recommendation 
was adopted that a return be made to the old 
system of listing the names by towns so “that 
New York City and each of its boroughs be 
listed alphabetically after Manhattan, and 
grouped in the front of the Directory.” 

This instruction was carried out in the 1941- 
1942 edition of the Medical Directory of New 
lork, Few Jersey, and Connecticut. See Part IV 
of the 1942 Council Report, 

l( The House also adopted a recommendation 
that the Directory be alphabetically thumb- 
indexed or, if this is too expensive, that some 
method be evolved and included in the new 
Directory of rendering the alphabetical listing 
of physicians and communities more easily 
available." 

Pf° ce dure was found too expensive by the 
vubueatjoa Committee and the instruction, 


therefore, was not carried out. &e Part IV of 
the 1942 Council Report. 

“Doctor” — Use of Title (Section 77). — The 
House approved the following report of the ref- 
erence committee concerned: 

“Your committee approves of the stand of 
the Committee on Legislation to safeguard the 
use of the title of ‘Doctor’ by those who prac- 
tice podiatry, and that measures be taken to 
enact legislation to limit the term ‘Doctor’ to 
those who deserve it without qualifying terms.'' 
The Council took this under consideration but 
took no action looking to further legislation. It 
was understood that under present” laws of the 
state the only one who may use the title “Doctor” 
is a Doctor of Medicine. 'All other “doctorates” 
now require the qualifying terms of Doctor of 
Philosophy, Podiatry, etc. 

Dues and Assessments — Remission for Mem- 
bers in Active Military and Naval Service (Sec- 
tion 56). — The House, being advised of the action 
of one component county medical society (Erie 
County) as favoring the waiving of both county 
society dues and State Society assessments, went 
on record as follows: 

“that, on the request of any component county 
medical society, the annual assessment of any 
of its members temporarily on active duty in 
the military or naval service of the United 
States may be remitted by the Council in full 
or in part during the period of such service," 
The Council, with regard to State Society as- 
sessments, worked out a system of making re- 
missions, and put it into practice as shown in 
Part XI of the 1942 Council Report. 

Governor and Legislators — Expression of Ap- 
preciation (Section 51). — The House adopted 
“an expression of appreciation to the members 
and officers of the Legislature, and especially to 
the Governor, for the courteous reception" ex- 
tended representatives of the medical profession 
and the thoughtful consideration they have given 
medical and public health measures that have 
come before them.” 

The following letter was sent, under Council 
authority, to the Governor over the signatures of 
the president and of tho secretary: 

May 5, urn 

Hod. Herbert H. Lehman 
Governor of the State of Now York 
Albany, New York 
Dear Sir: 

It gives us groat pleasure to advise you that the MedfcM 
Society of tho State of Now York at its recent Meeting 
on April 2$, 1041, adopted a resolution expressing appre- 
ciation to the members and officers of tho Legislature, and 
especially* to tho Governor, for tho courteous reception 
extended the members of tho medical prelection and tho 
thoughtful consideration given medical and public health 
measures that have come before the Legislature and 
yourself. 

Respectfully your#, 
Suiuiu, J. Kopktxky, M.D. 

fVerufenf 
Pxrrxn Iuvixo, M.D. 

Secretory 


X 
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Malpractice insurance in the Society’s Group 
Plan will extend protection to policyholders 
wherever they may he. It will also protect mem- 
bers on account of suits against them because of 
the acts of other insured members in whose 
care they leave their practice. 

Malpractice defense, however skillful, is only 
half of the protection needed by a practicing 
physician in this state, because not all suits or 
claims are resolved in favor of the defendants. 
A few are lost, but many are compromised be- 
cause they are of such a nature that public 
defense would do more harm to the doctor’s 
standing in his community than would a quiet 
settlement out of court. In such cases in New 
York State, an uninsured doctor must bear the 
cost of settlement and all expenses incident to 
defense except, of course, fees for legal counsel. 

Malpractice protection to be effective must 
combine sound indemnity and skillful legal de- 
fense. That is the great lesson learned by the 
State Medical Society following the last war. It 
was to provide such a combination that the 
Group Malpractice Insurance Plan was organized 
by the Society in 1021. And since, for the first 


time in insurance or medical history, these two 
elements of protection were brought together 
under the supervision and direction of organized 
medicine the Group Plan has lived and grown 
stronger through each of its twenty years of 
existence. As this plan of ours approaches its 
twenty-first birthday, it can be said that no 
undertaking of the State Medical Society has 
accomplished more for its members. 

It has furnished sound, safe, and reliable 
financial protection. It has maintained, with the 
help of the Society, the finest legal defense for 
doctors to be found any place in the world. It 
has made possible the continuance of free mal- 
practice defense for uninsured members of the 
Society. It has relieved the members from worry 
on account of malpractice actions against them 
and allowed them to devote their full thought and 
energies to their professional work, with no 
haunting fear of a courtroom. Since every 
member of the Medical Society of the State of 
New York, whether insured or not, benefits by 
the existence and sound growth of the Group 
Plan, every member of the Society owes to it 
his loyal backing and support. 


Resume of Instructions of the 1941 House of Delegates and 
Actions Thereon of Council, Trustees, and Officers 


At the 1940 meeting the House of Delegates 
adopted a resolution, to the effect ‘‘that the Annual 
Reports of the Medical Society of the Stale of New 
York in matters referred to the Officers, Trustees, 
or Council for action or study by the preceding 
House of Delegates shall include a risumi of the 
recommendations and resolutions with a definite 
report as to the specific action in each instance.” 

There follows what is in effect a summary, of 
index type, of the different instructions issued by 
the House at its meeting on April 28 and 29, 1941. 
The significant portions alone of the different reso- 
lutions are quoted. 

The term ‘‘section" with a number following each ■ 
heading refers to the Minutes of the 1941 House 
published in the June 15 and July 1, 1941, issues 
of the New York State Journal op Medicine. 

— Peter Irving, M.D., Secretary 


Advertising by Physicians in Newspapers 
(Section 61). — 

‘‘Resolved, that the House of Delegates of 
the Medical Society of the State of New York 
go on record as disapproving all advertising in 
newspapers by practicing licensed physicians 
of the State of New York, individually or in 
groups, in the form of announcing their office 
address, office hours, kind of practice or par- 
ticular cure to the public; and further be it 
“Resolved, that the House of Delegates in- 
struct the Committee on Legislation of the 
New York State Medical Society to take any 
necessary action to amend the present law to 
this effect.” 

This instruction was passed by the Council to 
its Committee on Legislation. 


Committee on Public Health and Education 
(Section 46).— The House expressed the hope 
that means may be found providing greater sup- 
port in funds and personnel for the Council 
Committee on Public Health and Education. 


The Council and Trustees appropriated an 
initial increase in funds for this work in the bud- 
get for the last half of the calendar year 1941. 
For the new fiscal year 1942 the total allowance 
was enlarged to, roughly, 50 per cent more. 
This takes care of several new needs, including 
those caused by the substantial increase in num- 
ber of subcommittees. 


Corporate Practice of Medicine (Section 71). 

— The House adopted the following resolution: 
“Whereas, the practice of medicine or of 
any other profession by a corporation is ad- 
visedly prohibited by most of the states of the 
Union; and 

“Whereas, New York State now authorizes 
the formation of nonprofit corporations in the 
field of voluntary health and medical expense 
insurance, a development which may ulti- 
mately be extended to the authorization of 
the virtual practice of medicine by commercial 
as well as nonprofit corporations; and 

“Whereas, proponents of radical innova- 
tions in the practice of medicine are known to 
be seeking means of breaking down or of cir- 
cumventing present legal obstacles to the out- 
right or disguised practice of medicine by cor- 
porations; therefore be it 

“Resolved, that the House of Delegates re- 
quest the Council to designate a committee to 
study the present laws and precedents in New 
York State relating to the corporate practice 
of medicine; this committee to be charged 
with the continuing duty of studying and 
periodically reporting to the House of Dele- 
gates and to the Society its findings imd recom- 
mendations, with a view to preventing the de- 
struction or circumvention of legal safeguards 
against corporate practice in New York state. 
This was referred to the Council Committee 
on Public Relations and Economics. No report 
has been prepared but the advice of the reference 
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Medical Ethics Committee (Section 77). — 
Report of reference committee adopted included 
the following: 

“The committee urges the Council to con- 
sider an amendment to our constitution set- 
ting up a body for the interpretation of medical 
ethics, to which committee questions could 
properly be addressed.” 

See Part XI of Council Report for report on 
Council study. 

Medical Licensure to Graduates of Foreign 
Medical Schools (Section 75). — 

“Res, . 

“ 1 . 

New Y 

otherwise and irrespective of the question of citi- 
zenship, of graduates of foreign medical schools 
be strictly in accordance with the method of rec- 
ognition that is applied with respect to the grad- 
uates of medical schools located in the United 
States and Canada. Any other method of rec- 
ognition would constitute the grossest type of 
discrimination in favor of foreign graduates; 

“2. That in the future recognition be ac- 
corded graduates of a foreign medical school 
who apply for license to practice medicine in 
the State of New York, only when there is in 
the possession of the Department evidence of 
the quality of instruction imparted by the 
school of graduation. This must be of equal 
quality with the evidence required of approved 
domestic schools. The identical standard 
should be applied in approving all medical 
schools, domestic or foreign.” 

The stand thus taken was ordered brought to 
the attention ■ ■ of Educa- 
tion through t v . ive Officer. 

Medical Preparedness — Fuads to Assist 
County Societies (Section 74). — A resolution 
was ordered committed to the Council “for such 
action as they may find expedient.” The resolu- 
tion reads: 

“That the Medical Society of the State of 
New York allot sufficient funds to assist the 
county committees on medical preparedness 
where it is evident that such assistance is 
needed.” 

The Council in October, 1941, postponed ac- 
tion until the future status of draft board work 
should be determined. See Part XT of Council 
Report. 

u /'^dical Practice Act — Definition of Word 
Antiseptic” (Section 41). — Resolution adopted 
ordered presented to the Board of Regents of 
the University of the State of New York: 

“Whereas, the word ‘antiseptic’ has never 
been dearly defined as used in the Medical 
^actiee Act, Paragraph 2, Section 1262; be it 
Resolved, that for the purpose of adminis- 
tration the term 'antiseptic/ as used in this 
taw, shall be construed to refer to a substance 
employed for exte o 

serve as a solution ■ .- 

m ents, the effect in both instances being to 
Patent or inhibit the growth of microorgan- 

, resolution was presented to the Regents, 
n December the Executive Officer reported to 


the Council that in the opinion of the Attorney 
General the definition cannot be used legally 
since no State Department’s jurisdiction permits 
it to interpret the law in such fashion as to grant 
less. than the law itself; that no definition of 
antiseptic as given in the dictionary or encyclo- 
pedia limits its use to external application; the 
only way in which the definition of the House 
could be put in operation would be to have it 
incorporated in the law. 

The Legislation Committee still has this under 
study. 

Medical Practice Act — Enforcement and Re- 
registration Fees (Section 47 — Enforcement). — 
Recommendation adopted: “that further an- 
nual reports on the workings of the Medical 
Practice Act be made to the House of Delegates 
from year to year.” 

See Section X of Council Report for this year's 
report on enforcement. 

(Section 48. Re-registration Fees — Disposi- 
tion) A resolution was referred to the Council for 
stud}'. It read: 

“Whereas, the Medical Practice Act of 
1930 provides for the payment by every prac- 
ticing physician of an annual re-registration 
fee of S2; and 

“Whereas, the medical profession was told 
at the time this law was proposed that the 
purpose of the fee is to provide the educational 
authorities of the state with funds with which 
to control the unlawful practice of medicine 
in the state with the implied or expressed prom- 
ise that such fees were to be collected for a 
period of five years by which time the problem 
of the control of unlawful practice of medicine 
was expected to be solved; and 
“Whereas, this annual fee has been col- 
lected annually since the effective date of the 
new law with no indication that it is not con- 
sidered a permanent tax; and 
“Whereas, there are no provisions or, at 
best, inadequate provisions for the care of 
indigent physicians in New York State; be it 
“Resolved, first, that the Nassau County 
Medical Society requests an accounting of the 
monies collected for annual re-registration 
since the effective date of the new law with a 
statement as to how such monies were ex- 
pended; and be it further 

“Resolved, second, that a sum of money be 
set aside from this fund to he made available 
to the indigent physicians of the state; and be 
it further 

"Resolved, that a portion of the annual re- 
registration be henceforth allocated for such 
purposes; and be it further 
“ Resolved , that the delegates of the Nassau 
County Medical Society be instructed to 
present these resolutions to the annual meet- 
ing of the House of Delegates of the Medical 
Society of the State of New York to be held at 
Buffalo starting April 28, 1941, with the re- 
quest that the Medical Society of the State 
of New York sponsor and seek the introduction 
and passage of such legislation as might be 
necessary to make effective the purposes of 
these resolutions.” 

The Council in Part X reports fully on its 
study of this matter. 
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Instead of sending individual letters to the 
members and officers of the Legislature, the 
Council authorized that thanks be extended 
through an editorial in the Journal. The edi- 
torial, from the June 1, 1941, issue of the Journal 
(p. 1144) follows: 

Sec Your Legislators 

The House of Delegates at the One Hundred and 
Thirty-fifth Annual Meeting of the Medical Society of 
the State of New York voted unanimously “to adopt an 
expression of appreciation to the members and officers of 
the Legislature, and especially to the Governor, for the 
courteous reception extended to the representatives of 
the medical profession and the thoughtful consideration 
they have given medical and public health measures 
that have come before them." 

Legislators are not mindreaders, however disposed 
they may be to cooperate with their constituents and with 
the medical profession. They are not mindreaders but 
lawmakers. To make laws wisely they must be accurately 
informed. And especially is this true concerning matters 
medical since such matters are frequently highly tech- 
nical. 

It is, therefore, up to the doctors of medicine who know 
about these things to keep closely in touch with their 
representatives not only in Albany but in Washington 
also. Cooperation implies equal effort on both sides. 
No legislator can cooperate with an indifferent, silent, or 
uncommunicative profession. Let every member of this 
.Society get in contact with his representative or senator 
often. This is an obligation that medicine will neglect 
at its own peril and that constitutes a disservice to the 
public. 

Hospital Construction Federal Bill S. 1230 
(Section 45).— The House adopted a resolution 
which it had received from the Kings County 
Medical Society and revised in part to read: 

“The Medical Society of the State of New 
York is informed that the Senate Committee on 
Education and Labor, of which Senator Mead 
is a member, has under consideration S. 1230, 
the Hospital Construction Bill introduced by 
Senator Brown of Michigan. The Society, 
through its proper committee, has carefully 
studied the bill and wishes to file with Senator 
Mead certain objections to it in its present 
form: 

(1) It objects to the inclusion of an osteo- 
path on the National Hospital Advisory Coun- 
cil. This designation seems unnecessary, for 
no hospital would be created for that form of 
treatment alone since it is only a specialized 
form of treatment. 

(2) The bill seems to provide that only proj- 
ects constructed within the first year shall be 
supervised by the advisory council. Other 
projects conceivably will be constructed in 
Later years and the advisory council’s authority 
should be extended to cover these also. 

(3) The definition of the term ‘hospital’ in 
Section 18 is so worded as to permit of the 
construction, equipment and operation of 
health, diagnostic and treatment centers with- 
out specifying that there must be available 
bed capacity. Such centers, we believe, with- 
out available bed capacity would not con- 
stitute a hospital.” 

The Council directed Dr. Lawrence, the execu- 
tive officer, to carry out the instruction to reg- 
ister the objections of the Society to the biU. 


Interns — Health and Accident Insurance 
(Section 42). — The House received a suggestion 
that legislation be introduced "making it obliga- 
tory for hospitals in New York State to provide 
health and accident insurance for interns serving 
in their hospitals.” 

This matter was referred by the Council to its 
Committee on Public Relations and Economics. 
See Part X of the 1942 Council Report for action 
taken. 

Invitation to American Medical Association for 
1944 Meeting in New York City (Section 70).— 
The House authorized an invitation to the Ameri- 
can Medical Association to hold its 1944 Meeting 
in New York City. 

The invitation was given officially and by the 
delegates from the State Society. The decision 
of the A.M.A. House was for St. Louis in 1944. 

Laboratory Medicine (Section 55). — In 1940 
the House adopted the resolution: 

“Belt Resolved That: 

“1. The House of Delegates go on record as 
disapproving laboratory medicine by laymen 
or nonmedical personnel; 

“2. That measures for establishing a proper 
relationship between city and state depart- 
ments of health laboratories and physicians 
who practice pathology be endorsed; 

“3. That the work of state and city depart- 
ments of health be limited to the diagnosis of 
communicable diseases except where the diag- 
nostic facilities of the state and city health 
departments are the only diagnostic means 
available for indigent patients.” 

In 1941 the House, receiving a report that con- 
ferences with representatives of various organi- 
zations on this resolution had turned up differ- 
ences of opinion, adopted a recommendation 
“that the Council committee continue con- 
ferences looking toward the practical adoption 
of the spirit of the resolution by the laboratories 
concerned.” 

Formal conferences have not been held as yet. 

Laboratories — -Public Health (Section 55).— 
Recommendation: “Adoption of the principles 
stated in the proposal and appropriate action 
thereon by county medical societies and labora- 
tory directors throughout the state.” (See pro- 
posals in the Journal for April 1, 1941.) 

Formal meetings have not been held but there 
has been frequent informal contact with repre- 
sentatives of the Department of Health and of 
the Public Laboratories in the state, through the 
Council Committees on Public Health and Edu- 
cation and on Public Relations and Economics. 

Library Fund (Section 56). — Recommenda- 
tion : “the creation of a fund for a library in order 
to facilitate the work of the Publication Com- 
mittee should be referred to the Council lor 
study and action.” 

The Council delegated this study to the Pub~ 
lication Committee, which has not as yet made a 
final report. 

Manhattan State Hospital— Demolition (Sec- 
tion 55). — The Council was charged with cou- 
tinuing observation of the opposed plan 
early demolition of the hospital. 

No action has been necessary. 
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Medical Ethics Committee (Section 77). — 
Report of reference committee adopted included 
the following: 

‘‘The committee urges the Council to con- 
sider an amendment to our constitution set- 
ting up a body for the interpretation of medical 
ethics, to which committee questions could 
properly be addressed." 

See Part XI of Council Report for report on 
Council study. 

Medical Licensure to Graduates of Foreign 
Medical Schools (Section 75). — 

of Delegates: 

1 0 .'. -lnedicaHicensuiem 

New York State whether after examination or 

. ■ ■ . s 


uates of medical schools located in the United 
States and Canada. Any other method of rec- 
ognition would constitute the grossest type of 
discrimination in favor of foreign graduates; 

"2. That in the future recognition be ac- 
corded graduates of a foreign medical school 
who apply for license to practice medicine in 
the State of New York, only when there is in 
the possession of the Department evidence of 
the Duality of instruction imparted by the 
school of graduation. This must be of equal 
Quality with the evidence required of approved 
domestic schools. The identical standard 
should be applied in approving all medical 
schools, domestic or foreign.” 

The stand thus taken was ordered brought to 
the attention of the State Department of Educa- 
tion through the Secretary and Executive Officer 

Medical Preparedness — Funds to Assist 
County Societies (Section 74). — A resolution 
"as ordered committed to the Council “for such 
action as they may find expedient.” The lesoiu- 
tion reads: 

“That the Medical Society of the State of 
New York allot sufficient funds to assist the 
county committees on medical preparedness 
where it is evident that such assistance is 
needed.” 

The Council in October, 1941, postponed ac- 
the futuie status of draft board work 
should be determined. See Part XI of Council 
Report. 

it ,^®dical Practice Act — Definition of Word 
Antiseptic” (Section 41). — Resolution adopted 
and ordered presented to the Board of Regents of 
the University of the State of New York: 

‘Whebeas, the word ‘antiseptic’ has never 
been dearly defined as used in the Medical 
un lce Paragraph 2, Section 1262: be lt 
Resolved, that for the purpose of adminis- 
tration the term ‘antiseptic,’ as used in this 
•aw, shall be construed to refer to a substance 
employed for external application only,. or to 
serve as a solution for the sterilization of instru- 
ments, the effect in both instances being to 
prevent or inhibit the growth of microorgan- 
isms.” 

TifW 8 re3 ,°tation was presented to the Regents, 
a December the Executive Officer reported to 


the Council that in the opinion of the Attorney 
General the definition cannot be used legally 
since no State Department’s jurisdiction permits 
it to interpret the law in such fashion as to grant 
less than the law itself; that no definition of 
antiseptic as given in the dictionary or encyclo- 
pedia limits its use to external application: the 
only way in which the definition of the House 
could be put in operation would be to have it 
incorporated in the law. 

The Legislation Committee still has this under 
study. 

Medical Practice Act — Enforcement and Re- 
registration Fees (Section 47— -Enforcement). — 
Recommendation adopted: “that further an- 
nual reports on the workings of the Medical 
Practice Act be made to the House of Delegates 
from year to year.” 

See Section X of Council Report for this year’s 
report on enforcement. 

(Section 4S. Re-registration Fees — Disposi- 
tion) A resolution was referred to the Council for 
study. It read: 

“Whebeas, the Medical Practice Act of 
1930 provides for the payment by every prac- 
ticing physician of an annual re-registration 
fee of $2; and 

“Whereas, the medical profession was told 
at the time this law was proposed that the 
purpose of the fee is to provide the educational 
authorities of the state with funds with which 
to control the unlawful practice of medicine 
in the state with the implied or expressed prom- 
ise that such fees were to be collected for a 
period of five years by which time the problem 
of the control of unlawful practice of medicine 
was expected to be solved; and 

“Whereas, this annual fee has been col- 
lected annually since the effective date of the 
new law with no indication that it is not con- 
sidered a permanent tax; and 
“Whereas, there are no provisions or, at 
best, inadequate provisions for the care of 
indigent physicians in New York State; be it 
“Resolved, first, that the Nassau County 
Medical Society requests an accounting of the 
monies collected for annual re-registration 
since the effective date of the new law with a 
statement as to bow such monies were ex- 
pended; and be it further 

"Resolved, second, that a sum of money be 
set aside from this fund to be made available 
to the indigent physicians of the state; and be 
it further 

“Resolved, that a portion of the annual re- 
registration be henceforth allocated for such 
purposes; and be it further 

“ Resolved , that the delegates of the Nassau 
County Medical Society be instructed to 
present these resolutions to the annual meet- 
ing of the House of Delegates of the Medical 
Society of the State of New York to be held at 
Buffalo starting April 28, 1941, with the re- 
quest that the Medical Society of the State 
of New York sponsor and seek the introduction 
and passage of such legislation as might he 
necessary to make effective the purposes of 
these resolutions.” 

The Council in Part X reports fully on its 
study of this matter. 
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Instead of sending individual letters to the 
members and officers of the Legislature, the 
Council authorized that thanks be extended 
through an editorial in the Journal. The edi- 
torial, from the June 1, 1941, issue of the Journal 
(p. 1144) follows: 

See Your Legislators 

The House of Delegates at the One Hundred and 
Thirty-fifth Annual Meeting of the Medical Society of 
the State of New York voted unanimously “to adopt an 
expression of appreciation to the members and officers of 
the Legislature, and especially to the Governor, for the 
courteous reception extended to the representatives of 
the medical profession and the thoughtful consideration 
they have given medical and public health measures 
that have come before them.’* 

Legislators are not mindreaders, however disposed 
they may be to cooperate with their constituents and with 
the medical profession. They are not mindreaders but 
lawmakers. To make laws wisely they must be accurately 
informed. And especially is this true concerning matters 
medical since such matters are frequently highly tech- 
nical. 

It is, therefore, up to the doctors of medicine who know 
about these things to keep closely in touch with their 
representatives not only in Albany but in Washington 
also. Cooperation implies equal effort on both sides. 
No legislator can cooperate with on indifferent, silent, or 
uncommunicative profession. Let every member of this 
Society get in contact with his representative or senator 
often. This is an obligation that medicine will neglect 
at its own peril and that constitutes a disservice to the 
public. 

Hospital Construction Federal Bill S. 1230 
(Section 45).— The House adopted a resolution 
which it had received from the Kings County- 
Medical Society and revised in part to read: 

‘‘The Medical Society of the State of New 
York is informed that the Senate Committee on 
Education and Labor, of which Senator Mead 
is a member, has under consideration S. 1230, 
the Hospital Construction Bill introduced by 
Senator Brown of Michigan. The Society, 
through its proper committee, has carefully 
studied the bill and wishes to file with Senator 
Mead certain objections to it in its present 
form; 

(1) It objects to the inclusion of an osteo- 
path on the National Hospital Advisory Coun- 
cil. This designation seems unnecessary, for 
no hospital would be created for that form of 
treatment alone since it is only a specialized 
form of treatment. 

(2) The bill seems to provide that only proj- 
ects constructed within the first year shall be 
supervised by the advisory council. Other 
projects conceivably will be constructed in 
later years and the advisory council’s authority 
should be extended to cover these also. 

(3) The definition of the term ‘hospital’ in 
Section 18 is so worded as to permit of the 
construction, equipment and operation of 
health, diagnostic and treatment centers with- 
out specifying that there must be available 
bed capacity. Such centers, we believe, with- 
out available bed capacity -would not con- 
stitute a hospital.” 

The Council directed Dr. Lawrence, the execu- 
tive officer, to carry out the instruction to reg- 
ister the objections of the Society to the bill. 


Interns — Health and Accident Insurance 
(Section 42). — The House received a suggestion 
that legislation be introduced “making it obliga- 
tory for hospitals in New York State to provide 
health and accident insurance for interns serving 
in their hospitals." 

This, matter was referred by the Council to its 
Committee on Public Relations and Economics. 
See Part X of the 1942 Council Report for action 
taken. 

Invitation to American Medical Association for 
1944 Meeting in New York City (Section 70).— 
The House authorized an invitation to the Ameri- 
can Medical Association to hold its 1944 Meeting 
in New York City. 

The invitation was given officially and by the 
delegates from the State Society. The decision 
of the A.M.A. House was for St. Louis in 1944. 

Laboratory Medicine (Section 55). — In 1940 
the House adopted the resolution: 

“Belt Resolved That: 

“1. The House of Delegates go on record as 
disapproving laboratory medicine by laymen 
or nonmedical personnel; 

“2. That measures for establishing a proper 
relationship between city and state depart- 
ments of health laboratories and physicians 
who practice pathology be endorsed; 

“3. That the work of state and city depart- 
ments of health be limited to the diagnosis of 
communicable diseases except where the diag- 
nostic facilities of the state and city health 
departments are the only diagnostic means 
available for indigent patients.” 

In 1941 the House, receiving a report that con- 
ferences with representatives of various organi- 
zations on this resolution had turned up differ- 
ences of opinion, adopted a recommendation 
“that the Council committee continue con- 
ferences looking toward the practical adoption 
of the spirit of the resolution by the laboratories 
concerned.” 

Formal conferences have not been held as yet. 

Laboratories — Public Health (Section 55). 
Recommendation: “Adoption of the principles 
stated in the proposal and appropriate action 
thereon by county medical societies and labora- 
tory directors throughout the state.” (See pro- 
posals in the Journal for April 1, 1941.) 

Formal meetings have not been held but there 
has been frequent informal contact with re P re l 
sentatives of the Department of Health and of 
the Public Laboratories in the state, through the 
Council Committees on Public Health and Edu- 
cation and on Public Relations and Economics. 

Library Fund (Section 56). — Recommenda- 
tion : “the creation of a fund for a library in order 
to facilitate the work of the Publication Com- 
mittee should be referred to the Council lor 
study and action.” 

The Council delegated this study to the Pub- 
lication Committee, which has not as yet made a 
final report. 

Manhattan State Hospital— Demolition (Sec- 
tion 55).— The Council was charged with con- 
tinuing observation of the opposed plan or 
early demolition of the hospital. 

No action has been necessary. 
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Report of the Treasurer 


To the House of Delegates; Gentlemen: 

The financial status of the Society is shown by 
the following figures taken from the annual re- 
port of the auditors, Messrs. J. K. lasser & Co., 
for the year 1941. 

Attention might be called to a few of the items 
contained in it. Due to the general condition 
of the security market in these troubled times, 
there has been during the year a depreciation in 
the market value of our holdings of about S8,S00, 
but in spite of this depreciation our balance has 
increased by about 814,500. This favorable 
financial result of a year’s activities is due to our 
income from investments and bank balances of 
about 812,300 and to the excess of dues income 
over operating expenses of about SI 1,000. 

This balance does not quite show' the com- 
plete picture, however, for there are the inven- 
tories and other assets on the one side to be con- 
sidered, and the liabilities on the other. The 
inventories and other assets total 811,600 and 
the liabilities about S8,2Q0, so there is a favor- 
able balance between these two items of about 
-.3,400. In last year’s report the liabilities ex- 
ceeded the inventories and other assets by 81,400, 
so that in this respect we are better off than last 
year by about 54,800. This should be added to 


the increase in our balance, giving a figure of 
about 519,300. 

I wish that we could hope for a similar favor- 
able balance next year, or even any kind of favor- 
able balance, but the indications are all point- 
ing in the opposite direction, with an ever in- 
creasing number of our members entering the 
armed services of the United States, and with the 
cost of materials and supplies rising sharply. 

The extent to which we will suffer financially 
during the present fiscal year (1942 calendar 
year) cannot be estimated with any accuracy 
at the time that this report is written (March 1), 
but it is evident that strict economy will have to 
be practiced by all of us, and it is very probable 
that in addition some drastic curtailment of ac- 
tivities and services may be necessary if our ex- 
penses are to be kept from far exceeding our 
total income. 

In closing I wish to thank those members ol 
the office staff, who have the keeping of the 
books and the care of the other financial details 
of the Society, for the conscientiousness and ac- 
curacy with which they have performed then- 
duties and for their cheerful cooperation. 

Respectfully submitted, 

Kirbt Dwight, M.D., Treasurer 

March I, 1942 


Auditors’ Statement 


ft e have completed an examination of the bal- 
ance sheet of the Medical Society of the State 
v> ew York as of December 31, 1941, and the 
j income and capital for the year 

ended with that date, and have reviewed the 
system of internal control and the accounting 
procedures of the Society, have examined or 
tested accounting records of the Society and 
other supporting evidence by method and to the 
extent we deemed appropriate. 


In our opinion, the accompanying balance 
sheet and related statements of income and 
capital present fairly the position of the Society 
at December 31, 1941, and the results of its 
operations for the year ended that date. 

Respectfully- submitted, 

J. E. Lasser & Co., 
Accountants & Auditors 

February 2, 1942 
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Medical Relief (Section 72).— Resolution 
adopted: 

“Whereas, the indigent of the City of New 
York are provided with medical care through 
a plan devised by the Medical and Nursing 
Service for Home Care; and 
“Whereas, these same indigents require 
ambulatory care for which no provision is 
made; and 

Whereas, the physicians of the City of New 
York are supplying this ambulatory care with- 
out remuneration; be it 
“Resolved, that the Bronx County Medical 
Society recommend that provisions be made 
for the ambulatory care of indigent patients 
in the office of the private practitioners and 
that the physicians be adequately remunerated 
for this care; and be it further 
“Resolved, that these resolutions be intro- 
duced at the House of Delegates at the meet- 
ing of the New York State Medical Society in 
April, 1941.” 

This matter was referred by the Council to its 
Subcommittee on Medical Relief. 

Motor Vehicle Drivers — Medical Examinations 
(Section 47). — Recommendation adopted: that 
the following portion of the 1941 Council Re- 
port be referred back to the Council for further 
study and recommendation. That reads: 

“Regarding drunken drivers, tests are now 
available to determine alcoholic content in the 
blood and legislation is contemplated which 
will permit such tests to be made where acci- 
dents have occurred. The medical profession 
has not as yet passed upon the proposed tests, 
but at least two other states have incorporated 


Special Committees to Be Continued (Sec- 
tions 39 and 56). — The House directed that the 
two special committees on Publication and on 
Office Administration and Policies be continued, 
to consist of the same officials: the general 
manager; the director of the Public Relations 
Bureau, who is also business manager of the 
Journal and Directory; the literary editor; the 
treasurer; and a separate member of the Board 
of Trustees on each committee. 

_ Tattoo Code for Serum Sensitive (Section 
55). — Recommendation adopted: 

“That the Council of this Society be in- 
structed to draw up a resolution to be pre- 
sented to the American Medical Association 
at its meeting in June this year, requesting 
the American Medical Association to appoint 
a committee to study this question and take 
suitable action thereon." 

A resolution was presented to the House of 
Delegates of the American Medical Association 
on June 2, 1941, where the matter was referred to 
the Council on Scientific Assembly for study 
and such action as its Board of Trustees might 
order. 

Thoracic Diseases— Symposium (Section 44). 
— The House, receiving a request for creation of 
a new “Session on Thoracic Diseases,” requested 
instead that the Council “consider the incorpora- 
tion of a symposium on thoracic diseases.” 

The Council approved a decision by its Sub- 
committee on Scientific Program of its new Com- 
mittee on Convention to devote one of the two 
general sessions at the 1942 Meeting to thoracic 
diseases. 


them in their restrictions.” 

See Part XI of Council Report for further re- 
port. 

Physicians’ Benevolence Fund (Section 56). — 
The House referred to the Council the question 
of creation of a Benevolence Fund for relief of 
physicians incapacitated by age, infirmities, and 
actual poverty. 

The Council has received report from a com- 
mittee which it appointed that in the opinion of 
Legal Counsel a plan originally advanced by Dr. 
Kosmak is legal. It is the understanding of the 
Council that Dr. Kosmak will present an en- 
abling amendment to the Constitution and 
Bylaws. 

School Health Program (Section 37). — The 
House adopted a recommendation: 

“That the Council be instructed by this 
House of Delegates to continue its efforts along 
the present lines to the end that doctors be 
put in 'charge of health and health problems 
among children of school age, eventually 
bringing back to the Department of Health 
the health of our school children, because this 
is certainly where it belongs, and Health 
Education should be continued under the 
guidance of educators, whether lay or medical.” 
The Council has continued, its efforts through 
its subcommittee. See Section III of Council 
Report. 


Women Physicians for Army and Navy Medi- 
cal Corps (Section 69). — The House instructed 
the Delegates of the State Society to introduce a 
resolution in the meeting of the American Medi- 
cal Association House of Delegates, favoring 
admission of women physicians to the Medical 
Corps of the Army and Navy. 

This instruction was carried out on June 2, 
1941. The resolution was defeated. 


Workmen’s Compensation (Section 58). 
The House adopted recommendations: 

1. For modification of Section 13-g(2) to re- 
move necessity of the Medical Society arbitrat- 


ing hospital bills. . . 

2. Revision of Statute Subsection 13-g to in- 
clude a sentence to enforce payment ot bills 
not objected to ” without necessity of court ac- 

3. Amendment to Section 13-g(2) so *hat 
disputes in regard to the payment ot a bn 
cause of alleged failure of a physician to o 
tain authorization should be arbitrated. 

The suggested amendments were referred to 
.he Legislative Committee by the Council. 

The House referred to the Council for further 
lonsideration the question of placing t 
or of the Workmen's Compensation Bureau on a 
ull-time instead of part-time basis. 

The Council after study decided not to change 
he basis of employment of the direc or. 
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Checking Accounts 

Regular 

Funds 

Investment 

Funds 

Total 

Guaranty Trust Company 

National City Bank of New York . 

The Chase National Bank 

520,214.74 

4,971.84 

2,401.53 

5 5,405.65 

5 20,214.74 
4,971.84 
5 7,807.18 


S27.588.ll 

5 5,405.65 

5 32,993.76 

Savings Accounts 

Various Savings Banks 

528,568.57 

5 14,053.18 

S 42,621.75 

Pettt Cash Funds — Office 

5 600.00 


5 600.00 

Total 


S 19,458.83 

5 76,215.51 

Lucien Howe Prize Fund 

Merritt H. Cash Prize Fund 

A. Walter Suiter Lectureship Fund. . 

PRIZE FUNDS 


On Deposit 
Union Dime 
Savings Bank 
5 1,539.85 
762.78 
1,177.88 

Total 



5 3,480.51 


Securities 

The investments of the Society (General Fund) may be summarized as follows: 

At Cost 


Bonds and Mortgages 5153,763.28 

Stocks 139,581.34 

Total 5293,344.62 


All of these securities are in the possession of the Chase National Bank as Custodian for the 
Trustees of the Medical Society of the State of New York. 


CONDENSED STATEMENT OF OPERATING INCOME AND EXPENSES FOR THE YEAR 

ENDED DECEMBER 31, 1941 

Operating Income 


Members’ Dues — Current Year 1941 5170,825.00 

Prior Years 2,237.00 

Net Income from 1941 and 1940 Annual Meetings 3,307.02 -5176,369.02 


Operating Expenses 

Administrative 5 44,752.42 

Public Relations .. 21,438.90 

Legislative 16,344.74 

Net cost of 1941-1942 Directories Distributed 18,096.93 

Net cost of 1939-1940 Directories Distributed 2,921 . 18 

Net Cost of Journals 15,847.58 

Counsel Retainer Fees and Expenses 12,453.47 

traveling Expenses 9,727.49 

Workmen's Compensation Bureau 8,836.09 

scientific Activities 9,522.17 

tension to Retired Office Manager 3,000 . 00 

District Branch Executive Committee Meetings 1,910.91 164,851.88 


Excess op Operating Income Over Operating Expenses 3 11,517.14 
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ASSETS 

GENERAL FUND 


Current Assets 

Cash in banks and on hand S 76,215.51 

Accounts Receivable — Advertisers S 2,794.33 

Others 935.35 


S 3 729 . 68 

Less: Reserve for Doubtful Accounts 503.93 3,225.75 


Dues Receivable 14,580.00 

Securities — 

At Market Value (Cost S293,344 .62) 5246,286 .75 

Accrued Interest Receivable 4,304.83 250, 591. 5S 


Inventories — At Cost: 

Paper Stock S 5,510.13 

Stationery and Supplies 1,761.72 7,271.85 


Other Assets 

1941-1942 Medical Directories on Hand — At Cost. . 
Advance Costs in Connection with 1942 Operations, 


5351,884.69 

3,861.27 

548.00 


Furniture and Fixtures 
At Nominal Value 


2.00 

S356.295.96 


ENDOWMENT FUNDS 
Cash in Bank 


S 3,480.51 


Securities 

At Market Value (Cost 55,808.75) 
Accrued Interest Receivable 


TOTAL ASSETS 


S 4,477.50 
27.09 


4,504.59 


S 7,985.10 
S364.281.06 


LIABILITIES AND CAPITAL 

GENERAL FUND 
Current Liabilities 
Accounts Payable 

Paper and Envelopes for Journal. 

Office Expenses, Supplies, Commissions 

Deferred Income 

Prepaid Subscriptions to Journal 

Prepaid 1942 Membership Dues 

Excess of Receipts over Disbursements 

in connection with 1942 Annual Meeting 

Capital — (page 680) 


S 3,975. S9 
476.90 S 


4,452.79 


S 808.63 

2,010.00 

984.36 3,802.99 

77 348,040.18 

S356, 295. 96 


ENDOWMENT FUNDS 
Capital 

Lucien Howe Prize Fund. 
Merritt H. Cash Prize Fund. . . 
A. Y7. Suiter Lectureship Fund 


S 


3,765.27 

1,848.62 

2,371.21 


S 7,985.10 

$364,281.06 


TOTAL LIABILITIES AND CAPITAL 
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volve expenditure of money to plan seriously 
on the cutting down of their outlays and the 
making of substantial budgetary savings.” 
The Board is glad to report that the financial 
condition of the Society continues sound and 
that so far the Society has lived within its in- 
come from dues without embarrassing curtail- 
ment of its activities or the shirking of any of its 
truly important duties and responsibilities. 
Serious concern for the future along financial as 


well as other lines, however, is distinctly in 
order. 

Respectfully submitted, 

Edward R. Connute, M.D. 
William H. Ross, M.D. 

Thomas M. Brennan, M.D. 

George W. Kosmak, M.D. 

WttLLur A. Groat, M.D., Chairman 

March 9, 1942 


Report of the Counsel 


To the Bouse of Delegates; Gentlemen: 

Your Counsel herewith submits his report of 
the activities of the Legal Department of the 
Medical Society of the State of New York for the 
period from February 1, 1941, to and including 
January 31, 1942. 

Brevity is the objective to be sought in the 
making of a report of this character. Thus, 
only the barest outline of the work done in our 
Department can be given. This, of course, does 
not give any adequate picture of the work done 
or the responsibility assumed by our Department. 

At the outset of this report, we wish to record 
our grateful appreciation for the assistance and 
cooperation furnished by your officers and your 
committeemen. 

In making his report, your Counsel adheres to 
the convenient category employed in previous 
years whereby his activities have been divided 
into three main divisions: (a) the actual han- 
dling of malpractice actions before courts and 
juries and in the appellate tribunals; (b) counsel 
work with officers, committees, and individual 
members of the Society; and (c) legislative ad- 
vice and activities . 

Litigation. — For a number of years we have 
caned to the attention of the membership 
the dangers of careless, hasty, and unjustified 
criticism by one physician of the work of an- 
other. We feel it necessary to do so again this 
year. In these times of unrest and economic dis- 
tress not much is needed to plant in the mind of a 
patient the idea of a malpractice action. While 
the matter is not susceptible of definite proof, 
we feel that we state a fact when we say that 
many malpractice actions stem from just such 
Criticism.^ The fact that the physician does not, 
m many instances, intend that his remarks shall 
result in a malpractice action, does not help the 
situation. When the criticism is made, the 
damage has been done. 

It is almost unnecessary to call to the atten- 
tion of your membership the ever present hazard 
. a malpractice action to the practicing physi- 
cian, nor should it be necessary to note that the 
rights of the physicians in malpractice actions 
are m the hands of lay jurors, who frequently are 
unduly influenced by factors that do not go to 
the merits of the case. While theoretically 
sympathy, passion, prejudice or bias have no 
place in the jury box, as a practical proposition 
'e know that jurors are rendering verdicts every 
r °' ir courts where these elements or some 
oi them are responsible for the verdict. 

It is difficult to understand why more oi the 
members of your Society do not avail them- 
elies of the Group Plan of insurance sponsored 


by the State Society. We have yet to meet a 
physician facing a lawsuit without this insurance 
who did not voice deep regret over his failure to 
take advantage of the benefits of the Group Plan. 
The Group Plan deserves and should receive the 
loyal support of every member of the Society. 
It has been in operation for some twenty years 
and its outstanding success is a matter of record. 

At this point mention should be made of the 
Yorkshire Indemnity Company, the carrier 
under your Group Plan. This company is 
now entering its seventh year as such carrier. 
It has lived up in every way to all of its obliga- 
tions and, in addition, has demonstrated its genu- 
ine and enthusiastic interest in the successful 
operation of our Group Plan. Appreciation 
should be recorded of the cooperation furnished 
by Mr. Horace Crowell, Jr., claim agent of the 
Yorkshire Indemnity Company, with whom your 
Counsel and office staff are in almost daily con- 
ference and consultation. 

Mention should also be made of the splendid 
work of your Insurance Committee headed by 
Dr. Clarence G. Bandler. We have conferred 
on a number of occasions during the reporting 
period with Dr. Bandler with relation to the 
problems before the Insurance Committee. 

We also have conferred with Air. Harry F. 
Wanvig, the authorized insurance indemnity 
representative, and with his office staff on various 
matters pertaining to the operation of the Group 
Plan. 

For many years I have recorded in this report 
my deep appreciation for the splendid work of my 
associates, Mr. William F. Martin and Mr. 
Thomas H. Clearwater. 

Mr. Martin’s reputation in the defense of 
malpractice actions is well and favorably known 
throughout the entire state. His experiences 
in this field for fourteen years have won for him 
expressions of the highest approval from judges, 
lawyers, and doctors in all parts of the state, 
not only lor his exceptional ability as an advo- 
cate but for his fine personal qualities as well. 

Mr. Thomas H. Clearwater, the Attorney for 
your Society, has had close contact for many 
years with the members of your Society and with 
its officers and committeemen. Mr. Clearwater 
is a gentleman of exceptional ability and char- 
acter, and he has rendered to your Counsel at all 
times the fullest measure of cooperation and 
support. 

We cannot leave this subject without paying 
tribute to the splendid spirit of industry, loyalty, 
and devotion manifested by your Counsel’s 
entire staff, both legal and clerical. 

With tins preliminary statement, we note 
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ANALYSIS OF FINANCIAL INCOME, EXPENSE, AND CAPITAL 
FOR THE YEAR ENDED DECEMBER 31, 1941 


January 1, 1941, Balance 

Additions— 

Excess of Operating Income over Operating 

Expenses 

Interest on Bank Balances 

Income from Securities 

Additional Income from Estate 

Additional Capital from Estate 


Deductions — 

Depreciation in Market Value of Securities 

Owned 

Loss on Sale of Securities 

Custodian and Investment Service Fees 

Prize Awards 


December 31, 1941, Balance 


General 

Fund 

Lucien 

Howe 

Prize 

Fund 

Merritt 
H. Cash 
Prize 
Fund 

A. IV. 
Suiter 
Lecture- 
ship 
Fund 

S333.562.10 

S3.818.26 

SI, 829. 09 

SI, 942. 28 

11,517.14 

830.57 

11,536.55 

27.01 

102.50 

14.53 

35.00 

13.64 

100.00 

70.50 

369.79 

S357.446.36 

S3, 947. 77 

Sl.878.62 

S2, 496.21 

S 5,644.30 
3,227.53 
534.35 

S 82.50 

100.00 

30.00 

75.00 

50.00 

S 9,406.18 

S 182.50 

S 30.00 

S 125.00 

S348.040.1S 

S3, 765. 27 

S1.84S.62 

S2.371.21 


Report of the Board of Trustees 


To the House of Delegates; Gentlemen: 

I have the honor to report for the Board of 
Trustees on its supervision of the financial af- 
fairs of the Society since your last meeting on 
April 29, 1941. 

At that meeting there were passed amend- 
ments to the bylaws of the Society changing the 
fiscal year to coincide with the calendar year. 
It became necessary, therefore, first, that the 
Council present, and the Board of Trustees ap- 
prove, a budget for the six months from July 1, 
1941, to December 31, 1941. This was done, and 
then later a budget for the full year 1942 was 
set up and approved in similar fashion. 

Contract renewals were made with the Execu- 
tive Officer and with Mr. Kent Lighty for seeur- 
ing advertisements for the Journal and Direc- 
tory and for sale of technical exhibit space for the 
1942 Annual Meeting. Re-employment of Mr. 
Brosnan as legal counsel, Mr. Clearwater as at- 
torney, and Dr. Kaliski as director of the Bureau 
of Workmen's Compensation was effected. 

On recommendation of the Council that Dr. 
Irving and Dr. Lawrence attend the meetings 
of the House of Delegates of the American Medi- 
cal Association, the Board authorized payment 
of travel expenses on the same basis as for the 

el The investments of the Society have been the 
subject of close and constant study, m the double 
effort to maintain income from securities and at 
the same time to keep the funds mvested as 


sound as possible in these times. Upon ndvice 
of the Chase National Bank, some securities 
have been sold and others purchased. 

In view of the policy adopted of remitting 
state assessments for members who went mm 
military or naval service before June I, 
and a considerable increase is expected before 
June, 1942— the Board has counseled all officers 
and chairmen of committees to pay P;- rUc ^ 
attention to the limitation of expenditures, ine 
following letter, signed by the chi Ji r man “ ^on- 
instance of the Board, was sent to those con 
cerned, on January 17, 1942. 

"At its meeting on Januaiy 8, 

Board of Trustees requested me as 'techai f _ 
man to transmit to the adnumst ^ 

ficers of the Society and the ehairinen « an 

Council Committees a memorial ui£ing tn 

to conserve their Society resources by limiting 
their expenditures. T> n „ rd 

“This decision was reached after t ° 
had considered ^**£££££$3% 
that would develop from .““f active military 

of state assessments because of act, 
and naval service. In 

felt that rising taxes and mterfere^ ^ 
ordinary business might s . they might 

cial status of other members that theym 

be unable to pay their dues^ M concerned 

part of wisdom, therefore, that in- 

With the various Society activities 
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TABLE 2. — Number op Members Insured During 
Reporting Period, the Number of Members in the 
County Societies, and the Percentage of Insured 
Members* 


Albany 

Alleghany 

Bronx 

Broome 

Cattaraugus.., 

Cayuga 

Chautauqua.., 

Chemung,,... 

Chenango 

Clinton 

Columbia. .... 

Cortland. ...... 

Delaware.... . 

Dutchess 

Erie 

Essex 

Franklin 

Fulton. 

Genesee 

Greene, 

Herkimer 

JefFeraon 

Kings 

Lewis „ 

Livingston 

Madison 

Monroe 

Montgomery. , 

Nassau 

New York 

Niagara. , , . , , 

Oneida 

Onondaga...., 

Ontario 



Orleans 

Oswego...... . 

Otsego. 

Putnam 

Queens 

Rensselaer 

Richmond 

Rockland 

St. Lawrence. 
Saratoga. 
Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . 

Wayne 

Westchester. . 
Wyoming,.., , 
Yates 


191 1-1942 


A 

B 

C 

307 

176 

57 

38 

11 

29 

1,448 

566 

39 

203 

98 

48 

69 

29 

42 

6S 

42 

62 

106 

59 

56 

92 

58 

63 

35 

19 

54 

45 

29 

64 

41 

10 

24 

37 

14 

38 

37 

19 

51 

178 

37 

21 

924 

346 

37 

35 

12 

34 

58 

28 

48 

56 

32 

57 

41 

24 

59 

32 

19 

60 

56 

27 

48 

91 

52 

57 

2.965 

1,218 

41 

17 

11 

65 

45 

14 

31 

47 

20 

43 

573 

268 

47 

60 

14 

23 

476 

263 

55 

5,375 

2,761 

51 

155 

65 

42 

240 

119 

48 

407 

220 

54 

80 

36 

45 

181 

96 

53 

22 

8 

36 

53 

34 

64 

68 

31 

46 

16 

5 

31 

1,101 

593 

54 

126 

73 

58 

135 

54 

40 

IQl 

37 

37 

79 

26 

33 

64 

34 

53 

155 

88 

57 

18 

17 

94 

11 

5 

45 

29 

13 

45 

81 

45 

56 

238 

119 

50 

54 

30 

56 

30 

13 

43 

82 

37 

45 

85 

27 

32 

64 

28 

44 

49 

17 

35 

68 

31 

45 

748 

421 

56 

37 

12 

32 

26 

16 

62 

18,164 

8.627 

47 


* A— number of members in county society; B — 
number of members insured; C — percentage insured. 


physician who, upon entering the military serv- 
ice, turns over his practice to another physician 
on a percentage basis. 

21. Inquiry concerning the legal consequences 
t a verbal consent to operation as distinguished 
trom a written consent. 

Other Counsel Activities, — Your Counsel, 
acting with the Committee on Bylaws, examined 
various proposed amendments to the Constitu- 
tion and Bylaws of a number of component 
county societies and has rendered advice and 
made suggestions in connection therewith, 
rr ^ ®'i r . 9 OUI isel drew the contracts between Mr. 
rvent iighty and the State Society with reference 


to advertising matter in the New York State 
Journal of Medicine, the Medical Directory of 
New York, New Jersey , and Connecticut, and the 
Commercial Exhibits. 

Your Counsel drew the contract between the 
Society and Dr. Joseph S. Lawrence, its execu- 
tive officer. 

Your Counsel drew the contract between the 
Society and Dr. Peter Irving, its secretary and 
general manager. 

Your Counsel also drew the contract between 
the Society and Mr. Dwight Anderson, as direc- 
tor of the Public Relations Bureau and business 
manager of the New York State Journal of 
Medicine and the Medical Directory of New York, 
New Jersey, and Connecticut. 

Your Counsel has conferred at various times 
with members of the various committees on 
certain phases of their work. 

Your Counsel attends and advises at the 
monthly meetings of the Council of your Society. 

Your Counsel is constantly in communica- 
tion by telephone and letter with Dr. Peter 
Irving, secretary and general manager of the 
Medical Society of the State of New York, with 
regard to the many questions which arise almost 
daily in connection with his work. 

It should also be noted that daily telephone 
calls from members of the Society come to your 
Counsel and his office staff, which require ad- 
vice and assistance on various problems. Most 
of these telephone inquiries present emergency 
situations which cannot be handled by corre- 
spondence. 

Legislative Advice and Activities. — During the 
period of time that the Legislature was in ses- 
sion in 1911, your Counsel examined certain 
bills affecting the medical profession and gave 
advice with respect thereto, and conferred with 
the Executive Officer of the Society regarding 
such bills on various occasions. 

Mr. Clearwater attended the Annual Confer- 
ence of the Council Committee on Legislation 
with the Chairmen of the County Society Legisla- 
tion Committees held at Albany. 

At the time of the writing of this report, your 
Counsel has already been in conference with the 
Executive Officer and numerous other persons 
with respect to certain bills before the Legis- 
lature at its current session. Of particular 
importance among said bills presently before the 
Legislature is that designed to modify the 
Statute of Limitations on malpractice actions, 
which bill your Counsel has been and is con- 
tinuing to oppose vigorously. 

At present, the Statute of Limitations ap- 
plicable to malpractice actions provides that 
such cases must be instituted within two years 
after their accrual. By said bill, it is proposed 
to change the law so that such actions must be 
commenced within one year after their accrual 
with the proviso that they are not deemed to 
have accrued until discovery of malpractice by 
the patient and with the iurther proviso that 
in no event shall they be brought more than 
six years after the treatment of the case. 

Upon cursory analysis, the bill would seem 
to have some merit, but it is your Counsel’s 
opinion that possible advantages of the pro- 
posed legislation would be far outweighed by 
the fact that physicians would be subjected to 
numerous actions instituted as much as six years 
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that there were commenced within the present 
reporting period 153 cases. These figures, of 
course, do not include a number of claims out- 
standing on which suit may ultimately be 
brought. Of equal importance with the actual 
work of litigation is the preventative work done 
by your Counsel and his office staff. Throughout 
the year we are in consultation with many 
claimants and their attorneys and frequently 
we have been successful in demonstrating to 
them in fact and in law that no valid claim 
exists. Thus these claims never reach a suit 
stage. 

Table 1 shows that during the present re- 
porting period we disposed of 146 cases. Fifty- 
two of these cases were settled and 89 terminated 
successfully in favor of the physician. In 5 
cases there were judgments for the plaintiff. 

We note from Table 1 that there were pending 
as of January 31, 1942, 413 cases. 

Table 2 gives the number of members insured 
during the reporting period, the number of mem- 
bers in the county societies, and the percentage 
of insured members. 

Counsel Work. — During the period of this 
report, your Counsel prepared for the Society’s 
Journal articles in the nature of editorial com- 
ment. These articles have included the follow- 
ing: Responsibility of Physician for Acts of 
Nurse; Responsibility of Surgeon for Care 
Following Operation; Physicians and Surgeons — 
Evidence of Malpractice; Liability of Surgeon 
in Needle Breaking Case; Workmen’s Compensa- 
tion — Alleged Fraud in Physician’s Report; 
Licensing of Foreign Physicians; Privilege — 
Public Health Records; Wrongful Death Case — 
Failure of Proof. 

At the request of the House of Delegates, your 
Counsel has also prepared for publication in the 
Journal a number of inquiries and the answers 
to the same which have been received from mem- 
bers of the Society seeking information on legal 
questions considered to be of general interest to 
the profession. 

In addition, your Counsel has prepared for 
publication in the Journal several digested re- 
ports of cases handled by your Counsel which 
were considered to be of interest to the members 
of the profession. 

Your Counsel is pleased to learn from the 
members of your Society, from time to time, 
that they enjoy reading these reports and articles 
and that they find them to be interesting and 
instructive. 

In addition to his other duties, your Counsel 
receives frequent requests for opinions, orally 
and in writing, on various topics. Some of the 
matters upon which advice has been given (in 
writing) are the following: 

Inquiries. — 1. Inquiry from a physician as 
to the propriety of revealing confidential and 
professional information obtained in examining 
applicants for factory employment. 

2. Inquiry regarding the legality of use of 
nonhusband donor for artificial insemination. 

3. Several request s for information regarding 
the recent amendments to the Education Law 
relating to interns and residents. 

4. Request for an opinion concerning the 
extent to which an intern, resident, or medical 
student may legally practice medicine. 

5. Inquiry as to the liability of a hospital 


TABLE 1. — Number or Suits Instituted and Dis- 
posed of in 1941-1942 



Instituted 

Disposed of 


1941-1942 

1941-1942 


(12 months) 

(12 months) 

1. Fractures, etc 

14 

10 

2. Obstetrics, etc 

13 

9 

3. Amputations 

o 

1 

4. Burns, x-rays, etc 

... 22 

21 

5. Operations: abdominal. 


eye, tonsil, ear, etc... 

.. 38 


6. Needles breaking 

1 

o 

7. Infections 

17 

11 

8. Eye infections 

1 

6 

9. Diagnosis 

12 

17 

10. Lunacy commitments.. 

2 


1 1. Unclassified-medical. . . 

.. 31 

18 

Totals 

.. 153 

146 

Actions for death 

.. 24 

22 

Infants’ actions 

12 

12 

Totals 

.. 36 

34 

How Disposed of 


Settled 


52 

Terminated in favor of defend- 


ant physician 


89 

Judgment for plaintiff 


5 



146 

Pending on January 31, 1941.. 

.. 406 


Pending on January 31, 1942.. 

.. 413 



Board of Managers for the acts of doctors, 
interns, nurses, or others associated with the 
hospital. 

6. Request for information as to whether 
resident physicians must be licensed. 

7. Inquiry as to the legality of an arrange- 
ment whereby a practicing physician has asso- 
ciated with him a nonlicensed physician. 

8. Request for information as to the method 
of incorporating a Medical Society. 

9. Inquiry concerning remuneration for the 
care of relief cases. 

10. Inquiry with respect to the necessity for 
written consent to operations. 

11. Inquiry as to the right to collect a lee 
when a substitute attends a patient during 
delivery. 

12. Request for advice as to whether a prac- 

titioner licensed in New York is entitled to prac- 
tice medicine in Massachusetts. , 

13. Inquiry as to the responsibility ot a 
physician for the acts of a doctor taking over 
his practice when the former enters the mihtaiy 

service. • • 

14. Request for an opinion from a physician 
as to his right to reveal confidential information 
(a) to another physician and (b) to an insuran 

C °15^ a Requests for forms of consent to opera- 

tl0 W. Inquiry as to the right to perform a 
postmortem cesarean without permission. 

17. Inquiry as to the right to perform stenh 
zation operations where no medical 

3Xl lt Inquiry as to the right of a physician to 
utilize the services of a nonnurse fl-ssis 

;he administration of diathermy treatment 

19. Inquiry as to the necessity of opera 

lonsent in cases involving minors. ( a 

20. Inquiry as to the legal responsibU y 
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Telegraph Company, New York City; Occupa- 
tional Diseases, Dr. Irving Gray, chairman. Com- 
mittee on Industrial Health, Medical Society of 
the County of Kings, slide demonstration; The 
Prevention of Infection in Injury, Dr. Samuel 
Potter Bartley, chief, Traumatic Clinic, Long 
Island College Hospital, Brooklyn; Placement 
of the Handicapped, Murray Nathan, member 
of administrative staff, New York State Employ- 
ment Service, Albany; Rehabilitation, Dr. Henry 
H. Kessler, medical director, New Jersey State 
Rehabilitation Clinic, Newark, New Jersey. A 
sound film was shown. 

At the afternoon session we were especially 
honored in having as our guest speaker Dr. 
Frank H. Lahey, director of the Lahey Clinic 
in Boston and president of the American Medical 
Association. Dr. Lahey talked on Diseases of 
the Thyroid Gland. An exceptionally fine slide 
demonstration accompanied the address. 

Between the morning and afternoon sessions, 
a luncheon was held at the hotel attended by 188 
physicians and members of the woman's auxili- 
aries of the four component county societies of 
the Second District Branch. 

We were addressed after the luncheon by Dr. 
Samuel J. Kopetzky, president of the Medical 
Society of the State of New York. Dr. Frank 
Lahey also spoke at this time. 

At the morning meeting the auxiliaries heard 
Dr. Luvia M. Willard, president of the American 
Women’s Hospital Reserve Corps. Dr. Ko- 
petzky, president, and Dr. Joseph Lawrence, 
executive officer of the State Society, talked to 
the auxiliaries in the afternoon. 

In addition to Dr. Kopetzky and Dr. Law- 
rence, other State Society officials present at our 
meeting were Dr. Peter Irving, secretary and 
general manager; Dr. Louis H. Bauer, speaker 
of the House of Delegates; Dr. William H. Ross, 
trustee; Drs. Herbert H. Bauckus and Augustus 
J. Hambrook of the Council; and Mr. Dwight 
Anderson, director, Public Relations Bureau. 

During this year I have visited the four com- 
ponent county societies in the Second District 
Branch. 

Respectfully submitted, 

Bcrdge P. MacLean, M.D., President 
February 13, 1942 

Report of the Third District Branch 

To the House of Delegates; Gentlemen: 

A successful meeting of the Third District 
Branch was held at Catskill on September 30, 
1941, at which time an unusual and unique pro- 
gram was presented. 

Approximately seventy-five doctors attended 
the meeting, with a good representation of each 
county society of the Branch. The morning 
session was given up to the chairmen of the stand- 
ing committees of the Medical Society of the 
otate of New York, each giving a r&umd of his 
own work and problems. 

An excellent luncheon was served at noon, and 
Dr. Samuel J. Kopetzky, New York City, presi- 
dent of the State Society, was the speaker. In 
the afternoon the chairmen of the Council com- 
mittee3_ of the State Society met at a round- 
table discussion with the chairmen of the corre- 
sponding standing committees of each county 


soi ’ . ■ ■ . . . ' Iranch. 

■ „ „ ngand 

educational, and I feel that each doctor went 
back to his own county medical society with a 
message of inestimable value concerning the 
workings of the State Medical Society. 

I believe this type of meeting should be rotated 
around the various district branches at least 
once a year, for what our Branch learned at this 
meeting gave us an entirely different slant on the 
general workings of the State Medical Society. 
Respectfully submitted, 

Mahlon H. Atkinson, M.D., President 
March 10, 1942 

Report of the Fourth District Branch 

To the House of Delegates; Gentlemen: 

The thirty-fifth annual meeting of the Fourth 
District Branch was held on Friday and Satur- 
day, September 26 and 27, 1941, at the Lake 
Placid Club. The Essex County Society was the 
host Society. 

The meeting was called to order at 2:00 p.m., 
daylight-saving time, and the first order of busi- 
ness was the presentation of a memorial in honor 
of our president, Dr. E. Harrison Ormsby, who 
had died on July 18, 1941. This memorial was 
written by a committee of Dr. H. S. Howard, of 
Minaville, and Dr. C. K. Tomlinson, of Amster- 
dam. It was presented by Dr. Stephen H. 
Curtis, of Troy. A motion was passed that this 
memorial be spread upon the minutes of the 
District and that a copy be sent to Dr. Orxnsby’s 
family. 

The scientific program was devoted to a Sym- 
posium on Tuberculosis. There were four 
papers: The first was on “Tuberculosis Control 
and Case Finding in a Rural Community" by 
Dr. Richard Nauen of the New York State Hos- 
pital for Incipient Tuberculosis at Ray Brook. 
Dr. Beverly L. Vosburgb, of Schenectady, spoke 
on “Tuberculosis in Industry,” and Dr. Fred H. 
Heise, medical director of Trudeau Sanatorium, 
spoke on the “Management of Pulmonary Tu- 
berculosis.” Dr. Warriner Woodruff, of Saranac 
Lake, discussed the “Role of Surgery in Pul- 
monary Tuberculosis.” 

While the afternoon session was in progress, 
the Women's Auxiliary of the Essex County 
Medical Society sponsored a trip up Whiteface 
Mountain for the visiting ladies. 

The annual dinner was held that evening in 
the dining room of the Lake Placid Club. Dr. 
Samuel J. Kopetzky, president of the Medical 
Society of the State of New York, addressed the 
Society with particular reference to our part in 
the war. Following this, Dr. F. Leslie Sullivan, 
of Scotia, introduced Mr. James Stewart, who 
gave an interesting account of his experiences on 
the ship Zamzam when it was captured and 
sunk by a German raider, and his further ex- 
periences in'concentration camps and his escape. 
During the banquet, music was furnished by the 
Lake Placid Club Orchestra. 

The Saturday meeting was called to order at 
10:00 a.m. and the morning was devoted to a 
Symposium on War Surgery. Dr. John Scudder, 
of New York City, was the first speaker, his 
topic being “Blood Studies in Shock as a Guide 
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after treatment, in which fraudulent claims of 
delayed discovery of malpractice would be made 
the basis of evading the Statute of Limitations. 
Instead of cutting the statutory period from 
two years to one year, the practical effect of the 
bill would be to extend that period from two 
years to six years. 

Conclusion. — In closing this report your Coun- 
sel wishes to record his appreciation for the work 
of his office staff, and also to note with grateful 
thanks the advice and assistance of the members 


of your Society who have helped us both in 
court and by consultation in the defense of mal- 
practice actions. 

Without the cooperation and assistance of 
all concerned, it would not be possible for your 
Counsel to have obtained the results shown in 
this report. 

Respectfully submitted, 
Lorenz J. Brosnan, Counsel 

January 31, 1942 


Amendments to Constitution and Bylaws 


To the House of Delegates; Gentlemen: 

At your last meeting notice was given of two 
amendments to the Constitution which will come 
before you for action at your coming meeting on 
April 27, and which in accord with our Constitu- 
tion are published in advance of that meeting. 
This will not go before a reference committee, 
but to you as a whole. Under our present Con- 
stitution, “a two-thirds vote of the members of 
the House of Delegates present and voting shall 
be necessary for adoption.” 

The first is a proposed amendment to Article IV 
of the Constitution, which reads: 

“There shall be a Council composed of the 
president, the president-elect, the immediate 
past-president, the secretary, the treasurer, 
the speaker, and nine other members elected 
by the House of Delegates.” 

The proposed amendment is to insert after 
the word “speaker” the words “chairman of the 
Board of Trustees” so that as amended it will 
read: 


“Article IV — Council" 

“There shall be a Council composed of the 
president, the president-elect, the immediate 
past-president, the secretaiy, the treasurer, 
the speaker, the chairman of the Board of 
Trustees, and nine other members elected by 
the House of Delegates.” 

The second amendment proposed is to Chapter 
7 of the Bylaws, to be Section 13 as follows: 

“Any officer of the Medical Society of the 
State of New York or its district branches, who 
is called into active service with the armed 
forces of the United States, may, upon appli- 
cation to the Council, be granted leave of ab- 
sence for any portion of his term of office dur- 
ing which he is on active service. Dim 
ing such absence, his duties shall be delegated 
as the Council may direct except where such 
delegation is already provided for elsewhere in 
the Bylaws." 

Respectfully submitted, 
Louis H. Bauer, M.D., Speaker 
March 9, 1942 Peter Irving, M.D., Secretary 


Report of the First District Branch 

To the House of Delegates; Gentlemen: 

The annual meeting of the First District 
Branch was held at the Mount Sinai Hospital, 
New York City, on October 8, 1941. 

The meeting, extending from 9:00 a.m. to 
5:00 p.m., followed the general pattern of the 
previous few years and served as a “one-day 
postgraduate course." The attendance reached 
an all-time high, and during the day there were 
almost six hundred registrants. 

Arranged by the Hospital Committee on 
Medical Instruction under the able chairman- 
ship of Dr. Reuben Ottenberg, over one hundred 
members of the staff collaborated to cover 
every branch of medicine and surgery except 
obstetrics and contagion. Lectures; clinics, both 
dry and operative; ward rounds; exhibits; dem- 
onstrations and motion pictures; all were skill- 
fully integrated to produce a complete “refresher 
session” and to present “What Is New.” 

To Dr. Ottenberg and his associates is extended 
full credit for the excellent arrangement and 
faultless execution of an elaborate program. 

Through its director, Dr. Joseph Turner, ap- 
preciation is extended to the hospital for an 
excellent luncheon. 


At luncheon, in the unavoidable absence of 
Dr. Samuel J. Ifopetzky, president of the State 
Society, Dr. William A. Krieger, the vice-presi- 
dent, briefly addressed the meeting. His re- 
marks were timely and well received. 
Respectfully submitted, 

Alexander N. Selman, M.D., President 

February 12, 1942 


Report of the Second District Branch 

To the House of Delegates; Gentlemen: 

The annual meeting of the Second Distric 
Branch was held at the Garden City Hotel, 
Harden City, on October 30, 1941. „ 

Exhibits of a unified County Cancer Program 
vere furnished through the Nassau 
Dancer Committee, Meadowbrook Hospital, 
md New York Memorial Hospital Ihe ex 

libits on industrial accidents and lndustri 

liseases were furnished by the New York 

Department of Labor. . , , svm- 

The morning session was devoted to a oym 
msium on Industrial Medicine and was i an y 
ove red by the following program • ^ 

nent Examination, Dr. . Cessna i H. 
oedical director, American Telepnone 


April 1, 1942! 
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Report of the Seventh District Branch 

To the House of Delegates; Gentlemen: 

The annual meeting of the Seventh District 
Branch was held on Thursday, September 25, 
1941, at the Oak Hill Country Club, Rochester. 

The meeting was called to order at 9:45 a.m., 
and the following program was carried out: 

Four motion sound pictures were shown: 
“More Trifles of Importance,” “XXX Medico,” 
“The Hidden Master,” and “A Way in the 
Wilderness.” Under the direction of Dr. 
George Hoyt Whipple, dean and professor of 
pathology, University of Rochester School of 
Medicine, a group discussion was held on 
“Plasma Proteins and Clinical Problems.” A 
paper was read by Dr. Walter E. Dandy, Johns 
Hopkins University School of Medicine, Balti- 
more, on “The Diagnosis and Treatment of 
Lesions of the Cranial Nerves,” with discussion 
by Drs. William P. Van Wagenen and Henry 
W. Williams, both of Rochester. At luncheon 
Dr. Samuel J. Kopetzky, president of the 
Medical Society of the State of New York, was 
introduced and spoke on “Medical Prepared- 
ness." 

The entire afternoon session was devoted to a 
fonim on medicine and surgery: “Health and 
Disease in Infancy and Childhood,” conductor, 
Dr. Albert D. Kaiser; “Modem DrugTherapy," 
conductor, Dr. James H. Sterner; “The Gastro- 
intestinal Tract from Medical and Surgical 
Points of View,” conductor, Dr. W. J. Merle 
Scott; “The Puerperal Period and Its Compli- 
cations," conductor, Dr. James K. Quigley. 

The following officers were elected at the 
business meeting: president, Dr. Benjamin J. 
Slater, Rochester; 1st vice-president, Dr. Homer 
J. Knickerbocker, Geneva; 2nd vice-president, 
Dr. Howard S. Brasted, Horaell; secretary, 
Dr. L. F. Allen, Pittsford; treasurer, Dr. Ken- 
ne m R° we i Dansville. 

The attendance at the meeting was excellent, 
there being more than three hundred doctors 
present from the District. 

I wish to express my gratitude for the splendid 
cooperation I received from the local committee 
of the Branch in Rochester, who so ably assisted 
me and the officers in the preparation of the 
program and in carrying out the necessary' 
arrangements for the meeting. 

Respectfully submitted, 

Frederick W. Lester, M.D., President 
February 10, 1942 

Report of the Eighth District Branch 

To ihe House of Delegates; Gentlemen: 

The thirty-sixth annual meeting of the Eighth 
Uistnct Branch of the Medical Society of the 
iitate of New York was held at Jamestown, 
wtober 2, 1941. The program presented was 
'“^resting and was very well attended. 
Motion pictures entitled “Appendicitis,” by 
Air. Joseph Brennemaim, Chicago, emeritus pro- 
fessor of pediatrics at Rush Medical School, and 
Pneumonia,” by Dr. Isaac Arthur Abt, Chi- 
wgo, professor of pediatrics at Northwestern 
Medical School, opened the program at 9:30 a.m. 

Following these, the first of the scientific 
papers was given by Dr. Herman E. Pearse, 


assistant professor of surgery, University of 
Rochester School of Medicine, on “Injection 
Treatment of Varicose Veins.” Dr. Pearse de- 
scribed first the methods used by Celsus in the 
first century and then the various methods in 
use today, along with the indications and con- 
traindications. He also described the necessaiy 
tests to be carried out before such therapy' is 
instituted. The various solutions used in this 
work were described, and their relative efficiency 
was discussed; also the treatment of varicose 
ulcers was briefly outlined. 

Following this paper, Dr. J. Harold Couch, 
F.R.C.S., Department of Surgery, University 
of Toronto, discussed the practical subject, 
“Amputations Through the Hand.” He em- 
phasized the importance of a good functional 
result, especially in industrial compensation 
eases where the worker must earn his livelihood 
despite his physical handicap. Dr. Couch ac- 
companied his talk with colored movies to illus- 
trate graphically his subject, patients from all 
walks of fife being presented. 

Therapeutics, especially if devoted to the ever 
widening field of chemotherapy, play an essen- 
tial part in the practice of modem-day medicine 
and surgery. Dr. W. Barry Wood, Jr., asso- 
ciate in the Department of .Medicine, and asso- 
ciate physician to the Johns Hopkins Hospital, 
gave an interesting paper on “The Clinical Use 
of the Sulfonamide Group of Drugs.” Dr. Wood 
spoke briefly of the problems encountered in the 
vast amount of research work done with the 
“sulfa” group of drugs from the time they' were 
first used eight years ago in Germany until the 
present. He presented the various drugs: 
sulfanilamide, sulfa pyridine, sulfathiazole, sulfa- 
guanidine, and the newest one in common use— 
sulfadiazine; he also discussed the various 
diseases and conditions for which each drug 
might be most effectively used. 

Following his paper, luncheon was served the 
members of the society and their wives. At this 
time Dr. Samuel J. Kopetzky', president of the 
State Society, outlined the role that medicine is 
being called upon to play' in the civilian defense 
program of this country. He also asked for the 
cooperation of the medical profession in carrying 
through the rehabilitation program for those 
draftees rejected for army service because of 
physical defects which might easily be corrected. 

At the conclusion of the luncheon, the busi- 
ness meeting was held, and the following officers 
were elected for the ensuing two years: presi- 
dent, Dr. Robert C. Peale, Olean; first vice- 
president, Dr. Peter J. Di Natale, Batavia; 
second vice-president, Dr. John C. Kinzly, 
North Tonawanda; secretary', Dr. Hall G. 
VanVlaek, Jamestown; treasurer, Dr. William 
J. Orr, Buffalo. 

The afternoon program began with a "Critical 
Review of Procedures of Active and Passive 
Immunization” by Dr. John A. Toomey, Cleve- 
land, Ohio, chairman, National Committee of 
Immunization Procedures, professor of pediat- 
rics, Western Reserve Medical School. The 
speaker considered practically all the contagious 
diseases individually and outlined the most 
efficient methods of immunization against each. 
He also commented on the value, as well as the 
dearth of value, of many of the i mm unization 
procedures and products in common use. As 
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to Therapy.” This was a very interesting paper 
and was accompanied by movies. Lieutenant 
Colonel George A. Koenig spoke on “War 
Wounds of the Extremities with and without 
Involvement of the Bony Structures.” This 
brought out the recent advances in traumatic 
surgery. The third paper was by Dr. Jolin M. 
Converse on the “Problem of Burns in Warfare.” 
Dr. Converse had just returned from England 
and presented a r&urn^, accompanied by pic- 
tures, of the latest advances in the treatment of 
burns. 

At the conclusion of the morning program 
most of the members and their ladies took a boat 
trip up Lake Placid to Moose Island where a 
picnic lunch was served. Both the boat ride 
and the picnic were enjoyed by those present. 

Registration for this meeting was seventy-two, 
of which fifty-six were from the District. This 
was less than 9 per cent of the District member- 
ship. Fifty per cent of the members of the 
Essex County Society were present, but there 
were very few present from some of the more 
distant counties, an exception being Schenectady 
County which had ten representatives, or an av- 
erage of 7 per cent. 


Dr. Howard K. Thompson, Boston, presented 
a paper on “Chrome Arthritis from the Stand- 
point of the Practicing Physician,” giving a 
review of the newer and older forms of therapy 
m arthritis. , 

Dr. Charles Bove, New York City, gave an 
interesting paper on “The Modern Care of Civilian 
and Military Casualties Under Warfare.” Dr. 
Bove was in France during the siege of Paris; he 
talked of his experience in caring for war casual- 
ties and told of the types of injuries and burns 
encountered. 

At the business session the following officers 
were elected: president, Dr. Edward C. Reifen- 
stein, Syracuse; first vice-president, Dr. William 
Hale, Utica; second vice-president, Dr. Sher- 
man M. Bums, Oswego; secretary, Dr. H. Dan 
Vickers, Little Falls; treasurer, Dr. Edgar 0. 
Boggs, Lowville. 

Respectfully' submitted, 

Fred C. Sabin, M.D.. President 
March 1, 1942 

Report of the Sixth District Branch 


Respectfully submitted, 

Warriner Woodruff, M.D., Acling President 
March 9, 1942 

Report of the Fifth District Branch 

To the House of Delegates; Gentlemen: 

The thirty-fourth annual meeting of the Fifth 
District Branch was held Tuesday', September 
23, 1941, in the Hotel Syracuse at Syracuse, 
there being about one hundred members of the 
District present. 

The program, which was well diversified, was 
opened at 9:30 a.m. by a motion picture made by 
Drs. H. Dan Vickers and Joseph W. Conrad, 
Little Falls, showing the technic of the “Use of 
Wire Sutures in Surgeiy.” This picture showed 
some of the work done in the Little Falls Hospital 
in the past three years. 

A well-prepared paper on kidney infection was 
read by Dr. Leo E. Gibson, Syracuse. It was 
entitled “Blood Stream Infection of the Cortex of 
the Kidney" and was illustrated by slides. 

Dr. Walter S. McClellan, medical director of 
the Saratoga Spa, presented a paper entitled 
“Facilities, Personnel, and Waters as Presented 
for Treatment at the Saratoga Spa.” 

Dr. William H. Wehr, surgeon, State Institute 
for the Study of Malignant Disease, presented an 
up-to-date risuwd of the various types of cancer, 
with some newer ideas as to therapy. 

At the luncheon attended by the physicians 
and their wives, many officers and guests were 
presented. The ladies of the Onondaga County 
Medical Auxiliary presented a well-acted comedy 
on the life of a public clinic physician. This was 
well received by all. Dr. Kopetzky, State So- 
ciety president, gave a thoughtful talk in the 
trends of medicine and also presented much on 
what was to be expected from the profession by 
the military of the country. 

The afternoon session was opened with an illus- 
trated paper on “Blood Studies in Shock as a 
Guide to Therapy” by Dr. John Scudder, New 
York City. This was a well-presented scientific 
paper and envoked much discussion. 


To the House of Delegates; Gentlemen: 

The thirty-fifth annual meeting of the Sixth 
District Branch of the Medical Society of the 
State of New York was held at the Mary Imo- 
gene Bassett Hospital, Cooperstown, on Thurs- 
day, September 18, 1941. Eighty-seven regis- 
tered for the meeting. . 

In addition to the papers on the scientific 
program, the luncheon meeting at the Cooper 
Inn was addressed by Col. Samuel J. Kopetzky, 
president of the Medical Society of the State of 
New York, who spoke on “Medical Problems m 
the Defense Program.” The program was as 


follows: 

Morning Session . — -“The Medical Examiner 
and the Coroner — Is New Legislation Needed? 
Dr. Gilbert Dalldorf, director of the Division of 
Laboratories, Grasslands Hospital, Valhalla; 
“Diagnosis and Rationale in Treatment of Car- 
cinoma of the Breast,” Dr. Hugh Auchincloss, 
professor of clinical surgery, College of Phy®" 
cians and Surgeons, Columbia University; in- 
volutional Melancholia," Dr. Edward A. Strecker, 
professor of psychiatry, _ University of Penn- 
sylvania School of Medicine. 

Afternoon Session . — “Management of the Pa- 
tient with Cardiac Pain,” Dr. Robert L. Levy, 
professor of clinical medicine, College of ““X® 1 " 
cians and Surgeons, Columbia University; e 
Physiology of High Altitude Flying (motion 
pictures), Dr. Walter M. Boothby, professor of 
experimental metabolism, The Mayo _^ oun J 
tion, and director of the Laboratory for Resea 
in Aviation Medicine; "Clinical Applications of 
Recent Advances in Nutrition, Dr. Norman 
H. Jolliffe, associate professor of medicine, ixew 
York University College of Medicine. 

Among the scientific exhibits was one from 
Cornell University showing the results of re- 
searches in nutrition and in the ProP® 
radioactive phosphorus; another dealt 
mors of the brain and prognosis in tubercuiosis. 

Respectfully submitted, 

n M. Mackenzie, M.D., Presiden 


February 6, 1942 



1942 Annual Meeting 
Medical Society of the State of New York 
April 27, 28, 29, 30 — The Waldorf-Astoria, New York City 


House of Delegates 

The regular Annual Meeting of the 
House of Delegates of the Medical So- 
ciety of the State of New York will be 
called to order at 10:00 a.m. on Monday, 
April 27, in the Ballroom of the Waldorf- 
Astoria. 

In accordance with Chapter II, Section 
3, of the Bylaws, the House will assemble 
according to the following schedule: 

Monday, April 27, 1942 
10:00 a. si. and 3:00 p.m. 
Tuesday, April 28, 1942 
9:00 a.m. and 1:00 p.si. 

At the last adjourned session (1:00 p.m., 
Tuesday), the election of officers, counci- 
lors, trustees, and delegates will occur in 
accordance with Chapter III, Section I of 
the revised By-laws. 

Louis H. Bauer, M.D., Speaker 
Peter Irving, M.D., Secretary 

Annual Meeting 

The Annual Meeting of the Medical 
Society of the State of New York will be 
held on Tuesday, April 28, at 7:00 p.m., 
in the Ballroom. 

Samuel J. Kopetzky, M.D., President 
Peter Irvtng, M.D., Secretary 

Registration 

Registration will be held in the hotel — 
for delegates on Monday, April 27, after 
9 :00 a.m. ; for members on Monday, Tues- 
day, Wednesday, and Thursday, April 
27, 28, 29, 30, from 9:00 a.m. to 6:00 

P.M. 


Exhibits 

Scientific and Technical exhibits will 
be located in the hotel. 

Scientific Motion Pictures will be 
shown. 

Scientific Sessions 

General Sessions on Tuesday and 
Thursday afternoons. Section and Ses- 
sion meetings will be held on Tuesday 
morning, Wednesday morning and after- 
noon, and Thursday morning. 

136th Annual Meeting 
The Waldorf-Astoria, Ballroom, Tues- 
day, April 27, 7:00 p.m. 

Calling the Society to order by the 
President, Samuel J. Kopetzky, M.D. 

Reading of the minutes of the 135th 
Annual Meeting by the Secretary, Peter 
Irving, M.D. 

The Annual Banquet 
The Annual Banquet will be held in 
the Ballroom on Tuesday, April 28, at 
7 :00 p.m., guest speakers to be announced. 

Requests for tickets and reservations 
should be sent to Alfred M. Heilman, 
M.D., chairman, Banquet Committee, 
% Medical Society of the State of New 
York, 292 Madison Avenue, New York 
City, or telephone Murray Hill 3-9841. 
Tickets: $5.00. 

The Woman’s Auxiliary 
See page 722 for the program. 
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an example of the latter, Dr. Toomey stated that 
at the present time there are no vaccines effec- 
tive against poliomyelitis. 

The last paper, “Pathology of Uterine Cervix 
as Encountered in General Practice,” was pre- 
sented by Dr. James E. King, gynecologist-in- 
chief, Buffalo General Hospital, professor of 
gynecology, University of Buffalo School of 
Medicine. Dr. King outlined many of the con- 
ditions commonly present in the pelvis that may 


[N. Y. State J. M. 

be successfully treated by the general practi- 
tioner. 

The entire meeting was well attended, there 
being almost three hundred present, including 
the physicians’ wives, for the scientific program 
and the luncheon. The ladies were conducted 
on an interesting trip through the Furniture 
Exposition Building after the luncheon. 

Respectfully submitted, 

John C. Kinzly, M.D., Secretary 
October 10, 1941 
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SECTIONS 

All papers read before the Society by members become the property of 
the Society. The original copy of each paper shall be left with the secre- 
tary of the section. 

Discussers should have their remarks typed, double-spaced, and hand 
them to the secretary. 

Time limits : Twenty minutes for each paper, five minutes for individual 
discussion. 

Section meetings will begin promptly at the hour specified. 


SECTION ON 
ANESTHESIOLOGY 

Chairman. .Harold C. Kelley, M.D., New York 

Vice-Chairman 

Clifford E. MeElwain, M.D., Syracuse 

Secretary... Milton C. Peterson, M.D. New York 

Tuesday, April 28 — 10:00 A.M. 

The Waldorf-Astoria, 4-U Blue Room 

1. "Some Pertinent Observations on Anesthesia 
in Relation to Neurosurgery" 

Bert B. Hershenson, M.D., Brooklyn 
Discussion : Leo M. Davidoff, M. D. , Brook- 
lyn 

2. "The Absorption of Carbon Dioxide in 
Anesthesia Apparatus” 

Douglass H. Batten, M.D., Brooklyn 
Discussion: Melville G. Kilborn, M.D., 
West Orange, New Jersey (By invitation) 

3. “Respiratory Derangements During Anes- 
thesia" 

Charles L. Burstein, M.D., New York 
Discussion: McKinnie L. Phelps, M.D., 
New York 

L “Movements of Body Water in Relation to 
Anesthesia” 

Henry G. Barbour, M.D., New Haven, 
Connecticut (By invitation) 

Discussion: Magnus I. Gregersen, Ph.D., 
New York (By invitation) 

Wednesday, April 29—2:00 P.M. 

The Waldorf-Astoria, 4-U Blue Room 

1- “The Accumulation and Dissemination of 
Knowledge in Anesthesiology” 

E. A. Rovenstine, M.D., New York 

Round-Table Discussion 
Anesthesiologt 

"•A inhalation Anesthesia; B. Regional and 
Spinal Anesthesia; C. Intravenous Anes- 
thesia; D. Resuscitation” 

Frederick A D. Alexander, M.D., 
Albany 

E.. Joseph Detmonico, M.D., Syracuse 
Milton C, Peterson, M.D., New York 
E. A. Rovenstine, M.D., New York 
Paul M. Wood, M.D., New York 


SECTION ON 

DERMATOLOGY AND SYPHH.OLOOY 

Chairman 

George Clinton Andrews, M.D., New York 

Secretary 

.... Richard LeRoy Saunders, M.D., Buffalo 


Industrial Dermatoses 
Attention of members of the section is 
called to the meeting Wednesday morning, 
April 29, in the Lounge Restaurant of the 
Section on Industrial Medicine and Sur- 
gery, where there will be presented papers 
on iN'DUSTftui, Dermatoses. 


Tuesday, April 28—10:00 A.M. 

The Waldorf-Astoria, Lounge Restaurant 

1. “Sulfonated Hydrogenated Castor Oil as a 
Detergent and Ointment Base” 

Shepard Quinby, M.D., Buffalo 

George W. Fiero, Ph.D., Buffalo (By 

invitation) 

2. “Newer Considerations on Soap as a Der- 
matologic Problem” 

Herman Sharlit, M.D., New York 
Discussion of both papers: Eugene F. 
Traub, M.D., New York 

3. “The External Use of 30%-50% Sulfur in 
Petrolatum in Various Dermatoses” 

E. William Abramowitz, M.D., New York 
Discussion: Frank C. Combes, M.D., New 
York 

4. “Sulfonamide Therapy in Dermatology” 

Maurice J. Costello, M.D., New York 
Abraham M. Rubinowitz, M.D., New York 
(By invitation) 

Simeon E. Landy, M.D., New York (By 
invitation) 

Discussion: Earl D. Osborne, M.D., Buffalo 

5. “Syphilis Prevalence in a Cancer Popula- 
tion” 

Morton L. Levin, M.D., Albany 
Louis C. Kress, M.D., Albany 
Hyman Goldstein, Ph.D., Albany (By 

invitation) 

Discussion: Isadore Rosen, M.D., New 
York 




Scientific Program 


The Committee: A. W. Martin Marino, M.D., Chairman, Brooklyn; 
D. Dexter Davis, M.D., Brooklyn; and 
Chairmen of Sections and Sessions 


GENERAL SESSIONS 

(Dr. Marino presiding ) 

The presentations at these Sessions will consist of one-half hour lectures 
without discussion. The meetings will start promptly at the hour specified. 
Membeis are requested to be in their seats at least five minutes in advance 
of the meeting time. 


Tuesday, April 28— 3:oo P.M. 

The Waldorf-Astoria, Ballroom 

Presiding at this session: 

Colonel Charles M. Walson, Surgeon, Second 
Corps Area, Governor’s Island 

Samuel Adams Cohen, M.D., New York, repre- 
senting the Metropolitan New York Chapter 
of the Association of Military Surgeons of the 
United States. 

1. “Relations of Faulty Dentition to Deafness" 

William P. Wherry, M.D., President, 
Nebraska State Medical Association, 
Omaha, Nebraska 

2. “Transition of Civilian Doctors to Medical 
Officers of the Army” 

Major General James C. Magee, The Sur- 
geon General, U. S. Army, Washington, 


3. “Lessons Learned from Physical Examina- 
tions of Registrants" 

Colonel Leonard G. Rowntree, Chief 
Medical Officer of the National Selective 
Service Administration, Washington, D. C. 

4. “The Physician’s Role in Civilian Defense 
gram” 

George Baehr, M.D., Chief Medical Of- 
ficer, Office of Civilian Defense, Washing- 
ton, D. C. 


Thursday, April 30 — 2:00 P.M. 

The Waldorf-Astoria, Ballroom 

Symposium 

Diseases or the Chest 

1 . “Recent Advances in Tuberculosis of Special 
Importance to the General Practitioner” 
(The A. Walter Suiter Lectureship. This 
will be the fourth lecture to be delivered 
under this lectureship fund.) 

Edgar Mayer, M.D., Assistant Professor of 
Clinical Medicine, Cornell University 
Medical College, New York 

2. “The Role of the Radiologist in the Diagno- 
sis of Lesions Involving the Respiratory 
Tract” 

Barton R. Young, M.D., Associate Pro- 
fessor of Radiology, Temple University 
School of Medicine, Philadelphia, Pennsyl- 
vania 

3. “A Common Masquerading Lung Disease” 

Richard H. Overholt, M.D., Thoracic Sur- 
geon, New England Deaconess Hospital, 
Boston, Massachusetts 

4. “The Role of the Bronchoscopist in the 
Diagnosis and Treatment of Diseases of the 
Bronchial Pulmonary Tract” 

Arthur Q. Penta, M.D., Director of the 
Department of Bronchoscopy, Schenec- 
tady City Hospital, Schenectady 


Reservations For the Annual Banquet 

are now being made. Requests should be sent to Alfred M. Heilman, M.D., 

chairman, Banquet Committee, Medical Society of the State of New York, 292 Madison 
Avenue, New York City. Or, you can telephone — Murray Hill 3-9S41. Tickets are 
35.00. 

The banquet will be held in the Waldorf-Astoria Hotel on Tuesday, April 28, at 7:00 
p.m. — a must occasion for everybody. 
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SECTION ON 
MEDICINE 

Chairman 

Scott Lord Smith, M.D., Poughkeepsie 

Vice-Chairman 

J. Stanley Kenney, M.D., New York 

Secretary 

..Prederic Villi am Holcomb, M.D., Kingston 

Wednesday, April 29 — 10:00 A.M. 

The Waldorf-Astoria, Ballroom 

Jokt Meeting with the Section on Surgery 

Thursday, April 30 — 10:00 A.M. 

The Waldorf-Astoria, Sert Room 

1. "The Differential Diagnosis of Hyperpara- 
thyroidism with Particular Reference to Al- 
bright's Syndrome" 

L. Whittington Gorham, M.D., Albany 

2. “Gold Treatment of Rheumatoid Arthritis” 

Ralph H. Boats, M.D., New York 
Discussion: L. Maxwell Lockie, M.D., 
Buffalo 

3. “Treatment of Diseases of Muscle” 

Ade T. Milhorat, M.D., New York 


SECTION ON 

NEUROLOGY AND PSYCHIATRY 

Chairman. . .John E. Scarff, M.D., New York 
(Resigned on entering military service) 
Secretary. .Noble R. Chambers, M.D., Syracuse 

Tuesday, April 28 — 10:00 A.M. 

The Waldorf-Astoria, Assembly Rooms J, K, L, 
hi 

1. “The Psychiatrist and the Behavior Prob- 
lem” 

Albert B. Siewers, M.D., Syracuse 
Discussion: Thomas W. Brockbank, M.D., 
New York 

2. “Experiments with ‘Glue-Suture’ in Repair 
of Nerve Injury: Description of Technic 
and Results” 

Nilson de Rezende, M.D., Rio de Janeiro, 
Brazil (By invitation) 

Discussion: Byron Stookey, M.D., New 
York 

3- "Experiences in Induction, Medical Advisory 
Board and Draft Board Psychiatry, With an 
Attempt to Evaluate the Presenting Prob- 
lems” 

Noble R. Chambers, M.D., Syracuse 

Discussion: H. Beckett Lang, M.D., New 
York 

L “Nerve Root Compression by Herniation of 
the Nucleus Pulposus” 

Byron Stookey, M.D., New York 

Discussion: Angus Frantz, M.D., New 
York 


Wednesday, April 29 — 2:00 P.M. 

The Waldorf-Astoria, Assembly Rooms J, K, L, 
M 

1. Osteogenic Sarcoma of the Spine Secondary 
to Paget’s Disease: Report of Three Cases 
Showing Compression of the Spinal Cord or 
of the Cauda Equina” 

Eldridge Campbell, M.D., Albany 
Robert D. Whitfield, M.D., Albany 
Discussion: Jefferson Browder, M,D., 

Brooklyn 

2. “A Report on the Results of Electric Shock 
Treatment on Mental and Emotional Symp- 
toms” 

Foster Kennedy, M.D., New York 
Benjamin Wiesel, M.D., New Y'ork 
Discussion: S. Eugene Barrera, M.D., 
New York 

3. “Intracerebral Hemorrhage of Traumatic 
Origin: Its Surgical Treatment" 

Jefferson Browder, M.D., Brooklyn 
M. Frank Turney, M.D., Brooklyn 
Discussion: Bronson S. Ray, M.D., New 
York 

4. “Activity as a Therapeutic Measure in the 
Parkinsonian Syndromes” 

Abraham M. Rabiner, M.D., Brooklyn 
Morton H. Hand, M.D., Brooklyn 
Discussion: Tracy J. Putnam, M.D., New 
York 


SECTION ON 

OBSTETRICS AND GYNECOLOGY 


Chairman Eliot Bishop, M.D., Brooklyn 

Secretary Louis A. Siegel, M.D., Buffalo 


Wednesday, April 29 — 10:00 A.M. 

The Waldorf-Astoria, Starlight Roof 

1. “Pregnandiol Excretion in Normal Women” 

George P. Heckel, M.D., Rochester 
Discussion: Herbert F. Traut, M.D., New 
York 

2. “The Conservative Management of Ob- 
stetrical Patients Presenting Premature 
Rupture of the Fetal Membranes” 

Bernard Joseph Pisani, M.D., New Y'ork 
Discussion: William E. Studdiford, M.D., 
New York 

3. “Premarital Medical Consultation” 

Marie Pichel Warner, M.D., New Y'ork 
Discussion: William H. Cap’, M.D., New 
Y'ork; and Abraham A. Brill, M.D., New 
Y'ork 

Thursday, April 30 — 10:00 A.M. 

The Waldorf-Astoria, Starlight Roof 

1. “The Management of the Cervix in the 
Treatment of Fibromyoma of the Uterus” 

James A. Corscaden, M.D., New Y'ork 
Discussion: Thomas C. Peightal, M.D., 
New York 



692 


SCIENTIFIC PROGRAM 


[N. Y. State J.M. 


Wednesday, April 29—2:00 P.M. 

The Waldorf-Astoria, Lounge Restaurant 

1. “The Surgical Treatment of Malignant 
Melanomata of the Skin" 

Jerome P. Webster, M.D., New York 
Thomas W. Stevenson, M.D,, New York 
Arthur Purdy Stout, M.D., New York 


Symposium 

Lupus Erythematosus 
Directed by Paul Gross, M.D., New York 

1. “The Systemic Pathology of Acute Dis- 
seminated Lupus Erythematosus” 

Paul Klemperer, M.D., New York 

2. “The Medical Aspects of Lupus Eiythema- 
tosus” 

Edward C. Reifenstein, M.D., Syracuse 

3. Panel Discussion on Diagnosis, Pathogenesis 
and Therapy of Lupus Erythematosus 

Paul E. Bechet, M.D., New York 
Paul Klemperer, M.D., New York 
Edward C. Reifenstein, M.D., Syracuse 
Lewis B. Robinson, M.D., New York 


Thursday, April 30—10:00 A.M. 

The Waldorf-Astoria, Jansen Suite 

L "Chemotherapy in the Digestive System" 
J. Arnold Bargen, M.D., Rochester, 
Minnesota (By invitation) 

Discussion: Harry E. Reynolds, M.D., Sche- 
nectady 

2. “A Study of the Sedimentation Rate ia 
Diseases of the Gastrointestinal Tract” 

William F. Lipp, M.D., Buffalo 
Abraham H. Aaron, M.D., Buffalo 

Discussion: Anthony Bassler, M.D., New 
York 

3. “Pruritus Ani with Special Reference to 
Therapeutic Tattooing with Mercuric Sul- 
fide” 

Robert Turell, M.D., Brooklyn 

Discussion: John C. M. Brust, M.D., 
Syracuse 

4. “The Sigmoidoscopic Diagnosis of Sys- 
temic Disease” 

Joseph Felsen, M.D., New York 

Discussion: Albert F. R. Andresen, M.D., 
Brooklyn 


SECTION ON 

GASTROENTEROLOGY AND PROCTOLOGY 

Chairman 

A. W. Martin Marino, M.D., Brooklyn 

Vice-Chairman 

H. Walden Retan, M.D., Syracuse 

Secretary. .. .F. Leslie Sullivan, M.D., Scotia 


Wednesday, April 29 — 10:00 A.M. 

The Waldorf-Astoria, Jansen Suite 

Symposium 
The Diahbheas 

1. “The Epidemiology of Diarrheas in New 
York City” 

Samuel Front, M.D., New York 

Discussion: Thomas T. Mackie, M.D,, 
New York 

2. “Diarrhea from the Point of View of a 
Gastroenterologist” 

Stockton Kimball, M.D., Buffalo 


INDUSTRIAL MEDICINE AND SURGERY 

Chairman John L. Norris, M.D., Rochester 

Secretary. Leonard Greenburg, M.D., New York 

Wednesday, April 29 — 10:00 A.M. 

The Waldorf-Astoria, Lounge Restaurant 

1. “Protective Methods for the Prevention of 
Industrial Dermatoses” 

Louis Schwartz, M.D., Bethesda, Mary- 
land (By invitation) 

2. “Primary Irritants" 

Earl D. Osborne, M.D., Buffalo 

3. "Sensitization” ,, , 

Rudolf L. Baer, M.D., New York 


Thursday, April 30 — 10:00 A.M. 

The Waldorf-Astoria, Lounge Restaurant 


Discussion: John L. Kantor, M.D., New 
York 


3. “Significance and Interpretation of the Diar- 
rheas Encountered in Proctologic Practice” 
Martin S. Kleckner, M.D., Allentown, 
Pennsylvania (By invitation) 

Discussion: Harry C. Guess, M.D., Buffalo 


4 . 


“The Roentgen Ray: An Aid in the Study 

of Diarrhea” . _ , , 

James M. Flynn, M.D., Rochester 

Discussion: John Pepe, M.D., Brooklyn 


Symposium 
The Hand 


“Tendon and Nerve Injuries” ■„ 

Sumner L. Koch, M.D., Chicago, Illinois 

(By invitation) 

“Infections" . _ 

Hugh Auchincloss, M.D., New York 

“Fractures of the Hand-Metacarpal Bones 
and Phalanges” 

Roswell K. Brown, M.D., Buffalo 
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SECTION ON 

PATHOLOGY AND CLINICAL PATHOLOGY 

Chairman. .Herbert Ft. Brown, M.D., Rochester 

Vice-Chairman 

Ralph G. Stillman, M.D., New York 

Secretary M. J. Fein, M.D., Brooklyn 


Wednesday, April 29 — 10:00 A.M. 

The Waldorf-Astoria, Le Perroquet Suite 

L “Epidemiological Aspects and Laboratory 
Diagnosis of Salmonella Infections” 
Siegbert Bomstein, M.D., Brooklyn 
Discussion: Alfred Angrist, M.D., Jamaica 

2. “Congenital Anomalies of the Smallest Bile 
Ducts” 

Sylvan E. Moolten, M.D., New York 
Discussion: Warner S. Hammond, Ph.D., 
New York (By invitation) 

3. “The Functional Study of the Liver and Its 
Clinical Evaluation” 

Maurice Bruger, M.D., New York 
Carl H. Greene, M.D., New York 
Discussion: Reuben Ottenberg, M.D., New 
York 

1. Demonstration of Fresh Pathologic Material 
Walter W. Brandes, M.D., New York 
Arthur M. Ginzler, M.D., New York 
Irving Graef, M.D., New York 
Milton Helpem, M.D., New York 
James R. Lisa, M.D., New -York 
Louise H. Meeker, M.D., New York 


Thursday, April 30 — 10:00 A.M. 

The Waldorf-Astoria, Le Perroquet Suite 

L “The Classification and Diagnosis of Lymph- 
oid and Allied Tumors” 

N. Chandler Foot, M.D., New York 

Discussion: Arthur Purdy Stout, M.D., 
New York 

2- “Limitations of Syphilis Serology as Indi- 
cated by the Results of the Washington 
Serology Conference" 

John F. Mahoney, M.D., Staten Island 
(By invitation) 

Discussion: Augustus B. Wadsworth, M.D., 
Albany 

I'The Demonstration of Malignant Cells 
m. Vaginal Smears and Its Relation to the 
Diagnosis of Carcinoma of the Uterus” 
George Papanicolaou, M.D., New York 
(By invitation) 

Herbert F. Traut, M.D., New York 

I- Demonstration of Fresh Pathologic Material 
Charles T. Olcott, M.D., New York 
Abou D. Pollack, M.D., New York 
Antonio Rottino, M.D., New York 
Sydney Weintraub, M.D., New York 
Jacob Werne, M.D., Jamaica 


SECTION ON 
PEDIATRICS 

Chairman Leslie O. Ashton, M.D., New York 

Vice-Chairman William J. Orr, M.D., Buffalo 

Secretary 

A. Clement Silverman, M.D., Syracuse 

Wednesday, April 29 — 10:00 A.M. 

The Waldorf-Astoria, Assembly Rooms J, K, L, 
M 

1. “The . 1 . Regulation of 

Premat .. .. 

Richard L. Day, M.D., New York 
Discussion: George R. Murphy, M.D., 
Elmira 

2. “Finger Sucking” 

J. H. Silbnan, D.D.S., New York (By 
invitation) 

Discussion: George S. Callaway, D.D.S., 
New York (By invitation) 

3. “The Pathogenesis of Erythroblastosis Fe- 
talis” 

Philip Levine, M.D., Newark, New Jersey 
(By invitation) 

Discussion: Carl H. Smith, M.D., New York 

Thursday, April 30 — 10:00 A.M. 

The Waldorf-Astoria, Assembly Rooms J, K, L, 
M 

Panel Discussion 
School Health Services 

1. “Are ‘School Health Services’ Sound from 
the Point of View of Private Practitioners 
and School Physicians?” 

Harold H. Mitchell, M.D., Long Island 
City 

George M. Wheatley, M.D., New York 
Everett Colgate Jessup, M.D., Roslyn 
Discussion: John F. Fairbaim, M.D., Buf- 
falo; William E. Ayling, M.D., Syracuse; 
Milton I. Levine, M.D., New York 


SECTION ON 

PUBLIC HEALTH, HYGIENE, AND 
SANITATION 

Chairman 

Edward E. Gillick, M.D., Niagara Falls 

Vice-Chairman 

Burdge P. MacLean, M.D., Huntington 

Secretary. . . Frank E. Coughlin, M.D., Albany 

Tuesday, April 28 — 10:00 A.M. 

The Waldorf-Astoria, Starlight Roof, 50th Street 
Terrace 

Symposium 

Tuberculosis Control 

1. “The Role that Industry Can Play in 
the Elimination of Tuberculosis” 

William A. Sawyer, M.D., Rochester 
Discussion: Ezra Bridge, M.D., Rochester; 
and B. L. Vosburgb, M.D., Schenectady 
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2. “Hyperemesis Gravidarum” 

Edward C. Hughes, M.D., Syracuse 
Discussion: Henricus J. Stander, MD- 
New York 

3. "Surgery of the Ovary” 

Norman F. Miller, M.D., Ann Arbor, 
Michigan (By invitation) 

Discussion: Nathan P. Sears, M.D., Syra- 
cuse 


L "Lip-Reading and the Hard-of-Hearing 

Augustus J. Hambrook, M.D., Troy 
Discussion: Edmund Prince Fowler, M.D., 
New York; and Lawrence J. Nacey, M.D., 
Rochester 


SECTION ON 
ORTHOPAEDIC SURGERY 


SECTION ON 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 

Chairman C. Stewart Nash, M.D., Rochester 

Secretary H. W. Cowper, M.D., Buffalo 


Tuesday, April 28 — 9:00 A.M. 

The Waldorf-Astoria, Jansen Suite 

1. “A New Approach to Cross-Cylinder Tests” 

Joseph I. Pascal, M.D., New York 

2. “Tangent Screen Scotometry in Office 
Practice” 

Walter F. Duggan, M.D., Utica 
Discussion: John N. Evans, M.D., Brook- 
lyn 

3. “Common Motor Anomalies and Their 
Treatment” 

Virgil Casten, M.D., Boston, Massachu- 
setts (By invitation) 

Discussion: John H. Dunnington, M.D., 
New York 


Chairman . Donald E. McKenna, M.D., Brooklyn 

Secretary 

.... Edward T. Wentworth, M.D., Rochester 

Tuesday, April 28 — 10:00 A.M. 

The Waldorf-Astoria, LePerroquet Suite 

1. “The Role of Orthopaedic Appliances in the 
Treatment of Infantile Paralysis” 

Henry H. Jordan, M.D., New York 
Discussion: Leo Mayer, M.D., New .York; 
Walker E. Smith, M.D., New York 

2. “Surgical Treatment for Dysfunction Tem- 
poromandibular Joint” 

Robert T. Percival, M.D., Brooklyn 
Discussion: John W. Ghormley, M.D., Al- 
bany; Otho C. Hudson, M.D., Hempstead 

3. “Demonstration of Splint for Fractured 
Clavicle” 

Nathan H. Rachlin, M.D., Brooklyn 

4. “Osteoid Osteoma" „ , 

Samuel Kleinberg, M.D., New York 
Discussion: .Maurice M. Pomeranz, M.D., 
New York; Frank N. Potts, M.D., Buffalo 


4. “A Treatment for Herpes Zoster Ophthal- 
micus” 

Walter I. Lillie, M.D., Philadelphia, 
Pennsylvania (By invitation) 

Discussion: Ralph I. Lloyd, M.D., Brook- 
lyn 

5. “Sulfonamides in Ophthalmology” 

Phillips Thygeson, M.D., New York 
William Stone, Jr., M.D., New York (By 
invitation) 

Discussion: L. Maxwell Lockie, M.D., 
Buffalo 


Wednesday, April 29 — 2:00 P.M. 
The Waldorf-Astoria, Jansen Suite 


1 . 


2 . 


3. 


“Stuttering: A Psychosomatic Disorder” 
James S. Greene, M.D., New York 
Discussion: James E. McAskill, M.D., 
Watertown; and Austin G. Morris, M.D., 
Rochester 


“Aural, Oral and Laryngeal Tuberculosis” 
George E. Wilson, M.D., Saranac Lake 
Discussion: John F. Fairbairn, M.D., Buf- 
falo: and Mervin C. Myerson, M.D., New 
York 

“Otosurgical Deficiencies” 

Francis L. Lederer, M.D., Chicago, Illinois 


j invitation) 

scussion: August L. Beck, M.D., New 

and Ralph Almour, M.D., New 


5. “Epicondylitis Humeri” 

Kristian G. Hansson, M.D., New York 
Discussion: Henry B. Crawford, MD., 
Rochester; Richmond Stephens, M.D., New 
York 

Wednesday, April 29 — 2:00 P.M. 

The Waldorf-Astoria, Le Perroquet Suite 

1. “Reconstruction of the Hand Following 
Severe Injury” 

S. Potter Bartley, M.D., Brooklyn 
Discussion: Charles M. Allaben, M.D., 
Binghamton; John C. Detro, M.D., Roches- 
ter 

2. “Mechanics of the Knee Joint” 

Allen F. Voshell, M.D., Baltimore, Mary- 
land (By invitation) 

Discussion: R. Plato Schwartz, ALD., 

Rochester; L. Gaston Papae, M.D., Brooklyn 

3. "Fractures of the Tibia] Plateau” 

William H. von Lackum, M.D., New York 

Discussion: Rose oe D. Severance, M.D., 
Syracuse; William T. Shields, Jr., M.V., 
Troy 

t. “Conservative Management of Acute Osteo- 

™ Joseph B. L’Episcopo, M.D., Brooklyn 
Edward Haggerty, M.D., Brooklyn (By 
invitation) T 

Discussion: Mather Cleveland, - ■, 

York; Frank S. Child, M.D., Port Jefferson 
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2. “The Treatment of the Severely Burned 
Patient” 

Earle B. Mahoney, M.D., Rochester 
Discussion: Walter A. Coakley, M.D., 
Brooklyn 

3. “Refrigeration Anesthesia” 

Lyman W. Crossman, M.D., New York 
Discussion: Frederick M. Allen, M.D., 
New York 


SECTION ON 
UROLOGY 

Chairman Roy B. Henline, M.D., New York 

Vice-Chairman 

^ J. Sydney Ritter, M.D., New Y ork 

Secretary 

Au Laurence Parlow, M.D., Rochester 


Wednesday, April 29 — 10:00 A.M. 

The Waldorf-Astoria, Carpenter Salon 

1. “Urachal Calculus — With Consideration of 
Associated Pathology of the Urachus in 
Adult Life" 

Clarence G. Bandler, M.D., New York 
Arthur H. Milbert, M.D., New York 
John L. Alley, M.D., Brooklyn 

s-ntposrcix 

Coiipexsatio.v IxstrBAXCB ix Urology 

1. “Urology in Industry’ 5 ’ 

George B. Slotkin, M.D., Buffalo 

2. “Relationship of Tuberculosis to Trauma’’ 

James C. McClelland, Ml)., Toronto, 
Canada (By invitation) 


3. “Medicolegal Aspects of Trauma and Malig- 
nant Testis Tumors” 

Jvdsem 3. Gilbert, M.D., Schenectady 

4. “Scrotal Infections: Their Relationship to 
Trauma and Compensation" 

Roy B. Henline, MJD., New York 
William Yunck, MJ>., Jersey City, New 
Jersey (By invitation) 

Discussion of Symposium: Leo E. Gibson, 
M.D., Syracuse; Walter G. Hayward, 
M.D., Jamestown; George F. Hoch, M.D., 
New York; and David J. Kalis ki, M.D., 
New York 


Thursday, April 30 — 10:00 A.M. 
The Waldorf-Astoria, Carpenter Salon 
Symposium 

StntGERT OF THE PROSTATE 


1 . 

2 . 

3. 


4. 


“Rhabdomyosarcoma in the Urinary Tract — 
Diagnosis, Treatment and Prognosis” 
Robert W. Hunt, M.D., New York 


“Transurethral Prostatectomy” 
William A, Milner, M.D., Albany 


“Late Results Following Transurethral Pro- 
static Resection” 

Louis M. Orr, M.D., Orlando, Florida 
(By invitation) 

P alm er R. Kundert, M.D., Orlando, 
Florida (By invitation) 


“Endocrine Relationships of Prostatic Can- 
cer” 

Charles B. Huggins, M.D., Chicago, Illi- 
nois (By invitation) 

Discussion of Symposium: Albert M. 

Cronce, M.D., Geneva; J. Sydney Ritter, 
M.D., New York; Oswald S. Lowsley, M.D., 
New York 


SESSIONS 


SESSION ON 
HISTORY OF MEDICINE 

Chairman 

• Emerson Crosby Kelly, M.D., Albany 

1 ice-Chalrman . .George Rosen, M.D., Brooklyn 

Secretary 

Edward F. Hartung, M.D., New York 

Wednesday, April 29 — 4:00 P.M. 

The Waldorf-Astoria, Carpenter Dining Room 

L “Alexander Anderson, M.D., 1775-1870, The 
First Wood Engraver in America" 

Walter B. Mount, M.D., Montclair, 
New Jersey (By invitation) 

2. “The Yellow Fever Epidemic in New York 
City, 1795-1805" 

Louis Faugeres Bishop, Jr., M.D., New 
York 

Intermission — Epidaurian Oasis 

3. “New York City in the History of American 
Ophthalmology” 

George Rosen, M.B., Brooklyn 

4. “Body Snatching in New York City" 

Claude E. Heaton, M.D., New York 


SESSION ON 
PHYSICAL THERAPY 

Chairman 

. Madge C. L. McGuinness, M.D., New York 
Secretary. . . .Harold J. Harris, M.D., Westport 

Wednesday, April 29 — 2:00 P.M. 

The Waldorf-Astoria, Ballroom 

Address; “Physical Medicine in War and De- 
fcnss** 

Madge C. L. McGuinness, M.D., New York 

1. “Physical Therapy in Heart Disease” 

William G. Leaman, Jr., M.D., Phila- 
delphia, Pennsylvania (By invitation) 
Discussion: Walter S. McClellan, M.D., 
Saratoga Springs; Washington Merseher, 
M.D., Watkins Glen; and Franz M. Groedel, 
M.D., New York 

2. “Functional Disorders of the Foot and Their 
Treatment” 

Dudley J. Morton, M.D., New York 
Discussion: Herbert C. Fett, M.D., Brook- 
lyn; Paul N. Judson, M.D., Philadelphia, 
Pennsylvania (By invitation) 
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2. “Prevention of Tuberculosis in Children” 

William J. Orr, M.D., Buffalo 
Discussion: Fairfax Hall, M.D., New Ro- 
chelle; and Robert E. Plunkett, M.D., 
Albany 

3. “Tuberculosis in Adolescents and Young 
Adults” 

Ralph Horton, M.D., Oneonta 
Discussion: James C. Walsh, M.D., Farm- 
ingdale; and Arthur M. Johnson, M.D., 
Rochester 

4. “Factors in Obstetrical Care; Report of a 
Rural Study” 

Henry R. O’Brien, M.D., Hartford, Con- 
necticut 

Discussion: Elizabeth Parkhurst, M.Sc., 
Albany (By invitation); and Earle G. 
Brown, M.D., Mineola 


Wednesday, April 29—2:00 P.M. 

The Waldorf-Astoria, Carpenter Salon 

Joint Meeting 
WITH THE 

Tumor Clinic Association op the State of 
New York 

1. “Three New Tools of Science” 

Douglas F. Winnek, Mount Vernon 

(By invitation) 

2. An interesting symposium on the treatment 
of cancer, and on tumor clinic problems, is 
being arranged by the Tumor Clinic Asso- 
ciation of New York State. (Details will be 
announced later.) 

Presiding: Frederick S. Wetherell, M.D., 

Syracuse 


Wednesday, April 29 — 2:00 P.M. 

The Waldorf-Astoria, Starlight Roof, 50th Street 
Terrace 

Symposium 

Public Health and the War 

1. “Public Health Activities of New York City 
in Relation to National Defense” 

John L. Rice, M.D., New York 

2. “Syphilis and Gonorrhea Control" 

William A. Brumfield, Jr., M.D., Albany 

3. “Medical Aspects of Civilian Defense” 

Henry van File Hyde, M.D., New York 

4. “United States Public Health Service War 
Activities” 

Claude C. Pierce, M.D., New York 
(By invitation) 


SECTION ON 
RADIOLOGY 


Chairman 

Chester O. Davison, M.D., Poughkeepsie 

Vice-Chairman 

Foster C. Rulison, M.D., Syracuse 

Secretary. .E. Forrest Merrill, M.D., New York 


JOINT MEETING-SECTION ON 
SURGERY WITH THE 
SECTION ON MEDICINE 


Wednesday, April 29 — 10:00 A.M. 

The Waldorf-Astoria, Ballroom 
Symposium 

Medical Conditions in Surgical Patients 


1. “Management of Cardiac Patients Who Re- 
quire Surgery" „ , 

Hemnan L. Blumgar t, M.D., Boston, 
Massachusetts (By invitation) 

2. “Medical Aspects of Diabetic Surgery” 

Howard F. Root, M.D., Boston, Massa- 
chusetts (By invitation) 


3. “Surgery in the Aged” 

Frederic W. Bancroft, M.D., New York 


4. “The Role of the Liver in Surgery’’ 

Allen O. Whipple, M.D., New York 

5. “The Prevention and Treatment of Post- 
operative Pulmonary Complications 

Carl Eggers, M.D., New York 


Summation __ T , 

Donald Guthrie, M.D., Sayre, Pennsyl- 
vania (By invitation) 


Tuesday, April 28 — 10:00 A.M. 

The Waldorf-Astoria, Carpenter Salon 

Symposium 

Chest Film Interpretation 

Radiologists throughout the state have been 
asked to send in films of interesting, unusual, or 
puzzling cases in which the diagnosis has been 
proved by microscopic study, operation, or 
autopsy. Using these films and an abstract of 
the case history, there will be a discussion of chest 1. 
film analysis. 

Discussion Leaders: Ross Golden, MAY, 

New York; Marcy L. Sussman, M.D., New 
York 


SECTION ON 
SURGERY 

Chairman. .Alfred H. Noehren, M.D., Buffalo 
Se ? r wSain CVawford' White; M.D.] New York 

Thursday, April 30 — 10:00 A.M. 

The Waldorf-Astoria, Ballroom 

“Diagnosis and Treatment of Obstructiv 

Jaundice” _ _ _ , 

John D. Stewart, M.D., Buffalo 

Discussion: William D. Andrus, M-D > 
New York 



Scientific Exhibits 

The Waldorf-Astoria, April 27, 28, 29, 30, 1942 

J. G. Fred Hiss, M.D., Chairman, Syracuse 
John DePaul Currence, M.D., New York 


Augustus J. Hambrook, M.D. 

C. Stewart Nash, M.D. 

Ralph Almour, M.D. 

Edmund P. Fowler, M.D. 

John F. Fairbaim, M.D. 

Committee on Deaf and Hard of Hearing 
Medical Society of the State of New York 
Wall panels, exhibition of hearing aids and 
audiometers for pitch tone testing approved 
by the Council of Physical Therapy of the 
American Medical Association. Demonstration 
of lip reading. 

J. Eastman Sheehan, M.D. 

New York Polyclinic Medical School and 
Hospital 
New York 

Plastic Reparative Suhgert 
Colored casts before and after repair; stage 
operations in colors; transparent photographs; 
plastic operations in line drawings and single- 
tone photographs; cinema in colors; various 
dental appliances used in jaw surgery; photo- 
graphs of war cases. 

Tibor de Cholnoky, M.D. 

Skin and Cancer Unit, Post-Graduate Hospital 
Columbia University 
New York 

Surgery in Facial Cancer 
Exhibit showing early and advanced cases of 
cancer of the face before and after operation with 
emphasis on plastic reconstruction. Statistical 
data and the results from the Skin and Cancer 
Unit of the New York Post-Graduate Hospital, 
Columbia University, New York City. 

Walter A. Coakley, M.D., F.A.C.S. 

Kings County Hospital 
Brooklyn 

Plastic and Maxillofacial Surgery Exhibit 
Photographs of bums and skin grafts, prints 
of x-rays of fractures of facial bones including 
zygoma, mandible and maxilla; models of frac- 
ture of facial bones. 

Jacques W. Malinlac, M.D. 

New York 

Use of Free Grafts and Flaps in Posttbau- 
matic Losses of Skin 

Charts, photographs, and moulages illustrating 
a variety of skin injuries and losses; plans of re- 
pair in typical instances with special emphasis 
on prevention of disfigurement. 

Fritz Spanier, M.D. 

Staten Island 
New York 

Faciomaxillary Surgery 
Moulages and photographs demonstrating 


operations on maxilla, mandibula, palate and 
face (War injuries, cleft palate, protrusion tu- 
ors, etc.). 

Joseph Kovacs, M.D. 

Gerald H. Pratt, M.D. 

New York Post-Graduate Hospital 
Ulcers of the Leg 

Differential Diagnosis. Conservative and sur- 
gical treatment. 

Emanuel Goldberger, M.D. 

Lincoln Hospital 
New York 

The aV-Leads (Augmented Unipolar Ex- 
tremity Leads) 

The exhibit illustrates the principles and tech- 
nic of the Exhibitor’s Augmented Unipolar Ex- 
tremity Leads and demonstrates their applicabil- 
ity in the understanding of the ecg. patterns of 
axis deviation, ventricular hypertrophy, coro- 
nary thrombosis, pericarditis, pulmonary em- 
bolism, etc. 

David Louis Engelsher, M.D. 

New York 

Conditions Related to Allergy and Asthma 
A schematic display revealing conditions 
and diseases that often precede asthma or 
are of an allergic basis requiring that type of 
study. 

I. A. Brunstein, M.D. 

Stuyvesant Polyclinic 
New York 

Prevention of Discomfort and Disability 
in the Treatment of Varicose Veins 
Illustrations of “Before and After Treatment," 
with texts and sketches on technical procedures. 
Care of complications associated with the more 
advanced cases of varicose veins will be included, 

Erich Seligmann, M.D. 

Siegbert Bora stein, M.D. 

I. Saphra, M.D. 

Beth Israel Hospital 
New York 

Serologic Diagnosis of Salmonella 
Infections 

Pictures and charts describing theory and 
technic of identification and classification of 
Salmonella organisms according to the Kauff- 
mann-White Schema. Antigens and sera for 
practical demonstration of a simplified typing 
procedure. 

Moses Einhoro, M.D. 

Bronx Hospital 
New York 

I— Triple Channel Gasthojejunal Ileac Tube 
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3. “War Experiences Abroad and At Home” 
Philip D. Wilson, M.D., New York, Medi- 
cal Director, American Hospital in Britain 
“From Civilian Practice to Navy Medicine” 
Lt. Com. Harold J, Harris (MC) U. S. 
Navy, Senior Medical Officer, Westport 
“Organization and Equipment of a Physical 
Therapy Department for Convalescent and 
General Hospitals During War" 

Lt. Col. Norman E. Titus (MC) U. S. 
Army, New York 


4. “The Technic of the Kenny Treatment in 
Acute Poliomyelitis” 

Sister Elizabeth Kenny, of Australia (By 
invitation) 

Discussion: Mary M. I. Daly, M.D., New 
York (By invitation); Philip II. Stimson, 
M.D., New York; George J. Boines, M.D., 
Wilmington, Delaware (By invitation); and 
Walter I. Galland, M.D., New York 


Scientific Motion Picture Exhibit 


J. G. Fred Hiss, M.D., Chairman, Syracuse 
John DePaui Currence, M.D., New York 
The Waldorf-Astoria, Sert Room 


Recent Experimental Studies in Cataract 
Extroiti on 

Jacob Goldsmith, M.D. 

Modified Inguinal Hernioplasty 
Herbert E. Stein, M.D. 

Surgery in Facial Cancer 
Tibor de Cholnoky, M.D. 

Tattooing with Mercury Sulfide for Intract- 
able Pruritus Vulvae and Ani 
Robert Turell, M.D. 

A Clinic on Acute Mastoiditis 
Samuel J. Kopetzky, M.D. 

Ralph Ahnour, M.D. 

Complete Construction of Auricle Split Skin 
Graft for Webbed Cicatricial Contractures of 
the Elbow 

Morton I. Berson, M.D. 

Pneumonia — Diagnosis and Treatment 
Norman Plummer, M.D. 

Committee on Deaf and Hard of Hearing 
Medical Society of the State of New York 
Conservative and Surgical Treatment of Leg 
Ulcers 

Joseph Kovacs, M.D. 

Gerald H. Pratt, M.D. 


Peripheral Yascuiar Diseases 
Saul S. Samuels, M.D. 

Demonstration of New Apparatus to Test 
Muscle Strength in Poliomyelitis 
Adolph A. Schmier, M.D. 

Clinical Manifestations of Allergy 
H. Harold Gelfand, M.D. 

Fixed Paralytic Pelvic Obliquity 
Leo Mayer, M.D. 

Plastic Surgery 
J. Eastman Sheehan, M.D. 

Plastic Surgery 
Jacques W. Maliniac, M.D. 

Repair of Difficult Hernias and Simple 
Hernioplasty 
Alfred H. Iason, M.D. 

Rhinoplasty and Its Relation to RhinologJ 
George D. Wolf, M.D. 

Syphilis . . _ 

United States Public Health Service 

Expanded Local 'Tonsillectomy 
Harry Meyersburg, M.D. 
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technic used in the care of facial injuries; illus- 
trations with models, photographs, sketches, and 
brief printed instructions; colored pictures of 
standard plastic operations. 

William G. Exton, M.D. 

A. R. Rose, M.D. 

F. Schattner, M.D. 

Laboratory of the Prudential Insurance Com- 
pany of America 
Newark, New Jersey 

Acidosis and Alkalosis: Clinical Signifi- 
cance and Measurement by Colorimetry 
Physiologic considerations and various dis- 
eases in which acidosis and alkalosis play more or , 
less important roles are shown on wall charts 
and a simple clinical micro method for measuring 
alkali reserve by colorimetry is demonstrated. 

Edwin Boros, M.D. 

Bronx Hospital 
New York 
Cardiospasm 

The etiologic factors are mentioned in con- 
nection with general consideration of this ail- 
ment as well as methods of treatment, with in- 
troduction of author’s improved endoscopic 
dilator. 

A. Benson Cannon, M.D. 

Hazel Bishop, M.D. 

Vanderbilt Clinic 
Columbia Medical Center 
New York 

Colored Lantern Slides of Skin Lesions in 
Children 

Skin lesions will include impetigo, ringworm, 
syphilis, eczema, etc. 

Abner I. Weisman, M.D. 

Department of Gynecology 
Jewish Memorial Hospital 
New York 

Uterotubal X-ray Series. A New Technic 
in Sterility Diagnosis 
This exhibit consists of a demonstration of the 
applicability of radio-opaque substances in- 
jected directly into the cervix of the uterus 
m order to visualize clearly the structure of the 
female genital tract. The simple technic is 
clearly described by means of drawings, photo- 
graphs, and actual demonstration of many series 
of x-ray plates. This fractional method of view- 
ing the female viscera is performed by a com- 
bined technic of fluoroscopy and radiography 
with the use of a new hysterometer based on 
Beclere's original apparatus. The advantages 
of this procedure are lucidly and amply enumer- 
ated. 

James L. McCartney, M.D. 

J. de Carvajal-Forero, B.S.S., Ph.B., Roent- 
genologist 
New York 

Radiography of Soft Tissues by Monochro- 
matic X-RADIATION 

Exhibit consists exclusively of radiograms. 
Soft tissues are demonstrated in proportion 
to their different densities without sacrificing 
bone detail. 


Dudley J. Morton, M.D. 

Herbert Elftwain, M.D. 

College of Physicians & Surgeons 
Columbia University 
New York 

Weight Distribution in Normal and Ab- 
normal Feet 

An apparatus by which the invisible weight 
stresses transmitted through the feet in stand- 
ing or walking are translated into visible light. 
The degree of pressure corresponding to the 
brilliance of the lighted areas within the area of 
the foot's ground contact. 

Bernard Samuels, M.D., Director 
Conrad Berens, M.D. 

Brittain Payne, M.D. 

E. B. Burchell, M.D. 

G. A. Shetter, M.D. 

Eye &. Ear Infirmary 
New York 

Macroscopic and Microscopic Oculah 
Pathology 

There will be gross specimens of hemisectioned 
globes mounted in museum fashion; microscopic 
slides and microphotographs demonstrating 
ocular pathology and differential staining. 

Harold A. Goldberger, M.D. 

Bellevue Hospital and New York Dispensary 
New York 

The Local Use of Oxidant-Potentiated 
Sulfonamides in Surgery 

Charts outlining treatment and methods for 
various wounds and surgical infections. Koda- 
chrorae transparencies of lesions. Mode of 
action of sulfonamides. Photomicrographie 
studies of sulfonamide wound coagula. Dissect- 
ing microscope demonstration of antibiotic 
effect of potentiated sulfonamides on unicellular 
organisms. 

Section on Pathology & Clinical Pathology 
Drs. Brody, Ginzler, Graef, Halpem, Lisa, 
Meeker, Oicott, Pollack, Rottino, 
Strassman, Weintraub, and Werne 
Daily Fresh Tissue Demonstrations 

Lester J. Unger, M.D. 

New York Post-Graduate Medical School and 
Hospital, New York 

Blood Banks — Plasma Preparation and 
Storage 

Ferdinand G. Kojis, M.D. 

Willard Parker Hospital, New York 
Serum Sickness and Anaphylaxis 

The incidence of serum sickness and anaphyl- 
axis as influenced by age, race, sex, kind of 
serum (horse) route of administration, quantity, 
repeated injections, and the individual as judged 
by the positive Lntradermal and/or conjunctival 
tests to horse serum. Onset and duration of 
serum sickness. Tabulation of 24 different 
symptoms and 7 types of serum rashes. Re- 
sults of hyposensitization. Precautions to be 
observed. 
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II — Effective Treatment of Cardiospasm 
(1) Incidence, (2) Symptoms, (3) Lavage, 
(4) Gastric Feeding Method , (5) Dilator Ap- 
paratus, (6) Methods of Dilatation. 

Alfred H. lason, M.D. 

Adel phi Hospital 
Brooklyn 

Repair of Difficult Hernias 
Colored pictures and photographs and tables 
illustrating new technic, results, and instru- 
ment used in pedicled fascia lata transplant for 
difficult abdominal hernias. Tables and illus- 
trations comparing results and other methods. 

Hollis K. Russell, M.D. 

Robert C. Page, M.D. 

Zacharias Bercovitz, M.D. 

New York Post-Graduate Medical School and 
Hospital 
and 

St. Agnes Hospital, White Plains 
New York 

Simplified Prothrombin Clotting-Time 
Determinations, Macro and Micro Methods 
Charts showing technic of performing the 
prothrombin clotting time by both macro and 
micro methods, using Russell Viper Venom as the 
thromboplastic agent; charts showing com- 
parison between Quick’s method and Quick’s 
modified method (using Russell Viper Venom); 
charts of micro method and graph showing re- 
sult of its use in a series of newborn infants over 
first week of life; charts on dilution studies of 
plasma to determine changes in prothrombin 
clotting time; charts on effect of lecithinizing the 
venom and thus accelerating the prothrombin 
clotting time; charts showing prothrombin and 
clotting time in hypoprothrombinemia and re- 
sponse to vitamin K ana bile salts. 

Saul S. Samuels, M.D. 

Bellevue Hospital 
New York 

Peripheral Vascular Diseases 
Methods of diagnosis of peripheral arterial ob- 
struction. Conservative treatment of gangrene 
in thromboangitis obliterans and arteriosclerosis 
with and without diabetes. Demonstration of a 
new oscillometer. 

James V. Ricci, M.D. 

M. Russell Nelson, M.D. 

City Hospital 
New York 

Photographic History of the Vaginal 
Speculum and the Curette 
Photographic collection of every known specu- 
lum and curette found in the literature from 
79 A.D. to 1940. 

Gamliel Saland, M.D. 

Charles Klein, M.D. 

Herman Zurrow, M.D. 

Bronx Hospital 
New York 

Fundamental Diagnostic Procedures in 
Peripheral Vascular Diseases 
Charts demonstrating thermal reflex vaso- 
dilatation; Sodium nitrate and oscillometry; 


Nerve Block; Criteria for classification and 
diagnosis; X-ray demonstration of vessel visuali- 
zation with thorotrast and diodrast; Koda- 
chrome slides of clinical and pathological mate- 
rial. 

Lothar B. Kalinowsky, M.D. 

Eugene Barrera, M.D. 

William A. Horwitz, M.D. 

Bernard L. Pacella, M.D. 

New York State Psychiatric Institute and 
Hospital 
New York 

Electric Shock Therapy in Practice and 
Research 

Survey of various aspects in electric shock 
therapy: Historical background; treatment 
records; practical suggestions. Results in 
various syndromes are given (dementia praecox, 
affective disorders, psychoneuroses). Clinical, 
laboratory, eleetroeneephalographic observa- 
tions are shown. 

Edward Singer, M.D. 

Brooklyn Hospital 
Brooklyn 

A Method of Disinfection Based on Capil- 
lary Electrical Phenomena on Border 
Membranes 

Description and demonstration of a new 
method of testing and devising disinfectants and 
germicides. 

A. Original photomicrographs of pathogenic 
microorganisms taken with the aid of fluorescent 
microscope will be exhibited, showing that sub- 
stances having germicidal properties are ad- 
sorbed to the microorganisms according to their 
electrical charge and irrespective of their chemi- 
cal composition. Photomicrographs will also 
demonstrate that the adsorption of germi- 
cides is increased with the raising of the dielec- 
tric constant of the solvent. 

B. Charts of the fluorescent microscope and 
the high-tension apparatus for the testing of the 
electric charge of germicidal solutions will be 
shown and their principles will be described. 

C. The chemical compositions of the various 
germicidal compounds devised and their ef- 
ficacy on microorganisms will . be shown on 
charts. The effect of the germicides on tissue 
cells will be described. 

George Miller MacKee, M.D. 

Anthony C. Cipollaro, M.D- 
Skin and Cancer Unit, Post-Graduate Hospital 
Columbia University 
New York 

Cutaneous Manifestations of Tuberculosis 
Exhibit consists of approximately 100 colored 
prints, showing practically all known forms o 
cutaneous tuberculosis. A classification ot tn 
tuberculodermas is also included. 

E. Hoyt DeKleine, M.D. 

Buffalo General & Millard Fillmore Hospitals 
Buffalo 

Claire L. Straith, M.D. 

Harper Hospital, Detroit, Michigan 
Plastic Surgery and Care of Facial Injuries 
Demonstration of principles and details of 




how good posture helps 
safeguard health . . . 
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NATI^^^OSTURE 
WEEK 

MAY 4th to 9th 


* 


FREE —A Booklet on Posture 
For Your Potients 

pus 16-page ethical booklet — 

Blue Prints For Body Balance" — 
contains authentic posture 
information for the layman. It is 
prepared especially for doctors to 
Bye patients — by the Samuel 
™sby Camp Institute For Better 
°sture. Interesting and non- 
technical, it is easy to read and 
understand. You can obtain 
f s mi ny free copies as you wish 
£ writing the Samuel Higby 
m P Institutes For Belter Posture, 
d'hess: Empire State Building, 

York, N. Y. 

' S ^ ' ae ^ a fa 6'4 inches. Printed 
Profusely illustrated with skeie- 
' diagrams. 





In wartime it is more important than ever 
to teach the American public how im- 
proved posture can help safeguard health. 
For this reason, National Posture Week 
this year should be of more than usual 
interest to the medical profession. 

In accordance with its increased signifi- 
cance, National Posture Week will be more 
widely publicized than ever. Press, radio, 
schools, colleges and civic groups will join 
in this important educational event. 

We are confident that this 4th Annual 
National Posture Week will not only in- 
spiremoremen and women to better posture 
. . . but will encourage those suffering from 
poor body mechanics to seek professional 
medical counsel. In achieving these aims, 
we hope to win again for this event the 
approval and support accorded it in the 
past by the medical fraternity. 

5. H. CAMP AND COMPANY 

JACKSON, MICHIGAN 

World’s largest manufacturers of scientific supports 
Offices in New York; Chicago; 

Windsor, Ontario; London, Eng. 


Say you saw it In Ike HEW YORK STATE JOURNAL OF MEDICINE 
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Samuel J. Kopetzky, M.D. 

Murray B. Gordon, M.D. 

Ralph Almour, M.D. 

New York Polyclinic Hospital 
and 

Beth Israel Hospital 
New York 

Otitic Complications in Contagious Disease 
By means of colored drawings depicting the 
ear conditions occurring in contagion, with 
accompanying temperature curves and colored 
pictures depicting cardinal symptoms of con- 
tagion. 


Bruno L. Griesman, M.D. 

Otto Lowenstein, M.D. 

Alfred Kestenbaum, M.D. 
Department of Otolaryngology 
New York Polyclinic Medical School 
New York 

Differentiation of Organic from 
Psychogenic Loss of Hearing 
and 

Genesis and Appearance of Different Kinds 
of Nystagmus 

Method of estimating actual capacity of hear- 
ing and differentiation of organic from psycho- 
genic loss of hearing (based on tonus reflexes). 

Harry E. Ungerleider, M.D. 

Robert M. Daley, M.D. 

Richard S. Gubner, M.D. 

Clinical Evaluation of Heart Size 
Measurements 

An exhibit of roentgenograms illustrating 
factors influencing the size of the heart and 
methods for estimating the heart size. Criteria 
are presented for enlargement of the individual 
heart chambers. The practical value of heart 
size determination in various types of heart dis- 
ease is summarized. 

James F. Hart, M.D. 

James R. Lisa, M.D. 

Milton B. Rosenblatt, M.D. 

City Hospital 
New York 

A. The Role of Infection in Sudden Death. 
Anatomic Findings in 81 Cases 

B. Pathogenesis of Bronchiectasis. A 
Study of 110 Cases Coming to Autopsy 

Arthur S. W. Touroff, M.D. 

Beth Israel Hospital 
and 

Mt. Sinai Hospital 
New York 

A. The Surgical Treatment of Subacute 
Streptococcus Viridans Endarteritis 
Superimposed Upon Patent Ductus 
Arteriosus 

A presentation of the anatomy of patent ductus 
arteriosus, and the pathology of superim- 
posed subacute streptococcus viridans infec- 
tion. A discussion of the rationale of opera- 
tion in the cure of such infection, and the indica- 
tions and contraindications to operation. A 
presentation of cases operated upon by the author 
up to the present time. 


B. Subacute Streptococcus Viridans Septi- 
cemia Cured by Excision of a Traumatic 
Femoral Arteriovenous Aneurysm 

Clinical abstract of a case of traumatic femoral 
arteriovenous aneurysm, with the subsequent 
development of subacute streptococcus viridans 
septicemia. Charts to indicate the clinical 
course, operative findings, and photographs of 
the excised surgical specimen which revealed 
the presence of mfected vegetations within the 
arteriovenous sac. 

Henry H. Jordan, M.D. 

Lenox Hill Hospital 
New York 

Orthopaedic Appliances in Infantile 
Paralysis 

Charts, photographs, and case histories illus- 
trating the subject matter. Samples and 
models of the braces in use will be on display. 

Madge C. L. McGuinness, M.D. 

Anna Samuelson, M.D. 

Lenox Hill Hospital 
New York 

Evaluating Prognosis in Peripheral 
Vascular Disease — Charts 


Jacob Goldsmith, M.D. 

Mount Sinai Hospital 
New York 

Recent Experimental Studies in Catabact 
Extraction 

Demonstration of the dynamic factors which 
play so important a part in the intracapular cata- 
ract extraction. The intimate anatomy ; of the 
anterior segment of the eyeball is shown in gross 
and microscopic illustrations. Motion pictures 
describing the above. Another concept to ex- 
plain cataract formation submitted. Model to 
demonstrate the complete suspensory ligament. 


E. A. Rovenstine, M.D. 

Charles L. Burstein, M.D. , . 
New York University College of Medicine 
New York 

Respiratory Derangements During Anes- 
thesia 

Charts and tracings prepared to illustrate and 
define the numerous disturbances of the respira- 
tions during clinical anesthesia. 


Frederick C. Wilcox, Jr., M.D. 
Brooklyn Hospital 

Commonly Used Apparatus for the Adminis- 
tration of Intravenous Anesthetic Agents 
Five different apparatus for the administra- 
tion of intravenous anesthetic agents, set up 
completely as used in the surgical amphitheate 
with description of various means of usage, ad- 
vantages and disadvantages, etc. 


Albert A. Cinelli, M.D. 
Manhattan Eye, Ear and Throat Hospita 
New York 

Altered Nasal Physiology 
Series of cases and graphs showing anatomic 
formities of the nose causing alteration in tne 
ipiratory current of air. Anatomic ; J 
mt with rhinoplastic principles restoring its 
[Continued on page 7 Mi 
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N„ other footprints are exactly the same as 
those of this newborn infant. And no other 
oxytocic product duplicates Pitocin,* which 
helped bring this baby into the world. Pitocin 
contains the oxytocic principle of the pituitary 
gland with almost none of its pressor principle. 
Thus, it effectively stimulates uterine contrac- 
tions without raising the hlood pressure ... an 
especially useful factor when labor is complicated 
by such conditions as nephritis and hypertension. 

Pitocin is a familiar product in most delivery 
rooms. Obstetricians are pleased with its oxy- 
tocic reliability, its speedy action, the rarity of 
systemic reactions following its use. The Parhe- 
Davis label assures accurate standardization. 


Chief indications for Pitocin (alpha-hypopba- 
mine) are: medical induction of labor? stimulation 
of the laggard uterus during labor? prevention 
and minimizing of postpartum or late puerperal 
hemorrhage; and of hlood loss following cesarean 
section or curettage. Literature on request. 

•Trade Mark Reg. 17. S. Pat. Off. 

p ARKE, DAVIS & C 6 M PA N Y 


PITOCIN 

^ P ro, I“ct of modern research offered to the 
medical profession by 


DETROIT, MICHIGAN 


°VBR 75 YEARS OF SERVICE TO 


MEDICINE AND PHARMACY 
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[Continued from page 702] 
physiologic function is shown and ex- 


New York State Medical [Library 
State Education Department 
Albany 

New York State Medical Library 

p? oks ' journals. A representa- 
tive of the library will be present to answer ah 
questions concerning the services of the library 


Marie Licht, R.N., Superintendent 
Bushwick Hospital 
Brooklyn, New York 

This exhibit shows the educational and ad- 
ministrative procedures which are used from 
the time an application is received to the time of 
graduation of a student nurse. 

New York State Health Preparedness Commis- 
sion 

Lee B. Mailler, Chairman 


State Department of Health, Albany 
Modern Treatment op Gonorrhea with 
, , SULFATHIAZOLE 

Methods of Caring for Radium During Air 
Bombings 

New York State Department of Social Welfare 
Bureau of Services for the Blind 
Exhibition of hearing aids and audiometers 
tor pitch tone testing approved by the Council 
of Physical Therapy of the American Medical 
Association; demonstration of lip reading. 


Council Committee 
on 

Public Health and Medical Education 

O. W. H. Mitchell, M.D., Chairman 
Exhibit shows activities of this committee 
and how it is prepared to help the various 
county societies with their medical education 
programs. 


Anthony J. Lanza, M.D. 

Metropolitan Life Insurance Company 
New York 
Rheumatic Fever 

The exhibit shows the importance of Rheu- 
matic Fever in the heart-disease picture; pre- 
sents some statistical studies on the mortality 
of persons with this disease; and suggests ways 
m which private physicians can help in the con- 
fcrol of rheumatic fever. 


Frederick W. W illiams, M.D. 

New York Diabetes Association 
New York 

Charts to show the eligibility for the camp 
and the social activities, together with its his- 
tory and development; the results of the im- 
proved care of the children while they were at 
camp; the results of a study of vitamin de- 
ficiencies and therapy at the camp; the results 
of the clinical study of diabetes and tuberculosis 
carried on under the direction of the Association. 

State Council of Defense 
State of New York 
Division of Volunteer Participation 
Albany 

Exhibit on the work of the Division of Volun- 
teer Participation, showing ways in which volun- 
teers can be of service in the health field, pre- 
pared by a group of volunteers in the Art De- 
partment of the State Teachers College in Al- 
bany. 

Harold Jacobziner, M.D., Health Director 
National Youth Administration for New York- 
City and Long Island 
New York 

_ Exhibit showing the type of health service 
given to NYA youth with charts showing: 

1. Health status of NYA youth. 

2. Statistical analysis of defects found. 

3. Analysis of defects corrected. 

4. Table of results of a Mantour study by 
age, sex, and color on over 5,000 youths. 

5. Typical dental picture of an average 
NYA youth. 


AMERICAN COLLEGE OF SURGEONS ANNOUNCES APRIL “WAR SESSIONS’ 


Between April 1 and May 1, inclusive, the 
American College of Surgeons will hold one-day 
“War Sessions” on problems of military service 
and civilian defense for medical and hospital 
personnel as follows in eleven cities (on April 3 
in Albany at the DeWitt Clinton Hotel). 

During March similar meetings were held in 
fourteen other cities. 

The meetings open at 9:00 a.m. with panel 
discussions on treatment of war injuries for the 
medical profession and a forum on civilian de- 
fense as related to hospitals, led by a medical 
officer of the United States Office of Civilian De- 
fense, for hospital personnel. From 10:45 to noon 
a joint meeting for physicians, surgeons, and hos- 
pital representatives is held, with medical officers 
of the United States Army, the United States 


Navy, and the Office of Civilian Defense, as 
speakers. At the joint luncheon which follows, 
the Procurement and Assignment Service m 
relation to the medical profession and to hos- 
pitals is discussed by Major Sam F. bee, fey, 
Executive Officer, a specially appointed dele- 
gate. In the afternoon, panel discussions tor 
the medical profession are held on treatment oi 
wounds of soft parts and on fractures, and lor 
hospital representatives on special problems 
incident to the war as affecting hospitals- 

The dinner meeting and the panel discussions 
which follow on treatment of burns and pre- 
vention and treatment of shock are for the enw 
group. The representatives of the anny ana t 
navy medical corps collaborate with civina 
surgeons in leading these discussions. 
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• The signs and symptoms of 
vitamin B complex deficiency 
are widespread and may involve 
the skin, eyes, nervous system, 
cardiovascular apparatus, and 
gastro-intestinal tract. 



Betaplexin is serviceable both for 
treatment and for prevention of 
deficiency of the various factors 
comprising vitamin B complex. It 
is supplied in convenient forms. 
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Technical Exhibits 

The Waldorf-Astoria, Ball Room Floor, April 27-30, 1942 


''THERE has never been a wider diversification of displays illustrating the serv- 
ices and supplies available to the medical profession than is scheduled for the 
annual meeting this year. 

The Technical Displays are surrounded by the Scientific Exhibits. It may be 
suggested that the best way to view the exposition is to start at the entrance to the 
Basildon Room, follow through the Jade Room, Astor Gallery, East Foyer, the 
Ball Room Corridor, and the West Foyer. 

Of special interest will be the “fresh tissue" exhibit and demonstration in the 
West Foyer which is under the direction of the pathology section. 

Along this route you will find, in addition to the Technical Exhibits listed below, 
a wide variety of scientific presentations which no member attending this year’s 
meeting will want to miss. 

The Technical Exhibits are described in the following list. The brief description 
of them can only give a fraction of the information which is available at each of 
these booths. Admission to the exhibits and scientific sessions is limited to those 
presenting official badges which are available at the Registration Desk. There is 
no registration fee. Upon your arrival at the meeting go at once to the Registration 
Desk, obtain your badge and the exhibits will be open to you. 


Abbott Laboratories, North Chicago (Booth 
107), heartily invites you to drop in and discuss 
the newer products with their Abbott-trained 
representatives. Here you will find a compre- 
hensive showing including large volume Intra- 
venous Solutions and newly developed Venocly- 
sis Equipment, Sulfonamides, Pentothal Sodium, 
Vitamins, Metaphens, etc. So! Stop in and see 
them! 


Sutra is an easily absorbed cream — a shield 
against painful sunburn, blistering, and peeling. 
Imra, the modem odorless cosmetic depilatory 
whicn involves a new chemical principle in 
scientific depilitation, will also be shown. At 
the same booth the Union Pharmaceutical Co., 
Inc., will display Saraka, a diet aid for use in 
common constipation. 


v 

American Hospital Supply Corporation, Chi- 
cago and New York (Booth 1). You will see 
interesting demonstrations of the ease, rapidity, 
and economy of plasma preparation with Baxter 
equipment, by both centrifugation and sedimen- 
tation methods. You will also have an oppor- 
tunity to learn about the latest transfusion 
methods, and the merits of the Baxter Sulfanil- 
amide and Alcohol-Dextrose solutions, two new 
products which have made an excellent therapeu- 
tic record. Also on display are new and ex- 
clusive American products and equipment, 
which have been the subject of so much favor- 
able comment by the profession. 


The Arlington Chemical Company, Yonkers, 
New York (Booth 86). The importance of 
amino acids in nutrition is the subject of dis- 
cussion and research to a greater degree each 
year. Aminoids, a multiple amino acid prepara- 
tion for oral administration, will be demon- 
strated by the Arlington Chemical Co. at their 
exhibit. Allergenic extracts of proteins, pollens, 
and fungi for diagnosis and desensitization of 
allergic conditions are also on display. 

Arta Cosmetics, Inc., Bloomfield, New Jersey 
(Booth 105), will exhibit Sutra, the American 
Medical Association Accepted sunfilter cream. 


W. A. Baiun Co., Inc., New York (Booth 33), 
will feature two new items in the display of tbeir 
complete line of Baumanometers and Latex re- 
placement parts. An improved Air-Flo Control 
and Bulb of an entirely new design and construc- 
tion and the new Kit-bag Model Baumanometer 
will be introduced at this meeting. Tou are cor- 
dially invited to visit their exhibit. 


J. Beeber Company, New York (Booths 26 and 
27). 

The Bergman Associates, Brooklyn (Booth 102), 
present several features of their complete service 
to physicians and pharmaceutical concerns, in- 
cluding motion pictures, charts, and color trans- 
parencies. There will De a working demonstra- 
tion of the production, of animated films, color 
photography and medical drawing. A s P ac ' a J 
display of cameras, etc., designed and built by 
The Bergman Associates for special pinposes 
(including endoscopic motion pictures) is fea- 
tured. 


'he Best Foods, Inc., New York (Booth 96). 
nteresting displays at their exhibit illustrate 
nd describe the many uses of Nucoa, the whole- 
ome vegetable margarine, composed of products 
nly by American farmers. Nucoa and other 
lest Foods and Hellmann's products mil be dis- 
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played at the booth, where Elsie Stark, Director 
of Home Economics Department, is in charge. 

Bilhuber-Knoll Corp., Orange, Hew Jersey 
(Booth 51). Visit their exhibit where personal 
attention will be given to your discussions on 
Dilaudid, the quickly acting analgesic and cough 
sedative; Metrazol, the “Council Accepted” 
stimulant and restorative; Theocalcin, the myo- 
cardial stimulant and diuretic. Mr. Beakley, 
Mr. Delaney, and Mr. Stauber will be on hand 
and will welcome your visits and the opportunity 
to answer your questions pertinent to their 
original medicinal chemicals. 

The Borden Company, New York (Booth 4). 
For news about Borden’s scientifically designed 
infant foods visit their display. Biolac — a com- 
plete formula except for vitamin C. New Im- 
proved Dryeo provides increased potencies of 
vitamins A and D, quicker solubility and maxi- 
mum formula flexibility. Mull-Soy — emulsified 
food for infants allergic to milk, readily digesti- 
ble, exceptionally palatable. Also Beta Lactose, 
Iflim, Merrell-Soule Powdered Milks, and Bor- 
den’s Silver Cow and Borden’s Pearl Brand Ir- 
radiated Evaporated Milk. 

Brewer & Company, Inc., Worcester, Massachu- 
setts (Booth 81), produces a very fine line of 
enteric coated specialties, as follows: Thesodate 
(featured at their exhibit) enteric coated tablets 
and gelatin capsules for the treatment of Coron- 
ary Artery Disease; Luasmin enteric coated 
tablets and gelatin capsules for the relief of 
Bronchial Asthma; and enteric coated Codeine 
Phosphate Tablets ( l /< grain), for the relief of 
useless coughs. 

Burroughs Welcome & Co. (U. S. A.) Inc., New 
York (Booth 72), presents a selected group of 
fine chemicals and pharmaceutical preparations, 
together with new and important therapeutic 
agents of special interest to the medical profes- 
sion. 


Cameron Surgical Specialty Co., Chicago and 
New York (Booth 37). See the Cameron Flexi- 
ble Gastroscopes, Bronchoscopes, Esophago- 
scopes, Laryngoscopes, Binocular Prism Loupe, 
Color Flash Clinical Camera, Mirrolite, and 
other new developments in electrically lighted 
Diagnostic and Operating Instruments for all 
parts of the body. As all instruments work from 
dry cells as well as electric light current, in the 
event of a "black out” or emergency failure of 
electric light current the surgical work can pro- 
ceed regardless. Of special interest are the new 
Electro-Surgical Units (the genuine Radio 
Knives) for cutting, coagulating, desiccating, 
and fulgurating in all sizes from the office model 
Cauteradio to major Hospital Units with abun- 
dance of power for radical surgery. New York 
Sales Office, 250 West 57 St., New York City, 
convenient for service at all times for doctors 
in the greater New York area. 

S. H. Camp & Company, Jackson, Michigan 
(Booth 75), will exhibit a reproduction of the 
Camp Transparent Woman as the central theme 
of their display. The company’s authorized 
dealers are equipped to serve patients for the 
various supports prescribed by physicians. 
The complete line of merchandise for prenatal, 
postnatal, visceroptotic, sacroiliac, hernia), and 
other specific conditions will be shown. Experts 
from the Camp staff will be in attendance to 
answer specific questions. 

Canadian Radium & Uranium Corporation, New 
York (Booth 30). A visit to this exhibit will 
remind medical men that all needs for radium m 
the Western Hemisphere can now be supplied 
wholly within this hemisphere. This situation 
follows the successful development of the rich 
reserves of ore at Great Bear Lake in the Cana- 
dian subartic and the completion of large modern 
refining facilities at Fort Hope, Ontario. As 
sole sales agent for the output, this company of- 
fers this high-purity radium in any form ana 
any type of container. For further interesting 
details, call at the booth. 


Cambridge Instrument Company, Inc., New 
York (Booths 73 and 74). Physicians interested 
in Cardiology should not fail to see the new Cam- 
bridge Research Model Portable Electrocardio- 
graph-Stethograph which is being shown at their 
exhibit together with a complete display of Cam- 
bridge cardiac diagnostic instruments. Here 
may be seen mobile, stationary, and portable 
models of Cambridge Electrocardiographs and 
Electrocardiograph-Stethographs, available to 
serve large or small hospital, clinic or private 
office. A new portable instrument, which indi- 
cates or records blood pressure continuously, will 
also be on display. 


Camel Cigarettes, New York (Booths 14 and 
15), will exhibit large detailed photographs of 
equipment used in comparative tests of the five 
largest-selling brands of cigarettes. These tests 
proved that Camels burn slower and contain less 
nicotine in the smoke than other cigarettes. 
Representatives will be available to discuss this 
research. 


Ciba Pharmaceutical Products, Inc., Summit, 
New Jersey (Booth 9). There will be found tn 
well-known Ciba specialties. Latest information 
concerning Perandren, Di-Ovocylin, and our 
other gynecogenic preparations will be avaiiame, 
together with literature describing their clinical 
application where androgens and estrogens ax 
indicated. Representatives of the firm will o 
in attendance and will be glad to answer a 
questions in regard to the products display 


Cochrane Physicians’ Supplies, Inc., New York 
(Booth 40), have endeavored to make their ex- 
hibit most attractive and interesting and ueu 
worth visiting. On display will be surgica 
diagnostic instruments, cauteries, furm™";' 
sterilizers, dressings, glassware, lamps, sy S' 
suture and hypodermic needles, physicians g, 
pumps, rubber goods, and short-wave 6 
vanic machines. 

The Cream of Wheat Corporation, Minneapoli|, 
Minnesota (Booth 22), will exhibit enriched o 
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Minute "Cream of Wheat.” This improved ce- 
real is completely cooked in five minutes and has 
been fortified with additional Vitamin Bi (Wheat 
Germ and Thiamin), iron, calcium, and phos- 
phorus. 

The Denver Chemical Mfg. Company, New 
York (Booth 78). Galatest will be exhibited 
and demonstrated. A dry reagent for diabetic 
sugar, Galatest is simple, accurate, economical. 
One drop of urine on a small quantity of powder 
and the reaction is completed instantaneously. 
No test tubes, no measuring, no burners. 

Doak Company, Inc., Cleveland (Booth 41). 
Physicians are cordially invited to visit their 
exhibit where the well-known line of Doak Der- 
matological Specialties will be displayed. Most 
prominent among these are Lotio Alsulfa (liquid 
cream of colloidal sulfur), Tersus (liquid skin 
cleanser pH 6, 5, considered nonallergic), Helio- 
brom and Heliobrom Lotion (indicated in treat- 
ment of pruritus), Cot-Tar (an elastic coating of 
tar). Doak Company also exhibits the original 
colloidal sulfur (Sulfur-Doasporal) ampules for 
intramuscular and intravenous injections in 
treatment of arthritis. 

The Doho Chemical Corporation, New York 
(Booth 46), Animated Pathological Ear Exhibit 
—the Auralgan Exhibit consists of a model of 
the human auricle four feet high together with 
a series of twenty-four three-dimensional ear 
drums, modeled under the supervision of out- 
standing otologists. Each of these drums depicts 
a different pathologic condition based upon 
actual case observation and prepared, in so far 
as possible, with strict scientific accuracy so as 
to be highly instructive and interesting to all 
physicians. 

Effervescent Products, Inc., Elkhart, Indiana 
(Booth 52), will display Clinitest — the new 1 
minute tablet test for sugar in the urine. Ex- 
pert technicians will be on hand to demonstrate 
the simplicity, speed, and reliability of this new 
improved method of qualitative urine-sugar 
analysis. 

J. H. Emerson Co., Cambridge, Massachusetts 
(Booth 108), will demonstrate the wide range 
of usefulness of the Emerson Resuscitator, now 
obtainable in a variety of models, including the 
oxygen-operated hospital and portable units 
together with the new hand-operated field units; 
as well as the Emerson Respirator, now the dem- 
onstrated leader in the respirator field, the Hurni- 
dox Humidifier, and the Suction-Pressure Ap- 
paratus. 


visit our laboratories in Richmond Hill to view 
the making and filling of sterile solutions in 
ampules and vials. 

H. G. Fischer & Company, Chicago and New 
York (Booth 1 10), are displaying their new mod- 
els of x-ray and short-wave apparatus which are 
so distinctive. The complete H. G. Fischer Mfg. 
Co. line includes shockproof x-ray apparatus, 
short-wave units, combination cabinets, gal- 
vanic and wave generators, ultraviolet and in- 
frared lamps and many other units, accessories, 
and supplies. Physicians are invited to ask for 
demonstrations of apparatus in which they are 
interested and to consult with Fischer representa- 
tives regarding technics made available by 
Fischer apparatus. 


C. B. Fleet Co., Inc., Lynchburg, Virginia 
(Booth 59), Phospho-Soda (Fleet) has been an 
ethical product for over half a century. It is a 
highly concentrated, purified, aqueous solution 
of the two U. S. P. phosphates in stable form. It 
is nontoxic, rapid but mild in action, without 
irritation of the gastric or intestinal mucosa. 
It is indicated in hepatic and gallbladder dys- 
functions, and when a thorough eliminating and 
cleansing action is desired on the upper and lower 
gut. 

General Electric X-Ray Corp., Chicago (Booths 
16 and 17). To hospital administrators and 
physicians who desire a fresh perspective of 
their present x-ray facilities, in view of prevailing 
standards in modern medical practice, we oner 
this suggestion: Arrange to have a G-E x-ray 
representative call, at your convenience to give 
you the benefit of his knowledge and experience 
in a survey of this kind. New York State has 
two G-E x-ray branch offices, one in New York 
City and the other in Rochester. A manager, 
twelve salesmen, and ten servicemen work out 
of the New York office, and a manager, five 
salesmen, and four servicemen are stationed in 
Rochester. You can rely on them to offer you 
practical and helpful suggestions. 


Gerber Products Company, Fremont, Michigan 
(Booth 79). Gerber Baby Foods have grown m 
variety so fast that we will welcome your can 
at our booth to see the latest arrivals. 


3tis E. Glidden & Co. Inc., Evanston, Illinois 
Booth 1 04), will exhibit their product, Zymenol, 
, brewer’s yeast emulsion for constipation an 
olitis. The booth will be in charge of Mr. . Koj 
Srickson, eastern supervisor for Otis E. (jlma 
c Co. 


Endo Products, Inc., Richmond Hill, New York 
(Booth 80), cordially invites the members of the 
Medical Society of the State of New York, at- 
tending the Convention, to visit their exhibit. 
Trained representatives will be on hand to dis- 
cuss its complete line of pharmaceuticals and 
ampule solutions, including Estromone, Entro- 
mone, and other hormone products which have 
been so well received by the profession in the 
past. We also extend a cordial invitation to 


lovia Chemical & Mfg. Co., Newark, I ken 
ey (Booth 67), will exhibit a complete line oi 
self-lighting ultraviolet fight quartz lamp ^ 

i't fail to ask for a demonstration of the nei 

>Kromayer cooled by air instead of uater. 
rt and Ultra Short Wave equipment and a 
plete line of Sollux Radiant Heat lamps 'll 
down. Courteous and competent represents 
3 will be on hand to greet you. 



711 


FOR BLOOD DONORS 




Hematinic Plastules provide iron in the ferrous state quickly 
available for conversion into hemoglobin. They are easy 
to take and well tolerated. Each Plastule contains dried 
ferrous sulphate U. S.P. X. 5 gr. and yeast concentrate 
.75 gr., supplied in bottles of 50, 100 and special hospital 
size of 1,000. Also' available with Liver Extract. 

/ / / 

Ferrous Iron Sealed from the Air but not from the Patient 

III 

f Fowler and Barer "Rate of Hemoglobin Regeneration 
m Blood Donors." JAM A., 118.421.19-42. 

♦Reg. U S. Pat. Off. 

THE B0VININE COMPANY . CHICAGO, ILLINOIS 
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will be the establishing of an 
Departmentand physicians mi v nh? a d Defe , nse 
information at this bon?h \ am Complete 
Mr. S. Mehlinger and M°r! J. Shnittr!^ be 
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them to produce a fool nrnnf ^ * P° ssible for 
machine foolproof, simple, and accurate 

SSp77?°Tn y ’ , Battl , e c «*k, Michigan 
an “mnortant n °? S ’ S read y- to -®at cereals hive 

proS rL P r the , national nutrition 

include^' fr£? m - Flak ; es and Rice Krispies are 
diets Pen ^ wheat-free and low residue 
B, and PWh h n bee - n ennc bed with vitamins 

the ave7iiP A V minS s ?- frequently lacking in 
cne average American diet. Felloe’s other 

Flakes iro B ^K dded ^ heat > A1 l-Bran and Bran 
Ask for ™ b ? ,nera)s and vitamin B, too. 

recent F r Ur n Se £? f medical sprints covering 
recent research with these products. 

New*^ York ’^ l0X ( .D e iatme Co., Inc., Johnstown, 
the medlr | B °°i tb Their exhibit features 
Sntr£ p a “. d dietary uses of Knox Plain 
cn« G ® latme - , Attendants will gladly dis- 
hmv tl o rinotcm value of gelatine and explain 
TOi nv introduction and laboratory control makes 
, , Deiatine a quality product essential for 

?P e .„ j letal 7 use - Literature, including die- 
taries and recipes, is free. 

fim de ,v;n laboratories, Inc., New York (Booth 
Sc'* ' . 111 feature leading medical products: Hav 
lT L Tuberi i ul,n 7 atch Test i Tetanus Toxoid 
• i , . ® complete Ime of B Complex vitamins 
lf uding Vi-Ferrm (a preparation of ferrous 
ulfate and B Complex) introducing Lederle’s 
new^ Vitamin B Tablets. 


cated S i.f nd 6aS1 i ly dlgested food-drink is ’indi- 
df£ d ^ supplement to liquid and semiliquid 
diets It is basic nutrition because it is a scien- 
tifically well-balanced combination of proteins 
andcarbohydrates of full-cream milk anHoice 


CBM S th n 47Twil| 0 h & Dunn “ g > Lie., Baltimore 
47 L ' vl| l have an exhibit featuring Mer- 

ri7= nf f°i m - C and vanous pharmaceutical special- 
ties of their manufacture. There will also he i 
display of diagnostic apparatus and ampule 
solutions which have been developed in P fh P 
firm s laboratories in cooperation withphvsicians 
Competent representatives will be in attendance 
to demonstrate the products. Literature and 
nn^f T U f be . available to physicians who are 
not already familiar wuth products exhibited. 

Jones Metabolism Equipment Company, New 
York (Booth 42) invites you to see the original 
waterless metabolism apparatus. The exclusive 
features of the Jones include a double slope trac- 
mg which eliminates the possibility of technical 
errors; a simplified and accurate slide rule for 
calculations, and the life-time guarantee for ac- 
curacy greater than 99 per cent. The twenty- 


Thomas Leeming & Company, Inc., New York 
l -Booth 53), invite you to inspect a new exhibit 
incorporating full color photographs of a number 
ot pathologic skin conditions frequently en- 
countered in practice. These photographs, from 
tne collection of an outstanding dermatologist, 
demonstrate the typical lesions in each of the 
conditions, thus facilitating accurate diagnosis. 
Lae exhibit deals with the use of Calmitol in 
the control of pruritus associated with such 
conditions. Also exhibited will be two recently 
introduced preparations, Amend’s Solution, an 
aqueous iodine solution for internal administra- 
L°n, notable for its palatability and low toxicity, 
?“ ... agmasil, a unique magma of magnesium 
tnsihcate which has been called “the closest 
approach to the theoretically ideal antacid” in 
the treatment of peptic ulcer. 

Lepel High Frequency Laboratories, Inc., New 
York (Booth 39), will exhibit their complete 
line of physical therapy equipment including 
their latest developments in short-wave genera- 
tors, ultraviolet lamps, and their new combina- 
tion low voltage equipment. You are cordially 
invited to visit their booth and have the repre- 
sentative demonstrate these new models includ- 
ing the electro surgery. 

The Liebel-FIarsheim Co., Cincinnati, Ohio 
(Booth 43). Stop and see the latest models of 
L-F Short and Ultra-Short Wave Generators. . . 
as well as the famous Bovie Electrosurgical 
Units and other newly developed, interesting 





Wound in patient with Vitamin C defi- 
ciency shows failure to heal after 10 days 



Healing after administration of 1000 mg. 
oscorbic acid intravenously 
daily far 10 days 


Vitamin C has been shown to he an 
essential factor in wound healing. Reports of its value 
have led to its administration both pre- and post-opera- 
tively in cases where a deficiency of ascorbic acid is 
known to exist. 

When such a deficiency is apparent and when the 
patient is allergic to or dislikes foods containing Vita- 
min C, or where there is an interference -with assimila- 
tion of the vitamin, ascorbic acid supplementation is 
indicated. 

Solution Sodium Ascorbate Squibb (for intravenous 
injection) is of particular value for those undergoing 
surgical procedures. It is likewise indicated in severely 
ill patients and those in whom some condition such as 
gastric anacidity or intestinal disease may result in 
faulty utilization of the vitamin. 

Solution Sodium Ascorbate Squibb is supplied in 
boxes of 6 and 25 ampuls, each containing sufficient 
material for the withdrawal and administration of 
1 cc. — containing an amount of sodium ascorbate 
equivalent to 100 mg. ascorbic acid. Also in boxes of 
6 x 1 cc. ampuls containing the equivalent of 500 mg. 
ascorbic acid per cc. 

ALSO AVAILABLE 

Ascorbic Acid Squibb (Cevitamic Acid, Vitamin C 
Crystalline) for oral use — Supplied in 25-mg., 50-mg. 
and 100-mg. tablets. One 25-mg. tablet, containing 
500 U.S.P. XI units of Vitamin C, is equivalent in 
Vitamin C activity to about 1% ounces of fresh orange 
juice. All sizes are supplied in bottles of 40, 100 and 
500 tablets. 


. Q\)R EW, For literature address the Professional Service 
(S' Department, 745 Fifth Are., New York, N. Y. 

? BOOTH 3 ^ 

| 88 ^EKSqjjibb&Sons 

Manufacturing Chemists to the Medical Profession Since 1858 
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Physical Therapy apparatus and accessories, 
it will be a pleasure to demonstrate this modem 
equipment to you and the time spent at Liebel- 
Flarsheim will prove well worth your while. 

Loeser Laboratory, Incorporated, New York 
(Booth 65), a subsidiary of the Wm. S. Merrell 
Company, offers an unusually interesting exhibit 
on ampules for intravenous and intramuscular 
injection. The high quality and standardized 
potency of these products have gained wide rec- 
ognition among many members of the profession. 
A cordial welcome awaits you at their booth. 

The Maltine Company, New York (Booth 12) 
will display, as part of their exhibit, the new 
quart, economy size of Maltine with Cod Liver 
Oil. The exhibit will show the care and pre- 
cision used in selecting the fine materials that are 
included in the manufacture of this widely known 
product. 


genic Substance, various vitamin preparations 
and other products of special interest. 

National Livestock and Meat Board, Chicago 
(Booth 8), invites you to visit their display por- 
traying the importance of Meat as a source of 
the B_ vitamins. Wax models of a normal diet 
featuring the thriftier meat cuts will also be 
shown. Register for new twenty-four page 
book, Better Nutrition for the Nation, and other 
literature. 


New York Medical Exchange, New York (Booth 
38). Has the draft board worked havoc with 
your staff of physicians? If so, you can replace 
them from among the candidates whose histories 
may be seen at the exhibit of the New York 
Medical Exchange. You can also see the cre- 
dentials of nurses, technicians, secretaries, record- 
room librarians, etc. 


T. 3. McKenna, Inc., New York (Booths C and 
D), will have a complete composite display of all 
the new and standard books of all medical pub- 
lishers. In the belief that it will be a convenience 
to be able to examine the books of all publishers 
in one joint exhibit, the various publishers have 
cooperated in the arrangement of this exhibit. 

Mead Johnson & Company, Evansville (Booths 
34, 35 and 36). "Servamus Fidem” means We 
Are Keeping the Faith. Almost every physician 
thinks of Mead Johnson & Company as the maker 
of Dextri-Maltose, Pablum, Oleum Percomor- 
phum, and other infant diet materials. But not 
all physicians are aware of the many helpful 
services this progressive company offers physi- 
cians. A visit to their exhibit will be time 
well spent. 


Nutrition Research Laboratories, Chicago (Booth 
76), will show by means of x-rays, transparent 
photographs, wax models, and scientific litera- 
ture the important types of chronic arthritis and 
the response of these to Ertron. The therapeutic 
advantages of Bezon, a whole natural vitamin B 
complex, are also depicted. 

Ortho Products, Inc., Linden, New Jersey 
(Booth 87), will feature the Ortho Line, the 
physicians’ line. It will be decorated with line 
drawings of scenes from our laboratory. The 
exhibit features the scientific background of 
their products, stressing the importance of 
medical and clinical research as applied to prod- 
ucts of this kind. In attendance will be P- B. Hof- 
mann, president; B. J. Todd, vice-president; 
and F. B. Whitlock, eastern divisional manager. 


The Medical Film Guild, New York (Booths 
20 and 21). 

Merck & Co., Inc., Rahway, New Jersey (Booths 
69 and 70). We hope every doctor registered 
will visit this exhibit. The representatives pres- 
ent will be pleased to inform interested physi- 
cians regarding the clinical applications of the 
parasympathetic stimulant, “Mecholyl,” and 
the convenience of the inhalation anesthetic, 
“Vinetliene,” for short surgical procedures. 
Literature on the vitamins, Bi, C, Riboflavin, 
and Nicotinic Acid will also be available. 


Mooradian High Frequency Laboratories, Bo- 
gota, New Jersey (Booth 24), will be glad to 
welcome you at their exhibit and discuss any 
problems that you may have in reference to high 
frequency electromedical and electrosurgical 
apparatus. They will have on display the latest 
developments in short-wave apparatus, as based 
on their twenty-five years experience in the field. 


The Mutual Pharmacal Company, Inc., Syracuse, 
New York (Booth 29), will exhibit special prod- 
ucts such as: Tablets Be-Vi-Plex, Vitn-Liv- 
Ferin. Almutal, Elixir Sedmutal No. 2, Estro- 


Paine Hall School, New York (Booth 66). 

Parke, Davis & Company, Detroit, Michigan 
(Booth A), will feature the sex hormones, Theelin 
and Theelol; antisyphilitic agents, such as 
Mapharsen and Thip-Bismol; posterior lobe 
preparations, including Pituitrin, Pitocin, an 
Pitressin ; and various Adrenalin Chloride Prepa- 
rations. 


rhe E. L. Patch Company, Stoneham, Massa- 

ihusetts (Booth 32), will exhibit some ot its 
ipecialties, including Gadoment, Gadolets, ana 
'vondremul. Patch Company representatives 
vill be glad to greet their friends m the proies- 
ion and give them full information concerning 
hese and other Patch products. 

'he Pelton & Crane Company, Detroit, Michi- 
/ t'i il. SfpnllZGK 


inir jjisnts ana ouspiuora, 
r use in the industrial clinic and first-md room^ 

well as general practitioners offices. F „ 
the popular Tri-Plex combination with doubm 

orage cabinet, recessed instrument s 
,d self-contained automatic autoclave. Mr. 
H. Fell, in charge. 




The correction of faulty elimination 
requires that the bowel mucosa be 
treated with the utmost consideration 
It is the smoothage of METAMU- 
CIL-2 which has this corrective effect 
METAMUCIL-2 is a radical depar- 
ture from the old-time constipation 
"cures” — the irricating chemicals, de- 


METAMUCIL-2 provides smooth- 
age — soft demulcence which protects 
the mucosa against irritation, and 
encourages natural elimination by 
physiologic reflex action. 

For corrective, protective smooth- 
age, prescribe— 

Meta m ucil-2 

("GREEN LABEL”) 

o 

Supplied in 1-lb., 8-oz. 
and 4-oz. containers. 

O 

s d-SEARLE &co- 

Ethical Pharmaceuticals Since 1883 

CHICAGO 

New York Kansas City San Francisco 




S E A R L E 
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Pet Milk Sales Corporation, St. Louis, Mis- 
souri (Booths 61, 62, 63 and 64), will display an 
actual working model of a milk condensing plant 
in miniature. This exhibit offers an opportunity 
to obtain information about the production of 
Irradiated Pet Milk and its uses in infant feeding 
and general dietary practice. Miniature Pet 
Milk cans will be given to each physician who 
visits the Pet Milk Booth. 

Petrogalar Laboratories, Inc., Chicago (Booth 
89), offer, in addition to samples of the Five 
Types of Petrogalar, an interesting selection of 
descriptive literature and anatomical charts. 
Ask the Petrogalar representatives to show you 
the Habit Time booklet. It is a welcome aid for 
teaching bowel regularity to your patients. 


Philip Morris & Co., Ltd., Inc., New York (Booth 
25), will demonstrate the method by which it 
was found that Philip Morris Cigarettes, in 
which diethylene glycol is used as the hydro- 
scopic agent, are less irritating than other ciga- 
rettes. Their representative will be happy to 
discuss researches on this subject, and problems 
on the physiologic effects of smoking. 

The Chas. H. Phillips Chemical Co., New York 
(Booth 106). Phillips’ Milk of Magnesia, a 
standard to the medical profession for more 
than three generations, deserves consideration 
as a superior agent for securing the desired level 
of stomach acid in cases of peptic ulcer. Visit 
their exhibit to discuss new and startling con- 
cepts on antacid therapy.- 

The Prometheus Elec. Corp., New York (Booth 
103). 

The Radium Emanation Corporation, New York 
(Booth 91), will exhibit a wide variety of instru- 
ments and applicators used in modern radium 
therapy, including permanent and removable 
composite, leakproof Radon Seeds. The ad- 
vantages of these seeds will be demonstrated by 
magnified sections showing their constructions 
in detail. 

Ralston Purina Company, Inc., St. Louis, Mis- 
souri (Booth 31), cordially invites physicians to 
visit their exhibit to see Miniature Ralston Ce- 
real Mill, Instant Ralston Prepared; to register 
for dietary literature on Ralston and Instant 
Ralston; for Obesity and Allergy Diets; for 
Food Diaries and Charts; for samples, Ralston, 
Instant Ralston, Ry-Krisp, Shredded Ralston. 


S.M.A. Corporation, Chicago (Booth 90). Among 
the technical exliibits at the convention this 
year is an interesting new display, which repre- 
sents the selection of infant feeding and vitamin 
products of the S.M.A. Corporation. Physicians 
who visit this exhibit may obtain complete in- 
formation, as well as samples, of S.M.A. Powder 
and the special milk preparations — Protein 
S.M.A. (Acidulated), Alerdex, and Hypo- 
Allergic Milk. 

Safety First Supply Company — E & J Resuscita- 
tor, Pittsburgh, Pennsylvania (Booth 56). The 
latest models of the E & J Resuscitator — Inhala- 
tor-Aspirator wall be on display at this exhibit. 
Members of the Society are cordially invited to 
witness demonstrations of this ingenious auto- 
matic breathing machine and hear something of 
its excellent record in the many fine clinics where 
it is in use. 

Sanborn Company, Cambridge, Massachusetts 
(Booth 13). Outstanding new apparatus for 
cardiac diagnosis and research will be shown 
at the Sanborn Company exhibit: The Tri- 
Beam Stetho-Cardiette, which permits simul- 
taneous phonocardiographic, electrocardio- 
graphic, and sphymographic recordings, plus 
amplified auscultation; and a new blood pres- 
sure and oscillometric attachment which pro- 
duces simultaneous registration of the oscillo- 
metric waves and Ifnratkoff sounds. Also on 
display will be the Waterless Metabolism tester 
for 1942; and the Cardiette, Stetho-Cardiette 
and Cnrdioscope. 

Sandoz Chemical Works, Inc., New York 
(Booth 11). Physicians will be interested in 
Synergen (ergotamine tartrate) for the dramatic 
relief of migraine headache. Newly released 
products include Syrup Neo-Calglucon (calcium 
gluconogalaetogluconate), a palatable, highly 
concentrated preparation for oral calcium ther- 
apy readily absorbed from the digestive tract; 
Cedilanid, a stable preparation of lanatoside U, 
a crystallin glycoside from Digitalis Lanata not 
present in purpurea. Other members, of the San- 
doz group of pure cardioactive glycosides include 
Digilanid, Strophosid, Scillnren and Scillaren-B. 
Also displayed are Bellergal, Belladenal, and 
Bellafoline — sedatives of the neurovegetative 
system; Calglucon Effervescent Tablets and 
Chocolate Flavored Tablets — the original cal- 
cium gluconate products; Neo-Calglucon Am- 
puls — the improved preparation for parenteral 
calcium therapy. 

Saratoga Springs Authority, New York (Booth 3) 


Ritter Company, Inc., Rochester, New York 
(Booths 5, 6, and 7), will feature its Ear, Nose 
and Throat Units, together with the Motor 
Chair, both of which were introduced to the 
medical profession about eighteen months ago. 
In addition the following items will be shown: 
Sterilizers, Bone Surgery Engines, X-rays, 
Compressors, Fluorescent Light, and Stools. 
Ritter representatives from Rochester will be in 
attendance, in addition to territory representa- 
tives. 


Schering Corporation, Bloomfield, New Jersey 
(Booth 71). All the highly advanced Schering 
hormones are on display at the Sobering ex u i , 
which is practically a survey of recent endocrine 
progress. In addition, there are some other par- 
ticularly interesting products such as Sula y 
(Sulfacetimide) for the treatment of urinary tract 
infections, and Suifadiazine-Schenng, . ' 

ficient sulfonamide for pneumonia. Members 
of the Medical Research Division mil be present 
and welcome discussion of problems. 




To Assure Quick Dependable Response 

Discriminating Physicians ate Prescribing 

the easily soluble 


DUBIN AMINOPHYLLIN 

imonmimi.iimii * ihauiki . ^ 

American Made from American Materials 


Myocardial Stimulant and Powerful Diuretic; Effective in Bronchial 
Asthma, Paroxysmal Dyspnea and Cheyne-Stokes Respiration 
PROMPT RELIEF of Persistent Extreme Dyspneic Status Asthmaticus. 

Herrmann, G. and Aynesworth, M. B. (J. Lab. Clin. Med, 23:135, 1937) 
McMahon, A. and Nussbaum, R. A. (Southern Med. J. 33:1107:1940) 
favorable action on Bronchial Obstruction both in Bronchial Asthma and 
Cardiac Failure. 

Green, G. H., Paul, W. D. and Feller, A. E. (J- A. M. A. 109:1712, 1937) 
Brown, A. G. and Blanton, W. B. (Southern Med. J. 33:1184, 1940) 

dramatic improvement in Respiratory Depression with Cheyne-Stokes Respiration 
occurring in the course of Renal or Cardiac Failure. 

Gold, Harry 0- A. M. A. 112:1, 1939) 

McMahon, A. and Nussbaum, R. A. (ibid.) 

EXTREMELY VALUABLE as Diuretic in Congestive Cardiac Failure. 

Herrmann, G. and Aynesworth, M. B. (j- Lab. Clin. Med. 18:902, 1933) 
Gold, Harry (ibid.) 


H.E. DUBIN LABORATORIES 

INCORKJKATCJJ- 

2 50 E 435 P St. New York. N.Y. 


this time, prescribe 


DERATOL 

(BREWER) 

The Red Capsule With Orange Dot When 
High Potency Vitamin D Is Indicated 



Each 3 minim capsule contains 50,000 U.S.P. units of Vitamin D obtained from 
activated Ergosterol (Hebo process) in a pure vegetable oil. 

SIG: One or two capsules a day for four days. Then increase dosage by one 
capsule a day every four days until maximum tolerance of patient is reached. 

AVAILABLE in bottles of 50, 100, and 1,000 capsules. -$4.50 per 100 capsules on 
prescription. 

Literature on Request 


BREWER & COMPANY, Inc. 

WORCESTER, MASS. PHARMACEUTICAL CHEMISTS SINCE 1852 
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Sobering & Glatz, Inc., New York (Booths 44 
and 45). New technics in intravenous infusion 
therapy are described in special service bulletins 
which will be available for visitors at the Sterisol 
Division exhibit of Schering and Glatz, Inc,, 
manufacturers of dextrose and saline solutions 
in Sterisol Ampoules. Laboratory-trained at- 
tendants wall demonstrate these procedures, in- 
cluding a simple method of eliminating air from 
the tubing when getting an infusion of dextrose 
ready. 


and discuss outstanding contributions to medical 
science developed in the Scientific Laboratories 
of Frederick Stearns & Company. Their pro- 
fessional representatives will be pleased to sup- 
ply all possible information on the use of such 
outstanding products as Neo-Synephrin Hydro- 
chloride for intranasal use, Mucilose for bulk 
and lubrication, Ferrous Gluconate, Potassium 
Gluconate, Gastric Mucin, Susto, Trimas, Ap- 
peila Apple Powder, Nebulator with Nebulin A, 
and their complete line of Vitamin products. 


G. D. Searle & Co., Chicago (Booth 109), will 
show a number of the new Products of Searle 
Research which have contributed so much to the 
recent armamentarium of the physician. Prod- 
ucts such as Searle Aminophyllin, Metamucil-2, 
Ketochol, Furmerane, Floraauin, Gonadophysin 
are results of this research which will shortly be 
greatly expanded in the new Searle Research 
Laboratories now nearing completion. An illus- 
tration of the new laboratories will be featured 
in the exhibit. 


Sharp & Dohme, Inc., Philadelphia (Booths 83 
and 84), will have their modern display featuring 
"Lyovac” Normal Human Plasma, other “Lyo- 
vac” biologicals and biological specialties. 
There will also be on display pharmaceutical 
specialties, including the new Liquid “Digitol” 
and Tablets “Digitol” which are clinically 
standardized on humans, “Delvinal” Sodium, 
“Propadrine” Hydrochloride products, “Rabel- 
lon,” “Depropanex,” and “Prohexinol.” A 
cordial welcome awaits all visitors. 

Smith, Kline & French Laboratories, Philadel- 
phia (Booth 95), again welcome the opportunity 
to display their products, including Benzedrine 
Inhaler, Benzedrine Sulfate Tablets, “Paredrine 
Hydrobromide Aqueous," and Pentnucleotide, 
to the members of the Society. Their represen- 
tatives will be only too glad to discuss the prod- 
ucts exhibited and will endeavor to answer any 
questions that may arise concerning them. 


The Sim-Rayed Company (Div. Kemp Bros. 
Packing Co.), Frankfort, Indiana (Booth 82), 
producers of Kemp’s Sun-Rayed Brand Tomato 
Juice. The natural, pasteurized juice of a 
special strain of Indiana tomatoes, sun-ripened 
on the vines and U. S. Government graded. 
The whole, carefully cored tomato is converted 
into juice by Kemp’s patented process No. 
1,746,657, w’hich utilizes all the tender solids for 
high retention of vitamins A, Bj, and C, insures 
nonseparating color and never-thin-or-wateiy 
consistency. Samples served at booth. Repre- 
sentative in charge: Seggerman Nixon Corpora- 
tion, 111 Eighth Avenue, New York, Mr. Freder- 
ick J. Nixon. 

Taylor Instrument Companies, Rochester, New 
York (Booth 48). The Tycos Aneroid Sphyg- 
momanometer with hook-type cuff will be fea- 
tured at this exhibit. Of particular interest to 
doctors will be the Tycos Mercurial Sphygmo- 
manometer and the related “lag error demonstra- 
tion” showing the accuracy with which Tycos 
Mercurial Sphygmomanometers operate. Mr. 
R. F. Roda of the Medical Sales Department and 
Mr. Edward Hurlburt of the Advertising De- 
partment will be in attendance. 

Therm-O-Rite Products Company, Buffalo, 
New York (Booth 98). 

U. S. Vitamin Laboratories, New York (Booth 55). 
Vegex Corporation, New York (Booth 28). 


C. M. Sorensen Company, Inc., New York 
(Booth 50). It will be their pleasure to present 
for your inspection several new models of treat- 
ment outfits covering ear, nose, and throat work, 
including ether and suction apparatus, portables 
for bedside use, office and surgical requirements 
adequately met in these new smart productions. 

E. R. Squibb & Sons, New York (Booth 88), will 
endeavor to convey scientific and pertinent in- 
formation about some of their most important 
products by striking visual methods. Numerous 
photographs, charts, and demonstration packages 
will graphically point up the important features 
of these products, among which will be included 
new additions to their Vitamin, Glandular and 
Specialties lines. Well-informed representatives 
will be on hand, moreover, to welcome visitors 
and to furnish further information on the prod- 
ucts displayed. 


Frederick Steams & Company, Detroit, Michi- 
gan (Booth 54). Doctors are cordially invited to 
visit their attractive convention display to view 


Walker Vitamin Products, Inc., Mt. Vernon, 
New York (Booth 57), Ethical Vitamin Special- 
ties as well as a complete line of standard vitamin 
tablets are exhibited by this firm. Featured 
items are their Mineralized Vitamin Tablets, 
their capsules of Dicalcium Phosphate witn 
Vitamins B-C-D, and their high potency Vitamin 
B Complex Products. 


Wallace & Tiernan Products, Inc., Belleville, 
New Jersey (Booth 19). Azochloramid is an 
organic chloramine, capable of killing all types 
of microorganisms upon a wound without damage 
to vital tissue cells. Distinguished from an 
other chlorine germicides by its remarkable 
stability this preparation is virtually nomrri till- 
ing and nontoxic. It is both fat and water solu- 
ble. Azochloramid is used in the treatment o 
all types of infected wounds and cavities, ns a 
prophylactic agent in postoperative and 
matic wounds it has proved to be of great 

The Wander Company, Chicago (Booth B). 




Q- I’ve heard that canners just use the surplus crops. Is that true? 

A, No. As a matter of fact, many of the varieties used for canning 
ean not be obtained in any other form. Most canners contract 
for their crops for canning, months in advance. They usually 
specify the variety of fruit or vegetables wanted. And in 
many cases this means furnishing seeds or plants especially 
developed for their purposes. (1) 

American Can Company, 230 Park Avenue, New York, N. Y.- 


(1) 1939. Agr. Expt. Sta. Univ. Wisconsin, Bui. 444. 

1939. Univ. Maryland Agr. ELspt. Sta. Bui. 425. 

1937. U. S. Dept. Agr. Farmers Bui. 1253. 

1937. Univ. Illinois Agr. Expt. Sta. and Extension Ser* 
vice in Agr. and Home Econ. Circular 472, 

1929, Univ. Maryland Agr. Expt. Sta. BiiL 318. 



The Seal of Acceptance denotes that the nutri- 
tional statements in this advertisement are accept- 
able to the Council on Foods and Nutrition of the 
American Medical Association. 
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White Laboratories, Inc., Newark, New Jersey 
(Booth 23). White's Cod Liver Oil Concentrate 
will be presented at this exhibit for your con- 
sideration. Here you may obtain complete in- 
formation concerning the entire field of cod liver 
oil concentration, with clinical data substantiat- 
ing the efficacy of White’s Liquid, Tablet, and 
Capsule Concentrates. 

Winthrop Chemical Company, Inc., New York 
(Booth 85), extends a cordial invitation to visit 
their exhibit where representatives will gladly 
discuss the latest therapeutic contributions made 
by this firm. 


John Wyeth & Brother, Inc., Philadelphia 
(Booths 92 and 93), cordially invites you to 
visit their exhibit where the Wyeth Hemo 
guide, an aid to Hematologic Diagnosis, will be 
exhibited. In addition, among the specialties 
to be presented, are Amphojel, Wyeth Alumina 
Gel, for the management of peptic ulcer and 
hyperacidity, B-Plex Elixir, Wyeth complete 
Vit amin B Complex; Bepron, Wyeth beef liver 
and iron for the Nutritional anemias; Bewon 
Ehxir, the palatable appetite stimulant and 
Kaomagma.for the control of diarrhea in the 
colitis. 


*1 


/ 




“AND TO HASTEN 
YOUR CONVALESCENCE" 


ENDOGLOBIN 

with Vitamin Bi 



A useful and palatable reconstructive and hematinic tonic of proven 
value in asthenia, anorexia, “run down" conditions and particularly in 
the recuperative stages of serious infectious disease or major operative 
procedure. Excellent for children. Contains no sugar or alcohol. 

ENDOGLOBIN is composed of beef blood, iron (as iron peptonate), 
liver concentrate, glycerophosphate and crystalline vitamin Bi (Thiamine 
Hydrochloride, 3 mgs. to the ounce). 

Supplied in 8 and 16 ounce bottles. Dosage: Adults 1 tablespoonful, 
Children, 1 to 2 teaspoonfuls, before meals. 

Information on request 


ENDO PRODUCTS, INC., RICHMOND HILL, NEW YORK 


WORKMEN’S COMPENSATION 
AND THE PHYSICIAN 

By Henry H. Jordan, M.D. 

This manual is presented as a guide for the general practitioner and the insurance carrier in 
foe handling of compensable injuries. It does not intend to compete with text books on the sub- 
ject matter. Its chief ni™ is to illuminate those aspects and problems which, in the manage- 
ment of disab'dities covered by workmen’s compensation, differ from the familiar considerations 
w the treatment of non-compensable injuries and diseases. The subject matter is limited to 
general diagnostic and therapeutic problems, typical phases of the workmen’s compensation 
Procedure. This includes a discussion of questions such as the aggravation of pre-existing 
^ease, the causal relation between injury and disability, and expert opinion and disability 

evaluation. 

Industrial and railway surgeons may refer to the difficult problems of causal relation and of 
aggravation of pre-existing disease in the pertinent chapters. 

The book is written in plain language and should be intelligible to the non-medical officials 
an d employees of insurance companies, to lawyers, to industrial commissioners and referees of 
foe labor departments who must decide compensation cases. 

191 Pages 2 Illustrations Cloth, $3.00 

°XFORD UNIVERSITY PRESS 114 Fifth Avenue, New York 
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Woman’s Auxiliary 

To the Medical Society of the State of New York 
Headquarters— Starlight Roof, the Waldorf-Astoria, New York City 


Officers 


President, Mrs. G. B. Adams, Auburn 
President-elect, Mrs. J. Emerson Noll, Port Jervis 
First vice-president, Mrs. Carlton F. Potter, 
Syracuse 

Second vice-president, Mrs. S. W. S. Toms, Nyaek 
Treasurer, Mrs. F. Leslie Sullivan, Scotia 
Recording secretary, Mrs. Albert Vander Veer, 2d, 
Albany 

Corresponding secretary, Mrs. George C. Sincer- 
beaux, Auburn 

Convention Committee Chairmen 
Mrs. Harry F. Pohlmann, General Chairman 
Mrs. Louis A. Van Kleeck, Co-Chairman 
Acknowledgments, Mrs. Samuel W. S. Toms 
Dinner, Mrs. Louis M. Lally 
Entertainment, Mrs. Carlton F. Potter 


Finance, Mrs. Daniel J. Swan 
Flowers, Mrs. Frederic E. Elliott 
Headquarters, Mrs. Louis Harris 
Hobby Show, Mrs. Henry L. Hirsch 
Hospitality, Mrs. Byron D. St. John 
House of Delegates, Mrs. William J. Lavelle 
Information, Mrs. Michael M. Schultz 
Junior Ushers, Miss F. Towne 
Luncheon, Mrs. John W. McKeever 
Printing, Mrs. George Smith 
Publicity, Mrs. Edwin A. Griffin 
Registration of Delegates, Mrs. Walter W. Davis 
Registration — General, Mrs. H. P. Mencken 
Resolutions, Mrs. Albert M. Bell 
Supplies, Mrs. Otto Pfaff 
Tea, Tuesday, Mrs. William Carhart 
Tickets, Mrs. Milton B. Bergmann 


The Annual Convention of the Woman's Auxiliary to the Medical Society of the 
State of New York will be held on April 27, 28, 29, 30, 1942, at the Waldorf-Astoria, 
New York. The headquarters will be the Starlight Roof. 

All doctors’ wives, whether members of a Woman’s Auxiliary to a County Medical 
Society or not, are urged to register at the Registration Desk in the Corridor to the 
Starlight Roof and are cordially invited to participate in all parts of the program. 


2:00 p.m.- 
4:00 p.m. 


9:00 a.m.— 
12 Noon 
9:00 a.m.- 
5:00 p.m. 


9:00 a.m.- 
4:00 p.m. 


10:00 a.m.— 
12 Noon 
10:00 a.m.— 
10:00 p.m. 
1:00 p.m. 

1:00 p.m.— 
4:00 p.m. 
1:30 p.m. 
7:00 p.m. 


Sunday, April 26 

Registration — Corridor to Star- 
light Roof 


Monday, April 27 
Registration of Delegates — Cor- 
ridor to Starlight Roof 
General registration for all doc- 
tors’ wives daily throughout the 
Convention — Corridor to Star- 
light Roof 

Registration for Auxiliary Dinner 
(7:00 p.m.) and Luncheon 
(Wednesday, 1: 00 p.m.) and 
Tea (Tuesday, 3:30 p.m.) — 
Corridor to Starlight Roof 
Preconvention Meeting — Star- 

light Roof 

Hobby Show — Palm Room 


Invocation — Rev. Dr. Lewis E. 
Christian 

First half of House of Delegates 
Meeting — Starlight Roof 
Address by Louis H. Bauer, M.D. 
Annual Banquet, Auxiliary — all 
doctors’ wives and lay friends — 
Starlight Roof (secure tickets at 
Registration Desk before 4:00 

P.M.) 

Guest Speaker — Mrs. R. E. 
Mosiman, President of the 
Woman’s Auxiliary to the 
American Medical Association 
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9:00 a.m.— 
5:00 p.m. 
9:00 a.m.— 
3:00 p.m. 


9:30 a.m.— 
12 Noon 

10:00 a.m.— 
10:00 p.m. 
3:30 p.m.— 
5:00 p.m. 
7:00 p.m. 


9:00 a.m. 

9 : 00 a.m.— 
12 Noon 
10:00 a.m.— 
10:00 p.m. 
9:30 a.m. 


11:00 a.m. 
1:00 p.m. 


10:00 a.m. 


Tuesday, April 28 
Registration continued — Corridor 
to Starlight Roof 
Registration for Luncheon (Wed- 
nesday, 1:00 p.m.) and Tea 
(3:30 p.m.) — Corridor to Star- 
light Roof , , 

Second half of House of Dele- 
gates— 50th Street Terrace of 
Starlight Roof 
Hobbv Show — Palm Room 


Tea — Louis Sherry Restaurant 
Entertainment, Musicale 
Dinner of the Medical Society of 
the State of New York— Grand 
Ballroom 


Wednesday, April 29 
Registration continued — Corridor 
to Starlight Roof 

Registration for Luncheon— Lor- 
ndor to Starlight Roof 
Hobby Show — Palm Room 

Postconvention Meeting of the 
Executive Board — Blue Room, 
4th Floor . 

Conference with county presi- 
dents— Blue Room 
Luncheon 

Thursday, April 30 
Call for hobbies 



OVER A QUARTER CENTURY 

OF 

dependability 



Ss*. ~ . 

fomihf l^ rato S ?° Dfcroi and thorough con- 
recombaJ 1 ^! 5 ££l< ? al aad other generally 

S3® 9 ct?** 3 t gwud 1116 Mgh ^al- 

j?: au -"'f - c - preparations. 

ietsDilis c ^ mi cals / capsules, ointments, fab- 
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— M America today, the wines of our own 
country are used nine to one over foreign 
wines. s 

In fact authorities qualified to speak 
believe states like California and New York 
are producing wines of outstanding quality. 

This quality begins with the grapes 
themsdves. For example, in California’s 
700-mile vineyard belt there occurs a range 
of soils and climates in which the world’s 
finest wine grapes are grown. Somewhere 
in the state each grape variety finds its 
ideal setting and comes to perfect ripeness 
each year. 

Just as essential, American wine-growing 
skills and facilities have now advanced over 
any before known in this country. Special 
methods of grape selection, temperature 
control, and sanitation, continuing labora- 
tory tests, and spotless modern equipment 
today aid the wine-grower in the United 
States. 

In every way California and New York 
wines conform to the most rigid state and 
r ederai standards of quality. All are well 
developed. True to type. 

And these fine wines are moderate in 
price- perhaps an important point to many 
people who now find wines of Europe too 
expensive. r 


This advertisement is printed by the 
vine grousers of California acting 
through the Wine Advisory Board, Sy 
Second Street , San Francisco . The 
non-profit Wine Advisory Board in- 
vites your requests for further in- 
formation about California wines. 
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Women’s Medical Society 
of New York State 


Annual Meeting, New York City — April 26 , 27, 1942 
Headquarters, the Waldorf-Astoria, Le Perroquet Suite 


r T'HE thirty-sixth Annual Meeting of the 
-L Women’s Medical Society of New York 
State will be held in New York Citv, Anril 26 
and 27. F 

There will be a tea at the Waldorf-Astoria, 
Sunday, April 26, from 4:00 to 6:00 p.m. 

The regular annual meeting will be held on 
Monday morning, April 27. 

The program for Monday is as follows: 
9:30 a.m. — Registration; 10:00 a.m. to 12:00 
Noon — Business Session; 1:00 p.m. — Luncheon. 

From 2:00 to 5:00 p.m. the following scientific 
session has been planned: “Allergies in Chil- 
dren,” Gertrude Felshin, M.D., Mt. Sinai Hos- 
pital — discussion: Leoni Claman, M.D., Chief 
of Department of Allergy, New York Infirmary; 
“Some Clinical Aspects of Endometriosis,” Mar- 
garet Sturgis, M.D., Clinical Professorof Gynecol- 
ogy, Woman’s Medical College, Philadelphia, 
Pa. (by invitation) ; “The General Practition- 
er’s Approach and Management of Breast Malig- 


nancies,” Rieva Rosh, M.D., Bellevue Hospital 
Radiation Therapy Department — discussion: 
Dorothy Bell, M.D., Knickerbocker Hospital, 
and C. Donlon, M.D., of the City Cancer Clinic. 

Dinner will be held at the Town Hall Club at 
7:00 p.m. The speakers will be: Marguerite 
P. McCarthy, M.D., President of the Women's 
Medical Society of New York State; Emily D. 
Barringer, M.D., President of the American 
Medical Women’s Association; Oliver W. H. 
Mitchell, M.D., Chairman of the Council Com- 
mittee on Public Health and Education of the 
Medical Society of the State of New York — 
“Postgraduate Medical Education in New York 
State”; Marion Craig Potter, M.D., Founder 
of the Society; Margaret Witter Barnard, M.D., 
Secretary of New York City Nutrition Pro- 
gram — “The Nutrition Program in Civilian 
Defense.” 

Marguerite P. McCarthy, M.D., President 
Isabelle F. Borden, M.D., Secretary 


Officers of the Women’s Medical Society 


Honorary Presidents 

Mary T. Greene, M.D. 

Helene J. C. Kuhlmann, M.D. 

Rosalie Slaughter Morton, M.D. 
Marion Craig Potter, M.D. 

President 

Marguerite P. McCarthy, M.D. 

102 Caroline Ave., Solvay 

Vice-Presidents 

Mary E. Potter, M.D. 

305 Washington Ave., Brooklyn 
Theresa Scanlan, M.D. 

133 E. 58th St., New York City 
M. Louise Hurrell, M.D. 

277 Alexander St., Rochester 

Treasurer 

Isabel Scharnagel, M.D. 

155 E. 73rd St., New York City 

Secretary 

Isabelle F. Borden, M.D. 

State Education Dept., Albany 

Councillors 

1st District Branch 

Isabel Knowlton, M.D. 

80 Irving PL, New York City 

2nd District Brandi 

Cora M. Ballard, M.D. 

95 Brooklyn Ave., Brooklyn 

3rd District Branch 

Rosetta S- Hall, M.D. 

Liberty, N. Y. 


4th District Branch 
Annetta E. Barber, M.D. 

S Notre Dame St., Glens Falls 

5th District Branch 
Elizabeth L. Shrimpton, M.D. 

608 E. Genesee St., Syracuse 

6th District Branch 
Anna M. Stuart, M.D. 

656 Park PL, Elmira 

7th District Branch 
Kathleen L. Buck, M.D. 

331 Monroe Ave., Rochester 
8th District Branch 
Alta Sager Green, M.D. 

30 S. Cayuga St., Williamsville 


CHAIRMEN OF COMMITTEES 

Scientific Program 

Theresa Scanlan, M.D. 

133 E. 58th St., New York City 


Honorary Councillors 
Helene J. C. Kuhlmann, M.D. 
Marion Craig Potter, M.D. 
Maud J. Frye, M.D. 

Emily Dunning Barringer, M.D. 
Lois L. Gannet, M.D. 

Esther Parker, M.D. 

Mary Dunning Rose, M.D. 
Ethel Doty Brown, M.D. 

Rosalie Slaughter Morton, M.D. 
Anna H. Voorhis, M.D. 

Daisy M. O. Robinson, M.D. 
Louise Beamis-Hood, M.D. 
Marion S. Morse, M.D. 

Mary J. Kazmierczak, M.D. 
Clara H. Pierce, M.D. 

Elise S. L’Esperance, M.D. 
Madge C. L. McGuinness, M.D. 
Alice Stone Woolley, M.D. 

Honorary Member 
Catherine Macfarlane, M.D. 
Philadelphia, Pa. 
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Legislative 

Louise Beamis-Hood, M.D. 

153 Bidwell Pkwy., Buffalo 

Medical Education 

Mary T. Greene, M.D. 

Castile, N. Y. 

Public Health 

Sophie Rabinoff, M.D. p .. 

130 W. 86th St., New York City 

Public Relations 

Christine Einert, M.D. - . 

165 W. 20th St., New York City 

Membership 

M. Elizabeth Howe, M.D. . 

30 E. 40th St., New York City 

Resolutions 

Mary A. Jennings, M.D. v . 

901 Lexington Ave., New x° r 
City 

Publicity 

Rut ^8E!l0th St^New York City 

Arrangements 

Frances Bogatko,jM.D. v . c.itv 
139 E. 66th St. f New York City 




Many physicians have found Thantis Lozenges, H. W. & D., to be ef- 
fective in relieving throat soreness and irritation. They are antiseptic and 
anesthetic for the mucous membranes of the throat and mouth. Thantis 
Lozenges contain two active ingredients — Merodicein, H. W. & D., one 
eighth grain, and Saligenin, H. W. & D., one grain. 

They dissolve slowly, permitting prolonged medication; 
they are convenient and economical. 

Thantis Lozenges, H. W. & D., are supplied 
in vials of twelve lozenges each. 
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Woman’s Auxiliary 

To the Medical Society of the State of New York 


'T’HE Annual Convention of the Woman’s 
x Auxiliary to the Medical Society of the 
State of New York will be held on April 27- 
28-29 and 30, 1942, at the Waldorf-Astoria Hotel, 
New York City. Headquarters will be on the 
Starlight Roof. All doctors’ wives — whether 
members or not — are urged to attend. 

In a few more months the members of the 
Woman’s Auxiliary to the A.M.A. will be arriv- 
ing in Atlantic City, New Jersey, for their annual 
convention, June 8—12. Reservations may be 
made by sending requests to Haddon Hall, 
Atlantic City. 


County News 

Columbia. The February luncheon meeting 
was held at the General Worth Hotel on the 
twenty-fourth with Mrs. Harry Parker Van 
Wagenen of Kingston, State Commander of 
Woman’s Field Army for the Control of Cancer, 
as guest speaker. She told of publicity for this 
organization being carried on by press, radio, and 
by films. Mrs. Bowerhan, president of the 
Columbia County Auxiliary, gave an interesting 
report on the semiannual meeting of the State 
Board held at the DeWitt Clinton Hotel in Al- 
bany on February 16-17. Many members of 
the Auxiliary are doing outstanding work in the 
Red Cross War Relief Drive. 

Fulton. Mrs. J. Edward Grant of Northville 
presided at the February meeting. The group 
voted to buy a U. S. Defense Bond. After the 
meeting a question and answer contest was 
conducted — in which Mrs. Robert Lenz won the 
prize. 

Kings. Kings County in every way seems 
to keep its programs timely. The February pro- 
gram, with an American Flag gaily flying on the 
cover, tells of not only a Valentine Tea, but a 
discussion of “Your Responsibility in Legisla- 
tion,” “Review of a Current Play,” a book 
review of that very best seller, Keys of the 
Kingdom, and also a few highlights on the kind 
of medical care provided for Abraham Lincoln 
and George Washington. The March program 
was all-out St. Patrick. “Your Responsibility 
in Government and a Bit of Ireland, Too” was 
not only timely but extreme!}' interesting. The 
talk on “The Beginning of Medicine in Brooklyn” 


arouses our curiosity as to the beginnings of 
medicine in our own communities. 


Nassau. One hundred men and women at- 
tended a combined meeting of the medical 
society and its auxiliary. The speaker was 
Dr. Richard Brickner, associate professor of 
neurology at Columbia Medical School. His 
subject was “Mental Hygiene and Its Use in a 
World at War.” Our Nassau correspondent 
makes us wish we could have heard this talk 
which she thinks might well have been entitled 
“Propaganda and How to Combat It.” The 
Nassau Chapter is cooperating with cancer and 
tuberculosis committees, is placing Hygeia in 
many schools, and is sending toys to foster 
homes through the Welfare Department. 

Oneida. This chapter sponsored an inter- 
esting defense project when 158 men and women 
were typed as emergency potential blood donors 
under their auspices. These potential blood 
donors will only be called in case of major dis- 
aster. 


Onondaga. The monthly meeting of this 
chapter was held at Nurses Recreation H 3 II at 
the Syracuse General Hospital on Tuesday eve- 
ning, March 4. Mrs. Robert A. Pond, assisted 
by Mrs. Beverly Lapbam, president and corre- 
sponding secretary, respectively, of the Visiting 
Nurse Association, explained the w r ork of the 
visiting nurse and illustrated the talk with mov- 
ing pictures. A dinner is being planned by the 
auxiliary on Tuesday, April 14, at 6:30 p.M. w 
the Hotel Syracuse Ballroom. The gues 1 
speaker will be Dr. W. W. Bauer, director of t™’ 
Bureau of Health Education of the A.M-A- 
His subject will be “Health for Total War. 

Schenectady. A delightful Christmas tea 
was given by this group in December at the home 
of Mrs. Albert Grussner. The January meeting 
was a luncheon and bridge held at the Hotel \ an 
Curler. A committee ivas appointed to se 
Defense Bonds among the medical profession. 
Defense Stamps are to be on sale at each me 
ing and were given as bridge prizes at the nine - 
eon. The February meeting was held at bun y 
View Hospital. Reports on medical legislation 
were made. Dr. James Blake of Glenndge 
spoke on “Medical Defense m Schenectady- 
On March 26-27 a Nutrition Exhibit will he 
held at the Hotel Van Curler, Schenectady. 


"Christ was a perfect man, but Confucius had 
a better sense of humour."— The Keys of the 
Kingdom, A . J. Cronin ( Little , Brown & Co.) 


Definition of a jungle gentleman: “A monkey 
that doesn't monkey around with another 
monkey's monkey .” — Medical World 




WHERE MEDICAL MEN MEET 

No matter where Convention Headquarters 
ct'! i ' , mc ^‘ ca l men convene at the Hotel 
pnelton for comfort and convenience, to en- 
joy the many "extras" it offers its guests at 
no extra charge. A workout in the gym, 
then a plunge in the famous Shelton Pool 
prepares them for a strenuous day. Relaxing 
in the solarium or the library is a pleasant pre- 
lude to an enjoyable evening. 
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Books 

Books for review should be sent to the Book Review Department at 1313 Bedford Avenue, 
■“ r £P- « ' • Acknowledgment of receipt will be made in these columns and deemed 
eumcient notification. Selection for review will be based on merit and interest to our readers. 


REVIEWED 


Electrocardiography: Including an Atlas of 
Electrocardiograms. By Louis N. Katz, M.D. 
Quarto of 580 pages, illustrated. Philadelphia, 
Lea & Febiger, 1941. Cloth, S10. 

This is an exhaustive treatise on electrocardi- 
ography which covers every aspect of the field. 
It is illustrated by a large number of excellent 
electrocardiograms which are beautifully re- 
produced. The explanation accompanying each 
electrocardiogram is satisfactory. The general 
text deals with both the theory and practice of 
electrocardiography. It is a book for the expert 
rather than the beginner, since the latter might 
become somewhat confused by the mass of detail 
presented. 

The author introduces a terminology in de- 
scribing the various complexes and waves con- 
sisting mainly of letters — e.g., V., N., etc. — 
which he thinks facilitates the reading of the 
tracings. This is not the common method of 
description, and it seems to the reviewer that it 
adds to the difficulty of following the text, since 
the key has to be referred to constantly for a 
complete understanding of the subject matter. 

The author states that if coronary' insufficiency 
has been compensated, the record returns to 
normal and, if the record is stabilized short of 
this, there is a residue of coronary insufficiency. 
It seems doubtful, from a clinical standpoint, 
that thi3 would be generally agreed upon, since 
many individuals in whom the record remains 
abnormal seem to be as well from a functional 
standpoint as those in whom a normal tracing is 
ultimately obtained. Indeed, some of the latter 
still have symptoms of coronary insufficiency. 

There are some other minor points on which 
there might not be universal agreement. Never- 
theless, there is no doubt that this is easily one of 
the best books written on the subject, and it can 
be highly recommended to those who wish to be- 
come familiar with all phases of electrocardi- 
ography. j Hamilton Crawford 


Exercises in Electrocardiographic Interpreta- 
tion. By Louis N. Katz, M.D. Quarto of. 222 
pages, illustrated. Philadelphia, Lea & Febiger, 
1941. Cloth, S5.00. 

This work is a supplement to. the author’s 
book on electrocardiography. It is designed to 
give practice in reading electrocardiograms to 
those who have acquired familiarity with the 
theory of the subject. In each instance the elec- 
trocardiographic findings are correlated with 
the patient’s clinical findings. As is the case in 
the companion volume, the electrocardiograms 
are excellent and well reproduced. The book 
fulfills the purpose for which it is designed in a 


satisfactory manner. 


J. Hamilton Crawford 


Papers of Wade Hampton Frost, M.D. A Con- 
tribution to Epidemiological Method. Edited 
by Kenneth F. Maxcy, M.D. Octavo of 6-8 


pages, illustrated. New York, The Common- 
wealth Fund, 1941. Cloth, 53.00. 

For one quarter of a century Dr. Frost labored 
unremittingly to develop those basic principles 
and methods on which the science of epidemiol- 
ogy rests today. By his work and teachings, he 
has contributed greatly toward the establish- 
ment of many of the fundamental concepts that 
have been so instrumental in changing epidemi- 
ology into an analytic and productive science. 
It is most fitting, therefore, that the Common- 
wealth Fund should publish this book contain- 
ing twenty of his more important papers. 

The introductory preface describes the early 
life, education, and professional career of Wade 
Hampton Frost. In the following five sections 
of the book are grouped, under appropriate head- 
ings and explanatory introductions, the papers 
chosen from his writings as representative of ms 
work and methods. In section 1 are his reports 
on a typhoid epidemic in Williamson, nest 
Virginia; a milk-borne outbreak of septic sore 
throat in Baltimore; and certain of his epidemio- 
logic studies on acute poliomyelitis. W.rnle an 
three evidence his masterly analysis of epidemio- 
logic problems, the report on poliomyeliti 
particularly contributed to enlarge our knowl- 
edge concerning the incidence of clinically recog- 
nizable and abortive forms of the disease, it 
dissemination, and the problems of susceptibility 
and immunity. . , 

The papers in section 2 concerning stream poi 
lution and water purification served the prog 
of sanitary science by arousing public interes 
the dangers of sewage pollution of surface 
streams and the necessity of suiweying . 
sheds and plants for the purification and distn 

bution of water. . . 

The third section contains his investigations 
regarding the epidemiology of influenza a 
associated respiratory diseases. . . 

Among the articles in section 4 is one on ep 
demiologic methods which is n ° ta bl e as . 
the clearest and most comprehensive descriptions 
of the philosophy underlying this sc ‘ enc ®; 

the three other papers grouped her< T > Vh practical 
public health methods. They are both practic 
and constructive and yet idealistic. 

The last section is devoted to his more rc 

publications on tuberculosis,, its inci idence 
control They are characteristically .unique 
their approach and logical -in then Ague tom 

and nodoubt they will prove ofgreatsigmficanc 

in the program of future control oftta ^ 
Clinical Immunology, B^therapy and Chemo- 
ment of A JXolme£ M> and 

le S',h?l2l of th. bo* «b. principle, ol 

[Continued on page 730] 
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infection, immunity, biotherapy, and chemo- 
therapy are discussed in a clear and highly in- 
teresting manner. In the second part these 
principles are applied to the individual infections 
and allergic diseases. A detailed description of 
diagnostic and therapeutic procedures makes the 
book particularly valuable to the practitioner 
aud clinician, but it will be read with interest 
also by bacteriologists and immunologists. The 
critical attitude of the authors raises this text- 
book above the level of a mere compilation. 

U. Friedemanx 


Lymphatics, Lymph, and Lymphoid Tissue. 
Their Physiological and Clinical Significance. 
By Cecil K. Drinker, M.D., and Joseph M. Yof- 
fey, M.D. Octavo of 406 pages, illustrated. 
Cambridge, Harvard University Press, 1941. 
Cloth, S4.00. 

This monograph represents an outstanding 
contribution to a field where such an authorita- 
tive exposition has long been needed. Clearly 
and concisely written, it should prove valuable 
as a source of information to those concerned 
with the practice of medicine as well as to the 
physiologist, biochemist, and anatomist. Al- 
though the title would appear to indicate a re- 
stricted discussion, the scope of the book is 
broad, including as it does a general survey of all 
factors — anatomic, physiologic, and chemical. 
Hot only is the discussion of current factual 
matter well presented, but the indications for 
future investigations are emphasized. 

No section of the book should be slighted, but 
the final chapter on practical considerations is 
especially significant to the medical reader. 

G. B. Ray 


Developmental Diagnosis. Normal and Ab- 
normal Child Development. Clinical Methods 
and Practical Applications. By Arnold Gesell, 
M.D., and Catherine S. Amatruda, M.D. Oc- 
tavo of 447 pages, illustrated. New York, Paul 
B. Hoeber, Inc., 1941. Cloth, S6.S0. 


Part 2 is concerned with the diagnosis of the 
abnormal child in terms of the previously de- 
scribed normal procedures. One chapter deals 
with child adoption; all physicians who are in- 
terested in this subject should read it. 

In Part 3 the protection of early child develop- 
ment is discussed. The responsibility of the 
physician is grave. He not only must make a 
proper diagnosis but must be prepared to impart 
such a diagnosis. Hence, proper guidance must 
be the keynote in each individual situation, 
whether the child be normal or defective. 

The vistas opened in this volume will add new 
fields of thought to the physician’s ever increas- 
ing armamentarium of diagnostic methods. 

Thurman B. Givax 


Diseases of the Respiratory Tract. By Jacob 
Segal, M.D. (Oxford Medical Outline Series.) 
Octavo of 172 pages. New York, Oxford Uni- 
versity Press, 1941. Cloth, 32.00. 


Dr. Segal has accomplished the extraordinary 
feat of making an excellent compendium of the 
vast literature on diseases of the respirator}' 
tract. His judgment in evaluating the space 
that each topic must command has been beyond 
cavil. It is rare to find this delicate task of 
balance and selection so admirably done. 

As might be expected from the author of a 
standard work on tuberculosis, this field is ex- 
pertly treated. However, no less can be said of 
other sections of this outline. As might be ex- 
pected in any work of this general description, 
there will always be differences of opinion on 
questions of emphasis. For example, the re- 
viewer would have wished for a more urgent 
warning against the use of morphine in bronchial 
asthma and a reiteration of the commonly ac- 
cepted clinical observation that pulmonary em- 
bolism may be present without either symptoms 
or signs. To wait for classic signs is to delay 
diagnosis in many cases. However, these 
criticisms are minor indeed w'hen the accuracy 
and soundness of the outline as a whole are con- 
sidered. 

Milton Plotz 


Dr. Gesell and his coworkers have spent years 
in the study of developmental examinations of 
infants and young children, and they have writ- 
ten extensively on the subject. This volume is a 
consummation of their past work. 

The first chapter deals with the nature of be- 
havior and of mental growth. In the following 
chapters illustrations of tests used in diagnosis 
and the proper integration of these tests into the 
various age levels are presented in a fascinating 
and basic manner. 

The necessity of a thorough physical check- 
up, as well as the determination of the functional 
maturity of the nervous system, is particularly 
necessary in the infant and preschool child. It 
is at this early age that thoroughness of such ex- 
amination is often neglected. Young children 
often enjoy the methods employed in making a 
developmental examination. You are putting 
yourself on an equal basis or on the same age 
level as the child. Thus, confidence is established 
and, when the more terrifying aspects of the 
physical examination take place — e.g., looking 
at the ear drums or throat— cooperation is at- 
tained. 


Standard Radiographic Positions. By Naner 
Davies, M.S.R., and Ursel Isenburg, M.o.ll. 
Octavo of 136 pages, illustrated. Baltimore, 
Williams & Wilkins Company, 1941. Clotii, 


$ 2 . 00 . , . 

The necessity of standard radiographic technic 
has long been stressed by all radiologists wortny 
cf the name. The authors have successfully en- 
deavored to describe and illustrate these stand- 
ird positions by plain, concise description an 
ixcellent illustrations, so that radiograpnei> 
x-ray technicians), by following directions, can 
iroduce and reproduce radiograms of such con- 
tancy that correct interpretation is made P°S" 
ible. As trained technicians they realize tin 
tone can be considered efficient without employ- 
ng standard exposures, and to that end they na 
ucceeded admirably. 

A timely subject is the special chapter devoted 
o the localization of foreign bodies. A modibca 
ton of the J. Mackenzie Davidson technic is ae 
bribed in full and, if followed carefully, it should 
rove highly satisfactory. 

[Continued on page 732] 
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CHARLES 

B . TOWNS 

HOSPITAL 

Serving 

the Medical Profession for over 

40 years 

FOR ALCOHOLISM AND DRUG ADDICTION EXCLUSIVELY 

Definite Treatment • 

Fixed Charges • 

Minimum Hospitalization 

293 Central Park West, New York 

Hospital Literature 

Telephone: SChuyler 4-0770 


TRAVEL MEDICINE 


No Army Secret- 

0U ^ best ’ n nations as well as the 
1 lie movement of 600,000 troops, especially by 
rli(T» , su M )0Secil y still woefully unprepared and in- 
, v .„, n!rit to the fact of being at war, in a matter of two 
of the bUtzlai" 0 < ^ a ' ,S mus t surprise even the tacticians 

armv^ 6 s f x t een days preceding Christmas, this large 
onoonn 33 ^Ported by our railroads over more than 
"nld’w track. Seventy-five per cent of the 

[,,,1 f! actually had sleeping accommodations, and the 
in traveled m comfortable day coaches — not a one 
m .tf le last war. The whole huge task was 
ronl- i ! n 7- d "‘th the loss of only one soldier, a colored 
°Tn an *? a collision. 

deserihfJ Stoles News, David Lawrence, the editor, 
inni n ,nf„ h ' 3 , co ! os ? a ! job. “It was a mammoth task 
“Thn and administration,” Mr. Lawrence remarked, 
the nir^°S latlcm Mnerican Railroads, acting for all 
four linni k ’- £ent °l lt orders and worked on a twenty- 
in here ..j,?’ Pooling locomotives and cars and fitting 
the Insri M ttlere special trains irrespective of whether 
was enough for a train. It was important to 



‘INTERPINES’ 

Goshen, N. Y. 

Phone 117 

Ethical Reliable — Scientific 

Disorders of Ihe Nervous System 
BEAUTIFUL— QUIET— HOMELIKE 

Write for Booklet 
W. SEWARD, M.D., D, rector 
Cl adckP^ SEWARD, M.D., Resident Physician 
A. POTTER, M.D., Resident Physician 

®ie!mary 

Foriadivid sanitarium 

SS ‘Ujd treatment of selected number of Nervous 

*„»<* Pri\a C y anr i* ?P^ e Ptics, and Drug or Alcoholic addicts, 
times. Succe*wf«i f 3e co °P erat ion with patient’s physician at 

ARTmm ° r ° Ver 50 years - 
H \\7 ^ ^ CAPRON, Physician-in- Charge 

TIOCA CO., N.Y. 


■this achievement! 

move the troops and get them to their destination, and 
the wires of the railroads were so crowded that at times 
all forms of communication from telephone to relayed 
messages through various channels were utilized. 

“What makes the performance of the American rail- 
roads even more remarkable is that along with the 
troops traveled freight cars which bore their supplies 
and equipment. The soldiers went fully equipped — 
ready for action. To carry this equipment — tanks, guns, 
and a mm unition — was a tremendous transportation job 
in itself. 

“How was such a large number fed? The army 
carried its own food kitchens which were set up in 
baggage or freight cars. It took an immense amount 
of planning, but everything went off without a hitch. 
The troops were moved — some 600,000 of them — and 
they arrived at appointed places on a schedule that 
would have amazed Herr Hitler. For it is doubtful 
whether he has ever moved so many troops so fast as 
America did just before Christmas.” 


FALKIRK 

IN THE 

R AM APOS 

A sanitarium devoted exclusively to 
the individual treatment of MENTAL 
CASES. Falkirk haa been recom- 
mended by the members of the medi- 
cal profession for half a century. 

Literature on Request 

ESTABLISHED 1SQ9 

THEODORE W. NEUMAN, M.D., Phys.-in-Chg. 
CENTRAL VALLEY, Orange County, N. Y. 


PINE WOOD 

Route 100 Westchester County Katonah, New York 
Licensed by the Department of Mental Hygiene. Emphasizing 
diagnosis and treatment of Neuro-psychiatric cases. ' 

In addition to the usual forms of treatment (occupational theranv 
physiotherapy, outdoor eiercise, etc.) »e specialize in more sneofir 
techniques. Insulin, Mctrazol and Electro shock. Psychological 
and physiological studies. Psychoanalytic approach. 

DR. JOSEPH EPSTEIN, Physician-in-Chnrge 
Dr. Mai Friedemann ) Resident Tel: KATONAH 77 ^ 

Dr. Leon Gottfried } Physicians YONKERS 3 5786 

N. Y. Office: 25 West SUhSt. W & Fri. by appointment 
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(Continued from page 730J 

This book is of great value to those young men 
and women who would become x-ray technicians 
in the present war, as well as to those physicians 
who would employ the x-ray in their general 
practice, 

Milton G. Wasch 

Principles of Microbiology. By Francis E. 
Colien, M.S., and Ethel J. Odegard, R.N. Oc- 
tavo of 444 pages, illustrated. St. Louis, C. V. 
Mosby Company, 1941. Cloth, S3.00. 

This is an excellent comprehensive work on 
microbiology intended for the nursing science. 
To quote from the preface: “The subject matter 
has been arranged .... to meet the excellent 
recommendation of the Committee on Educa- 
tion of the National League of Nursing Educa- 
tion.” The work is divided into seven parts. 
Part 1 discusses historical matters, microscope 
biology, cultivation, and methods of studying 
microorganisms; Part 2, destruction of organ- 
isms; Part 3, classification of microbiology and 
nursing; Part 4, infection and immunity; Part 
5, pathogenic organisms; Part 6, microbiology in 
relation to water and milk; Part 7, an appendix 
with chapters on culture mediums, laboratory 
exercises and demonstrations, and a glossary. 

The book is profusely and adequately illus- 
trated and a satisfactory bibliography is pre- 
sented. The book should find an important use 
as a textbook of microbiology for nurses. 

Max Lederer 


Pathology of the Oral Cavity. By Lester It. 
Cabn, D.D.S. Octavo of 240 pages, illustrated. 
Baltimore, Williams & Wilkins Company, 1941. 
Cloth, S5.50. 

In this work the author presents a concise 
rdsum4 of the principles of inflammation with 
photomicrographs of blood changes, which should 
be of interest to the practitioner. 

The chapter on Diseases of the Hard Struc- 
tures of the Teeth contains nothing new. The 
discussion of periapical pathology is well worth- 
while and shows many changes of surrounding 
tissue and apices from a new aspect. 

Osteomyelitis and necrotic sequestriums can be 
definitely separated, particularly in cases that 
have been treated by deep roentgen therapy. 
Surgery in the oral cavity should be postponed 
for at least one year subsequent to the last 
treatment of roentgen therapy. Dr. Cahn 
stresses this point in the chapter on Tumors of 
the Jaw Bones. 

The cross section of tumors of the oral cavity 
covers a field with which the general practitioner 
should acquaint himself more thoroughly. It is 
well presented, particularly the case history of 
the adamantinoma. This type of tumor is 
formed from epithelium of the enamel organ type 
and generally forms during the age of tooth for- 
mation, It is more prevalent in women than in 
men, particularly of the Negro race, and is not 
considered malignant but, as Dr. Cahn states, 
recurs frequently after operation. 

There is an interesting chapter on oral mani- 
festation due to lack of proper vitamin intake. 
This being a comparatively new held and an 
important one, it should be received with in- 


terest. Many of the forms of stomatitis are at- 
tributable to avitaminosis. 

It was an interesting privilege to review Dr. 
Cahn’s book. 

G. B. Johnson 

Obstetrics. By Hervey C. Williamson, M.D., 
and George Schaefer, M.D. (Oxford Medical 
Outline Series.) Octavo of 113 pages. New 
York, Oxford University Press, 1941. Cloth, 
S2.00. 

The book is a brief outline of the fundamental 
principles of obstetrics and their practical appli- 
cation. The symptoms, physical signs, differen- 
tial diagnosis, and treatment of obstetric compli- 
cations are clearly written. Important new ad- 
vances in chemotherapy and x-ray are included. 
It should be a valuable adjunct in the study of 
obstetrics for medical students. 

Alexander H. Rosenthal 

The New International Clinics. Original Con- 
tributions; Clinics; and Evaluated Reviews of 
Current Advances in the Medical Arts. Edited 
by George M. Piersol, M.D. Volume III, New 
Series Four. (September.) Octavo of 300 
pages, illustrated. Philadelphia, J. B. Lippin- 
cott Company, 1941. Cloth, S3.00. 

The outstanding feature of this issue is Can- 
tarow’s usual thorough and instructive review 
of recent advances in clinical biochemistry. 
More than a hundred pages are devoted to a 
series of clinics from Washington University, 
St. Louis. Barr's paper on obesity and Find- 
ley’s paper on acidosis in hypertension are con- 
spicuously thought-provoking. The latter’s 
article brings to mind the important contribution 
of Marzullo on acidosis in uremia. It is not im- 
possible that some common factor in pathogene- 
sis may be found. 

Milton Plotz 

The 1941 Year Book of Public Health. Edited 
by J. C. Geiger, M.D. Duodecimo of 544 pages. 
Chicago, Year Book Publishers, 1941. Cloth, 
S3 .00. 

This annual review of public health matters 
has many chapters that concern the private 
physician in his practice. Of particular interest 
are the discussions on communicable diseases. 
The comments on influenza, common colds, the 
exanthemas, and the like are presented m a 
terse, time-saving manner. Tuberculosis, polio- 
myelitis, and the venereal diseases are treated 
more fully. Other chapters on health education, 
industrial hygiene and mental hygiene present 
information of everyday interest to the general 

practitioner. „ _ 

Alfred E. Sbiplbt 

Necropsy. A Guide for Students of Anatomic 
Pathology. By Bela Halpert, M.D. Duodecimo 
of 75 pages. St. Louis, C. V. Mosby Company, 
1941. Cloth, SI. 50. 

The text presents a detailed description of ion 
an autopsy should be performed. _ The va 
organs and their relation to adjoining struct 
are examined in situ. The method for tke* 
moval and examination of each individual 6 
is fully described. It is a valuable guide > 
important points to be observed dunn 0 a 

ropsy. Edward H. Nidish 
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THE MAPLES inc., rockville centre, l. i. 

A sanitarium especially for invalids, convalescents, chronic 
patients, post-operative, special diets, and body building. Six 
acres of landscaped lawns. Five buildings (two devoted exclu- 
sively to private rooms). Resident Physician. Rales 518 to 535 Weektr 

MRS. M. K. MANNING, Supt. - TEL: Rockville Centre 3660 



BRUNSWICK HOME 

A PRIVATE SANITARIUM. Convalescents, postop- 
erative, aged and infirm, and those with other chronic 
and nervous disorders. Separate accommodations for 
nervous and backward children. Physicians’ treatments 

rigidly followed. C. L. MARKHAM, M.D., Supt. 

B'way & Louden Ave., Amityville, N.Y., Tel: 1700, 1, 2 

N. y. Offic*— 67 W. 44th Street Tel: MUrray Hill 2-8323 


WEST HI EL 

West 252nd St. and Fieldston Road 
Riverdalo-on- Hudson, New York City 
For ncrrouj, mcatil, drag ind Alcoholic patient*. The muurium u 
bcjturifuily located in a private park of ten acre*. Attractive cottage* , 
scientifically air-conditioned. Modem facilities for shock treatment. 
Occupational therapy and recreational activities. Doctors may direct 
the treatment. Rates and illustrated booklet gladly sent on request. 
HENRY W. LLOYD, M.D., Physician in Charge 
Telephone: fcingsbridse 9-8440 


LIFE IN BOMB SHELTERS 


Life must change a little when a group of people are 
thrown together in an emergency. It is remarkable how 
quickly they can become adjusted to tolerating others, 
where ordinarily they would not “mix.” 

In chalk caves near London, many people have found 
refuge, have overcome great difficulties of "fife beneath 
the surface,” and have even managed to installmany com- 
forts. 

One of the partners of the chalk mines has planned all 
the sanitation, installation of electricity, canteens, and 
Red Cross posts. With the help of others an orderly 
communal life has been organized, with various tasks of 
fire-watching, wardens, cleaners, sanitary scpiad, mar- 
shalls, etc. The motley ramshackle collection of beds 
that had been, dragged in by their owners were banished 
and orderly rows of iron bunks have been furnished by the 
Government. 

As it is a private shelter, curtains are allowed and each 
occupant can withdraw to the amount of privacy these 
many colored bits of cloth provide. 

Ten cents a week (a sixpence) is charged adults (chil- 
dren are free) and this helps pay for the electricity and 
most of the upkeep. An ex-prize fighter guards the en- 
trance and all must be in by 9:30 f.m. The tenants 
pour from trains and communal lorries down into the 
underworld, and as early as 4:00 a.m. in the morning 
um j out a S a ' n ’ the men to their work and the women and 
children to some sort of an outside home. 

terrace house 

for ALCOHOLISM 

fn™ ri T a . l4S i 8anat ?. riam offering a specific treatment for alcoholism, 
wr~V‘ . to relieve the craving for alcohol and with re-education 
P _~ n B toward permanent abstinence. Homelike surroundings, 
tnpetent medical and nursing care. 16 miles from Buffalo. 

Moderate rates— Enquiries invited 

Maple St. - East Auxora, N. V. - Phone 784 


halcyon rest 

754 BOSTON POST ROAD, RYE, NEW YORK 

__ Henry W. Lloyd, M.D., Physician-in-Charge 

. an< * ,u 'ly equipped for the treatment of nervous, 
tw...' alcohol patients, includinj Occupational 

apy. Beautifully located ashort distance from Rye Beach. 
Telephone: Rye 550 
Write for illustrated booklet 


A Welfare Officer has managed to obtain clothing for 
those who have lost theirs in air-raids, has succeeded in 
establishing a lending library' and is now planning evening 
classes — “Keep Fit,” Sewing, Discussion Groups, Rudi- 
ments of Engineering and other classes will be included. 
Tn addition, a Nursery School for the very' young some- 
where close to the mouth of the caves is to be established 
so the youngsters will not have to be trundled in and out 
of trains and can spend the day in healthy air. 

An American Woman Volunteer Worker relates, “Go- 
ing through a cave, I caught the gleam of a Cross in the 
dim light and found myself in a chapel. The cave hap- 
pened to be dug out in cruciform and the concave ceiling 
gave the effect of a dome over the apse. So there wa< 
their chapel ready made — the only cave which isn’t com- 
pletely safe as the dome was cut up through the chalk 
into the subsoil (ordinarily these caves have some 160 feet 
of chalk and soil on top of them).” 


CREST VIEWr 

SANITARIUM 

r 


Phone 

GREENWICH 
773 

For Nervous, Mildly Mental, Digestive and Cardiovascu- 
lar cases, and special care for ELDERLY PATIENTS. 
Quiet, refined, homelike. 25 miles from N. Y. City. 
Moderate rates. 

F. ST. CLAIR HITCHCOCK, M.D., Director 

275 NORTH MAPLE AVE. ( GREENWICH, CONN. 


DR. BARNES SANITARIUM 

STAMFORD, CONN. 

45 minutes from N. Y. C. via Merritt Parkway 
For treatment of Nervous and Mental Disorders, Alcoholism and 
Convalescents. Carefully supervised Occupational Therapy. Fa- 
cilities for Shock Therapy. Accessible location in tranquil, beau- 
tiful hill country. Separate buildings. 

F. H. BARNES, M.D., Med. Supt ♦Tel. 4-1143 


BRIGHAM HALL HOSPITAL 

AT CANANDAIGUA, N. Y. 

FOR MENTAL AND NERVOUS PATIENTS. An un- 
institiitional atmosphere. Treatment modern, scientific, 
individual. Moderate ratea. Licensed by I)ept. of Men- 
tal Hygiene. (See also our advertisement in tne Medical 
Directory of N. Y., N. J. and Conn.) Address inquiries to 
MARGARET TAYLOR ROSS, M.D., Physician-in-Charg « 



LOUDEN-KNICKERBOCKER HAIL."’ 

81 LOUDEN AVENUE Tel. Amltyriil. S3 AMITY VI LLE, N. Y. 

A private aanltariutn e.tahLUhrd 1586 .pecialiilns in NERVOUS and MENTAL dJi.aM., 
Full inf ormation furnished upon request 
JOHN F. LOUDEN New York City Office JAMES F. VAVASOUR . M.D 

President 67 Wear 44th St.. Tel. VAnderbilt 6-S73S Physician In Charge 
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(j ing in laboratory techniques, apparatus and 
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M/rayP JMgmxHL School lit 
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MEDICAL ASSISTANTS 
Licensed by the State of New York 
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CAPABLE ASSISTANTS 

C ALL our fioo placement service. Paine Hall 
graduates are girls of character. Intelli- 
gence, appearance; qualified for office or 
laboratory work; trained in haematology, blood 
chemistry, urinalysis, clinical pathology, office 
machines, medical stenography, bookkeeping. 
Address C. R. Porter , Principal 

101 West 31st Sheet, New York 
BRyant 9-2831 

Licensed bv the State of New York 
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NATIONAL COMPLEX B, 

If a patient asked you the following questions, how 
would you answer them? 

1. Is a well-rounded diet the best way to insure a 
proper intake of vitamins? 

2. What do you think of the advisability of taking 
vitamins in capsules or pill form without the advice of a 
physician f 

3. Could any conceivable harm result from taking 
them on your own? 

4. How about their effect on a hangover? 

* * * 

To physicians, generally, both answers and questions 
must appear rather elementary. But not so to the lay- 
men who more often than not get the wrong answers the 
wrong way. 

A housewife, writing for the Junior League magazine, 
interviewed five distinguished medical men to get the 
right answers to the riddle of vitamins the right way. i 
She asked the same four questions of each of the authori- j 
ties and, strangely to her it appears, obtained in general j 
the same opinion from them all. According to the lady, 
“despite the difference in their work, age, personality and 
methods of expressing themselves,” all said essentially the 
same thing. 

All agreed that there is undeniably an overemphasis on 
vitamins . . . that it isn’t a good idea to take additional 
vitamins without competent advice . . . and that a well- 
balanced meal is the best means to accomplish the com- 
mon objective. 

f “Don't waste your money” seemed to be the general 
admonition. “Don’t play with vitamins,” cautioned one 
physician. While another — “wished that all the excess 
synthetic vitamins consumed by those who didn’t need 
them could be sent somewhere where they would do real 
good m combating deficiencies.” 

All five medical men interviewed assured this woman 
that packaged vitamins had their place and their func- 
tions and a valuable one at that — but were inclined to 
-e widely mis-used and so, 

. a, - -i , the lady learned that a 

vitamin B pill will have no effect on that morning after 
eeling, although employed in some extent in treating 
c vrta! a cases of chronic alcoholism. 

... y esu lt of the interviews may be summed up in the 
oman s own reaction to the answers she received. “It 
inlio i?i 13 understandable,” she wrote, “perhaps it is 
™*i mat with the build-up and publicity attendant 
pon the real service vitamins have done in combating 
jiciencies, they (the commercializes) should have capi- 
1 isto • t j anc * t a PP e d the great extra market that ex- 
nf m fad-loving America, and that the widespread use 
n • om mercuu vitamins should have gotten off to such a 
* rt ' Rather than get on the bandwagon, I would 
, 10 acce Pt the composite opinion of these doctors 
“ a J e no commercial axe to grind, and whose whole 
healthiw ?, oriceme ^ ' n th the problem of making people 
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Editorial 

Last Call for the Annual Meeting 


In the April 1 issue we called your at- 
tention editorially to some of the im- 
portant features of the forthcoming one 
hundred and thirty-sixth annual meeting. 
You will note from the entire program, 
published in that issue, that the pre- 
dominant emphasis is upon military 
medicine, but that the needs of civilian 
care have not been overlooked. This 
year, no physician in the state of New 
York who can possibly attend should 
fail to seize the opportunity, both as a 
duty to himself and as a benefit to his 
patients. 

Grave changes in the pattern of life 
are in the making. By the time you read 
this, all male citizens between the ages 
of 20 and 45 will have registered, and 
by the time you arrive at the annual 
meeting, April 27-30, in New York City, 
all citizens up to the age of 65 will have 
registered under Selective Service (see 
notice on page 821), and, we hope, will 
have filled out their new registration 
blanks for the Procurement and Assign- 
ment Service. 

It will, therefore, be with clear con- 
sciences (income tax returns for this year 
being a matter of history) and with lighter 
hearts and pocketbooks that the pro- 
fession of the Empire State will gather 


at the Waldorf-Astoria Hotel, blackout 
or no blackout. 

The banquet on the evening of April 
2S will be noteworthy. Under the suave 
and skillful toastmastership of Dr. Chas. 
Gordon Heyd, former president of the 
A.M.A. and of the Medical Society of the 
State of New York, you will hear ad- 
dresses by Dr. Frank H. Lahey, presi- 
dent of the A.M.A., and many other 
distinguished guests. Acceptances by 
some must necessarily be tentative be- 
cause of their war duties, but it seems 
reasonably certain that Major General 
Irving J. Phillipson, commanding gen- 
eral, Second Corps Area; Brigadier 
General Lewis B. Hershey, national 
director of Selective Service; and Major 
General James C. Magee, surgeon gen- 
eral of the U. S. Army, will speak. 

Our own president, Colonel Samuel 
J. Kopetzky, medical director, Selective 
Service, New York City, and chairman 
of the New York State Committee of the 
Procurement and Assignment Service, 
will give his presidential address. 

The invocation will be spoken by Rabbi 
Leo Jung, and there will be music by the 
Doctors’ Orchestra. Do not fail to secure 
your banquet tickets early (see page 760). 


Eg - Important Registration Notice on Page 821 
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This War 

Nearly all of us are old enough to re- 
member the first World War and can 
realize how different this one is, not only 
in a technical sense but also in its different 
effect upon the civilian population. Re- 
member that while in the last war we 
trained an immense army and sent half of 
it abroad, we sent, with few exceptions, 
only the men and light equipment — no 
artillery, no tanks, no airplanes. And 
the men and light equipment were sent 
for the most part in British ships. This 
meant that on the production side we 
did but little. There were few priorities, 
little or no turning of industries com- 
pletely over to war needs. Business was 
as usual, and more than usual; we had 
a wartime boom. People had lots of 
money and there were lots of things to 
buy — at boom prices, of course. 

The cost of the former war was largely 
met by Liberty Loans, as they were 
called. These loans, four of them in all, 
were launched in big drives, with teams 
and quotas and mass meetings — inten- 
sive campaigns lasting but a short time. 
Great enthusiasm was thus created, and 
people bought bonds in large amounts 
during a campaign. They drew their 
money from savings banks or depleted 
their drawing accounts. Many, in the 
fever of the moment, bought more than 
they could manage to pay for, and had to 
sell again in a short time, taking a loss 
and damaging the credit of the country. 

In this war we are also raising and 
equipping immense armies, but we are 
doing much more. We are making planes 
and guns for them, tanks, and all sorts of 
motorized equipment. We are building 
for ourselves a two-ocean navy, quantities 
of transports, and cargo vessels. We are 
doing even more; we are making these 
things for our allies as well, and we are 
proud to be called the “arsenal of the 
democracies.” 

This tremendous effort has necessi- 
tated the transformation of half our in- 
dustrial productivity into war work, and 
this in turn means that only half as many 


Is Different 

things that we usually buy are being 
manufactured for us. Add to this some 
classes of goods for the production of 
which raw materials (as rubber) can no 
longer be obtained, and we have the 
picture of a famine of goods in the midst 
of plenitude of industrial activity. 

There is a great difference, also, in the 
financing of this war. There is much 
heavier taxation; and the bond issues, 
instead of being substantially alike but 
issued at different, specified times, are 
essentially unlike and are issued con- 
tinuously and concurrently. The object 
of this new method is to persuade us to 
invest as we can, each week or month, 
from our current receipts. Taking our 
savings from savings banks for this pur- 
pose does not help, for the savings banks 
must sell government securities in order 
to pay us our money. 

There are great advantages in this 
method of purchasing bonds regularly, 
and in as great amounts as our earnings 
will permit. These advantages accrue 
both to the nation and to ourselves. 
Our country is provided with the steady 
revenue it needs for its war production, 
and the danger of a runaway inflation 
will be avoided — an inflation which would 
not only interfere with the financ- 
ing of the war, but would work a great 
hardship on all of us. Such an inflation 
will yet come if too many people try to 
buy things with their money, in com- 
petition with one another and with the 
government, when there are not enough 
things to go around. 

Among the advantages of bond pur- 
chases to ourselves, individually, is, 
first, the deep satisfaction that comes 
from self-discipline and self-sacrifice. 
Ours is the satisfaction of knowing that 
we are doing our part to the best of our 
ability, that we are making this sacrifice 
at the same time that men in the fighting 
forces are making their great sacrifice. 

The second advantage is in the sphere 
of prudence, or foresight. We do not 
know what will happen after the war is 
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over and the victory won, but the pre- 
dictions are that there will be bad times 
until the world readjusts to peacetime 
production again. Now is the time, when 
money is plentiful, to lay by something 
for this future depression. As we buy the 
bonds regularly now, they will mature 
regularly then. And, if we do not vol- 
untarily make the sacrifice now, when it 
will help our country, we shall have to 
make it then — with no advantage to 
anyone, and least of all to ourselves. 

The third advantage is a matter of plain 
horse sense. There are many things that 
we ordinarily buy from time to time that 


are not available now. We shall need 
them when we can get them. There are 
of course many things that we can get 
now, but the price is too high and quality 
none too sure, because of priorities and 
deficiencies of materials. We shall be 
wiser to wait, if we possibly can, until 
the war is over, to make these pur- 
chases. 

And if we now put our money into sav- 
ings bonds instead, then, when the war 
is over and all these things again become 
available at normal prices and in stand- 
ard quality, we shall have the means to 
buy them. 


New Physical Standards for the Army 


For the information and guidance of 
our members who will be asked about the 
Army’s new physical standards of accept- 
ance for limited military duty for officers, 
we republish the following regulations, 
detailed in an order issued by the surgeon 
general of the Army, as published in the 
J.A.M.A. for March 28 : 

A man who has lost one leg, provided 
it is below the junction of the middle and 
lower thirds of the thigh and has been 
replaced with a satisfactory artificial one, 
may now be considered acceptable for 
limited service as an officer of the supply 
arms and services of the Army. 

A wide variety of physical defects 
which heretofore have stood as a barrier 
to service in the Army is listed in the 
order as being considered acceptable for 
limited service with waiver, and in addi- 
tion there are enumerated a number of 
conditions on which waiver may be ac- 
cepted for general military service. 

The order is divided into three sections. 
The first concerns those defects considered 
acceptable for limited service. These in- 
clude: 

Overweight to 25 per cent above average 
weight for age and height, and underweight to 
15 per cent below ideal weight, provided chest 
x-ray examination is negative for disease changes 
of the lungs and other chronic disease is care- 
fully excluded. 

Vision 20/400 in each eye corrected with 
glasses in possession of the examinee to 20/20 


in one eye and to at least 20/40 in the other, 
provided no organic disease of either eye exists. 

Blindness, or vision below 20/400, in one eye, 
with vision 20/100 corrected with glasses in 
possession of the examinee to 20/20 in the other, 
provided there is no organic disease in the better 
eye and no history of cataract or other disease 
in the more defective eye which might be ex- 
pected to involve the better one, and provided 
that, in case of the absence of an eye, the in- 
dividual is fitted with a satisfactory artificial 
one. 

Complete color blindness. 

Hearing 5/20 in each ear for low conversa- 
tional voice, or complete deafness in one ear 
with hearing 10/20 or better in the other, pro- 
vided the defect is not due to active inflam- 
matory disease and is stationary in character. 

Loss of one hand, forearm, or lower extremity, 
provided the lost member is replaced with a 
satisfactory artificial one. 

Flatfoot, excessive curvature of the sole of the 
foot, or a clubfoot in which the individual walks 
on the toes due to elevation of the heel by con- 
traction of the Achilles tendon, provided the 
condition is asymptomatic and does not inter- 
fere with normal locomotion. 

Joints fixed or limited in motion, provided the 
condition is the result of injury and is non- 
symptomatic. 

History of gastric or duodenal ulcer, provided 
there is a trustworthy history of freedom from 
activity during the preceding five years and 
provided an x-ray film of the gastrointestinal 
tract at the time of examination is negative. 

The seeond section of the order con- 
cerns conditions considered unacceptable 
for any service, and include: 

History of malignant disease within the pre- 
ceding five years; syphilis, except when ade- 
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quately treated; instability of the major joints; 
diabetes of any degree; history of any psychosis. 

The third section concerns those con- 
ditions which may be recommended for 
general military service with waiver. 
They include: 

Confirmed positive serologic tests for syphilis 
with no clinical evidence of the disease, with 
reliable histories of treatment for the disease, 
and provided that a negative spinal fluid since 
infection and treatment has been reported from 
a trustworthy source. 


Overweight to 20 per cent above average 
weight for age and height, and underweight to 
12.5 per cent below' ideal weight, provided x-ray 
of the chest is negative for tuberculosis and other 
chronic disease is carefully excluded. 

Insufficient incisor or masticating teeth, pro- 
vided the mouth is free from extensive infectious 
processes and satisfactory dentures are worn. 

Let no man feel that he will not be able 
to play a useful part in this, our first total 
conflict. There will be a place for him 
somewhere. 


The New England Journal of Medicine 


In a letter to the New York Times of 
March 25, 1942, Dr. Henry R. Viets of 
Boston, quoting an editorial in that paper, 
of March 22, entitled “A Yale Genealogy," 
says: 

It would be interesting to trace the lives and 
usually early deaths of magazines that have 

taken the name of New England One 

stahvart in that line is the New England Journal 
of Medicine, the first journal of medicine in this 
country, if not in the world, which has continued, 
despite changes in form and of name, in unin- 
terrupted existence since 1812. The name “New 
England” was held from 1812 to 1828, when the 
magazine became the Boston Medical and Sur- 
gical Journal. In 1928 the name again became 
New England Journal of Medicine. 

We are beholden to Dr. Viets for this 
interesting information about this stal- 
wart publication. Always an apprecia- 
tive admirer of the contents of the New 
England Journal of Medicine, the New 
York State Journal of Medicine now 
finds itself viewing with reverence this 
additional, and until now to us unknown, 


attribute of great age of our northerly 
sister. We are content to have the re- 
spectable, even genteel, name of New Eng- 
land carried forward from generation to 
generation by such a worthy vessel. The 
episode of the Boston wild oats, from 1828 
to 1928, has already been forgiven, and 
will soon be forgotten. In another cen- 
tury, not one of us now living will re- 
member it. 

In the light of this new learning from 
the pen of Dr. Henry Viets, historian, 
we shall henceforth turn the pages of our 
copies of the New England Journal of 
Medicine gently, with great delicacy. 
And as they rustle under our disturbing 
touch, they will remind us of the glories 
of her youth, the crinolines of Dolly 
Madison, the exploits of Commodore 
Perry and Captain Lawrence, and of the 
Constitution and the Guerriere, Old Iron- 
sides, Tecumseh’s Conspiracy, and Har- 
rison at Tippecanoe. 


Reservations for the Annual Banquet 

are now being made. Requests should be sent to Alfred M. Heilman, M.D., 

chairman, Banquet Committee, Medical Society of the State of New York, 292 Madison 
Avenue, New York City. Tickets are S5.00, plus 14 cents tax. Checks should be 
made out to the Medical Society of the State of New York. 

The banquet will be held in the Waldorf-Astoria Hotel on Tuesday, April 28, at 7. 00 
p.m, — a must occasion for everybody. 
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T HE presentation of a paper upon this sub- 
ject before a group interested in urology 
should be prefaced with an apology, for urol- 
ogy itself was founded upon the postulate of 
conservation of renal tissue. In applying the 
principles of urology, we unconsciously aim at 
such conservation. 

However, with the advent of chemotherapy 
and its miraculous relief of symptoms, even in 
the presence of calculi and obstruction, the 
danger of neglected pathology increases, and 
we must remind ourselves and others that 
these potential destroyers of kidney function 
must be recognized and relieved. 

Frank Hinman, 1 in discussing urinary tract 
infections and the use of modern urinary anti- 
septics, makes the following statement, which 
seems apropos in the present discussion: 

“The dangers of procrastination grow 
greater and greater as urinary antiseptics 
grow better and better. 

“Why all the excitement when the ingestion 

of a few pills clears the urine The wise 

physician, knowing that most urinary infec- 
tions are secondary, will suspect other trouble 
even when pills are successful. He will not 
be satisfied until all the findings, gradually 
collected step by step by means of the preced- 
ing studies, demonstrate suspected pathologic 
changes or prove that his suspicions were 
false.” 

The wide use of intravenous urography 
makes the recognition of many lesions much 
more simple and opens up a wide field of use- 
fulness in this subject. 

To conserve renal tissue implies conserva- 
tion of renal function and, although we are 
well endowed with this tissue, the newer 
physiology of the kidney and the possible re- 
lation of unilateral renal disease to hyperten- 
sion and other diseases reveal to us that we 
may urgently need this reserve in later years 
As evidence of the possibilities of the result 
of kidney damage, the Cumulative Index of the 
American Medical Association for 1940 lists 
158 references under “Physiology of the Kid- 
ney”with all types of experimental work. We 
are apt to consider the filtration property of 
the kidney as its greatest function, but a re- 
view of this list and the known functions of 
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the kidney impress one with the importance 
of these vita! organs. 

We are dealing with a finely adjusted mecha- 
nism and with its reserve and adaptability; 
it is apparently able to cope with great emer- 
gencies and long-continued embarrassment. 
We learn each day of its great restorative 
powers, but we do not yet know the part an 
even slightly lowered function may be playing 
in diseased states. 

Since we are told that slightly diminished 
function in one kidney may be a clue to the 
underlying cause of hypertension, is it too 
much to suspect that further studies will re- 
veal a close relationship of reduced function to 
now little understood diseases? Only yester- 
day. we were referring cases of hypertension 
from our offices to internists and, today, they 
are referring them back to us. Who can say 
but what tomorrow our field of usefulness in 
urology may be further widened in the in- 
vestigation of obscure diseases? 

The physiology of the kidney has been a 
point of discussion for years and, today, there 
is no general agreement among physiologists 
as to the manner in which it functions. Time 
does not permit a full review of the work of 
Bellini, Ludwig, Bowman, and Heindenhain 
or that of Cushny, who in 1917 advanced his 
“modern theory" of renal function. He 
maintained that the urine, filtered through the 
glomerulus, contained everything carried by 
the blood except protein. Upon reaching 
the tubule, the selective and absorption prop- 
erties allowed necessary or “threshold” sub- 
stances to be absorbed, while material such as 
ureas and other end products, not needed, or 
“nonthreshold” substances were excreted. 

A. N. Richards 2 and his colleagues at the 
University of Pennsylvania have proved since 
that time the existence of glomerular filtra- 
tion and tubular absorption. 

The kidney, then, not only filters from the 
blood stream substances not needed but must 
protect the body against loss of substances 
necessary for its maintenance, such as water, 
inorganic bases, and diffusible foodstuffs. 

Lowsley and Kirwin 3 quote Richards’ sum- 
mation of the processes of filtration, reabsorp- 
tion, and secretion as follows : 

“Evidence seems not only to justify but 

to necessitate belief that the first function of 
the kidney is to separate a filtrate from blood 
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quately treated; instability of the major joints; 
diabetes of any degree; history of any psychosis. 

The third section concerns those con- 
ditions which may be recommended for 
general military service with waiver. 
They include: 

Confirmed positive serologic tests for syphilis 
with no clinical evidence of the disease, with 
reliable histories of treatment for the disease, 
and provided that a negative spinal fluid since 
infection and treatment has been reported from 
a trustworthy source. 


Overweight to 20 per cent above average 
weight for age and height, and underweight to 
12.5 per cent below ideal weight, provided x-ray 
of the chest is negative for tuberculosis and other 
chronic disease is carefully excluded. 

Insufficient incisor or masticating teeth, pro- 
vided the mouth is free from extensive infectious 
processes and satisfactory dentures are worn. 

Let no man feel that he will not be able 
to play a useful part in this, our first total 
conflict. There will be a place for him 
somewhere. 


The New England Journal of Medicine 


In a letter to the New York Times of 
March 25, 1942, Dr. Henry R. Viets of 
Boston, quoting an editorial in that paper, 
of March 22, entitled “A Yale Genealogy,” 
says: 

It would be interesting to trace the lives and 
usually early deaths of magazines that have 

taken the name of New England One 

stalwart in that line is the New England Journal 
of Medicine, the first journal of medicine in this 
country, if not in the world, which has continued, 
despite changes in form and of name, in unin- 
terrupted existence since 1812. The name "New 
England” was held from 1812 to 1828, when the 
magazine became the Boston Medical and Sur- 
gical Journal. In 1928 the name again became 
New England Journal of Medicine. 

We are beholden to Dr. Viets for this 
interesting information about this stal- 
wart publication. Always an apprecia- 
tive admirer of the contents of the New 
England Journal of Medicine, the New 
York State Journal of Medicine now 
finds itself viewing with reverence this 
additional, and until now to us unknown, 


attribute of great age of our northerly 
sister. We are content to have the re- 
spectable, even genteel, name of New Eng- 
land carried forward from generation to 
generation by such a worthy vessel. The 
episode of the Boston wild oats, from 1828 
to 1928, has already been forgiven, and 
will soon be forgotten. In another cen- 
tury, not one of us now living will re- 
member it. 

In the light of this new learning from 
the pen of Dr. Henry Viets, historian, 
we shall henceforth turn the pages of our 
copies of the New England Journal of 
Medicine gently, with great delicacy. 
And as they rustle under our disturbing 
touch, they will remind us of the glories 
of her youth, the crinolines of Dolly 
Madison, the exploits of Commodore 
Perry and Captain Lawrence, and of the 
Constitution and the Guerriere, Old Iron- 
sides, Teeumseh’s Conspiracy, and Har- 
rison at Tippecanoe. 


Reservations for the Annual Banquet 

are now being made. Requests should be sent to Alfred M. Heilman, M.D., 

chairman, Banquet Committee, Medical Society of the State of New York, 292 Madison 
Avenue, New York City. Tickets are S5.00, plus 14 cents tax. Checks should be 
made out to the Medical Society of the State of New York. 

The banquet will be held in the Waldorf-Astoria Hotel on Tuesday, April 28, at 7:00 
p.m. — a must occasion for everybody. 
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prevention by knowledge of its possible de- 
velopment; its early recognition and proper 
treatment not only conserves renal tissue but 
may act as a prophylactic measure in hyper- 
tensive disease. 

Infection more marked in the pelvis pro- 
duces its destructive effects through obstruc- 
tion, resulting dilation and poor drainage, or 
by primary obstructive lesions. Braasch is 
credited as the first to point out that dilation 
of the pelvis and calices can take place as a 
result of inflammation in the absence of ob- 
struction. Compression atrophy of the par- 
enchyma results; there is progressive loss of 
vital tissue and continued infection or stone 
formation, frequently leading to total loss of 
the organ. 

The ureter may be the seat of changes fol- 
lowing infection or stone and play a leading 
role in pathologic change. Instrumental dila- 
tation following removal of a long-standing 
impacted ureteral stone may well be an im- 
portant prophylactic measure. 

To be sure, all cases of infection of the up- 
per part of the urinary tract do not progress 
in this manner but, if we are to protect our 
patients’ welfare, we must approach infection 
with these changes in mind and continue, in 
many cases, not only our therapy, our instru- 
mental and our operative procedures, but by 
frequent urographic and bacteriologic studies 
note the physical and bacterial status of the 
upper part of the urinary tract. 

Renal Calculi . — Although we see an occa- 
sional case of renal stone going on for years 
without symptoms or changes in the kidney, 
it is extremely rare. The presence of stone 
jeopardizes kidney parenchyma by production 
of obstruction, infection, and multiplicity. 

Obstruction and changes in a calix harbor- 
ing a stone is of utmost importance in the 
medical or surgical treatment. It is difficult 
to completely eradicate associated infection 
and further stone formation of fine sandiike 
particles making their complete removal im- 
possible. The excision of a calix, as suggested 
by Twinum, 4 is a most conservative procedure, 
and possible resection of the entire pole when 
indicated would be a more conservative pro- 
cedure eventually than simple pyelolithotomy 
or nephrolithotomy. 

The free stone in the pelvis is almost cer- 
tain to cause symptoms and, as it occludes 
the ureteropelvic junction, increasing ob- 
struction, with dilatation of the calices and in- 
fection. makes later nephrectomy a neces- 
sity. 

In this type of case, secondary changes at 


the ureteropelvic junction may' have advanced 
to a point where simple removal of the stone 
is not enough, the remaining obstruction con- 
tributing to further dilation, residual infec- 
tion, and recurrent stone formation. Plastic 
procedures to prevent this serious end result 
should be carried out more often than at the 
present time. Any 7 series of cases of stone 
recurrence will show that in a high percentage 
of cases nephrectomy is carried out at the 
time of the second operation. 

Because of this great loss of kidney tissue 
in stone recurrence, everything must be done 
for its prevention. Not only should we carry 
out the regimen of stone analysis, regulation 
of the urine pH by diet or medication, correc- 
tion of a vitamin deficiency, removal of infec- 
tion, but at the time of operation we should 
make certain that we have left no small frag- 
ments and have carried out all necessary sur- 
gical procedures to insure normal functioning 
of kidney drainage. These surgical procedures 
may require a plastic procedure or possibly a 
simple nephropexy. 

The statistics of many clinics show a reduc- 
tion in the percentage of recurrence of stone 
from 40 to 50 per cent to under 5 per cent— a 
striking example of urology’s contribution to 
renal conservation. 

Because of malposition or production of 
obstruction, anomalies of the upper part of 
the urinary tract are frequently proved to 
be the primary cause of destructive urologic 
lesions in children and adults. Their dis- 
covery warrants surgical correction, or at 
least observation, to control the progress of 
kidney damage. Intravenous urography here 
is of great value, and this investigation of all 
pyurias in children not responding to medica- 
tion will reveal a large number of these anom- 
alies. 

Hydronephrosis due to aberrant vessels is an 
excellent example of the value of early diag- 
nosis where the ligation of a vessel or a plastic 
operation upon the pelvis where the vessel can- 
not be sacrificed will save a kidney. 

The horseshoe kidney will usually become 
infected with development of stone formation 
and, upon discovery, serious consideration 
should be given its correction by symphysi- 
otomy and nephropexy. 

Improved surgical procedures have made 
it possible to perform heminephreetomy -when 
one portion of a double kidney is involved, 
thus saving the remaining portion for a pos- 
sibly much-needed sendee later. 

Priestly and others have advocated the re- 
moval of large branched calculi. We all can 
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in volume so enormous as to contain all the 
waste products of metabolism and the un- 
needed salts and water. Necessary as this 
function is, were it uncorrected deatli from 
dehydration and loss of bases would inevitably 
and promptly ensue. 

“Corrective processes of reabsorption by 
which escape of water, salts, and diffusible 
nutrients essential for survival is prevented 
are distributed among the different segments 
of the tubules. These are the processes 
which are finely adjusted to serve the varying 
excretory requirements of the body as a whole. 
By chemical rather than by nervous messages, 
tubule cells are informed of small changes in 
the composition of the blood; by mechanisms, 
as yet beyond description, their response is so 
discriminately effective that the narrow op- 
tional ranges of its variations is preserved. 

“Tubule cells also secrete. The demon- 
stration of this capacity in the mammalian 
kidney is as yet limited largely to the excretion 
of substances which are not normal products 
of metabolism or constituents of the normal 
bladder. Its mechanism is wholly obscure. 
It may be that this capacity is more impor- 
tant than present knowledge indicates. If 
so, revisions of current belief will be neces- 
sary.” 

The protection or conservation of renal 
tissue from a strictly medical standpoint has 
to do with the nephritides and changes asso- 
ciated with arteriosclerotic disease. The 
causes of these conditions are little under- 
stood; hence, measures to prevent are more 
difficult to outline. They are most impor- 
tant, but the basis of this paper is a discussion 
of the renal damage brought about by uro- 
logic conditions. Practically all urologic dis- 
ease, directly or indirectly, influences kidney 
function. 

Urethral strictures are a frequent cause of 
secondary changes in the urethra, the bladder, 
ureters, pelves, calices, and parenchyma. 
Strictures of small caliber are probably never 
cured and must have periodic dilatation 
through the patient’s life to prevent damage 
of the upper part of the urinary tract. With 
the use of the newer drugs in the treatment of 
gonorrhea in the male, we are seeing a fewer 
number of cases of urethral stricture. This 
does not mean that they do not occur, al- 
though my impression is that their frequency 
is greatly lessened. It is doubtful if many 
cases of gonorrheal infection are now care- 
fully checked for stricture or prostatitis. Let 
us hope that these drugs, so widely used and 
so efficient, will not thus aid in residual local 


pathology and more serious secondary com- 
plications. More important, possibly, is the 
well-developed urethral stricture brought to 
our attention by the persistent mucoid dis- 
charge. These so often respond to modem 
internal medication that the underlying con- 
dition is never discovered. It is in cases of 
infection with underlying pathology where 
chemotherapy may prove to be an accomplice 
in the neglect of this pathology. 

Prostatic surgery was one of the earliest 
procedures to conserve renal tissue. The rec- 
ognition of the fact that renal damage, re- 
sulting from residual urine, accounted for the 
high mortality in this type of surgery gave 
urologic surgery its first great advance. With 
the advent of transurethral resection, with its 
lessened risk and economic drain, we are see- 
ing these patients at an earlier stage before the 
upper part of the urinary tract has under gone 
change from long-standing residual urine. 

The general practitioner who sees these pa- 
tients in the early prostatic age must consider 
the early obstructive case with slight symp- 
toms but definite residual urine and refer him 
before these changes have taken place. 

With the greatly reduced morbidity and 
mortality in all types of prostatic operations, 
we owe to these men who place their future 
health in our hands an opportunity to avail 
themselves of procedures to insure their health 
and comfort in later years. When marked 
symptoms with infection and retention have 
taken place, not only is the risk of operation 
greater but the end result, although giving a 
satisfactory functional result, cannot always 
remedy the badly damaged kidneys. 

Urinary tract infection is probably the most 
frequent disease affecting these organs. Acute 
infections are of less importance in the sub- 
ject under discussion, although acute pyelo- 
nephritis and carbuncle may be destructive. 
Associated obstructive lesions and the develop- 
ment of secondary changes along with chronic- 
ity make it urgent that procedures — prophy- 
lactic and curative, both medical and surgi- 
cal — be carried out completely to prevent 
destructive changes. 

Chronic infection of the kidney may have 
changes more marked in the parenchyma or in 
the pelvis, and their mode of destruction 
differs. When the parenchyma is involved, 
the changes may be similar to those of chronic 
nephritis. Fibrosis may be marked with 
secondary atrophy and great loss of renal 
parenchyma. Tills phase of renal infection 
chronic pyelonephritis — may be associated 
with the production of hypertension and its 
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relationship of long-standing chronic infection of 
the kidney with, some cases of hypertension. 

Many patients with chronic urinary infections 
are treated without thorough investigation, and 
only when serious damage has resulted do they' 
seek the advice of the urologist. On the other 
hand, many urologists will permit a partial 
ureteropelvic obstruction to go untreated until 
the kidney has been destroyed beyond saving. 
It is not uncommon to see a patient with symp- 
toms referable to the genital tract treated for 
many months or even years, when the cause of 
bis continued genital infection was a unilateral 
infected kidney. 

Prostatism in its early stages is not difficult 
to correct by operatioa and the resulting con- 
servation of renal tissue makes it a wise pro- 
cedure. Yet, urologists often advise patients 
to “wait” if their “symptoms” are not severe. 
Excretory urograms often show early evidence 
of delayed emptying of the kidneys in prosta- 
tism; yet, either such x-rays are misinterpreted 
or the urologist may unwisely wait for gross 
evidence of renal damage before surgical inter- 
vention is considered. It is my impression that 
many of the public wish us to protect their health 
rather than wait until their conditions hecome 
serious. 

It is a simple surgical procedure to remove a 
destroyed kidney. It requires far greater in- 
telligence to have a thorough conception of the 
origin and progression of a disease and the 
ability to diagnose such a disease early, remove 
the cause, and prevent the kidney from being 
destroyed. We are rightly to be considered 
inadequate urologists if we are unable to diag- 
nose disease of the urogenital tract early, anti- 
cipate its progression, and institute active treat- 
ment with an aim toward preventing progressive 
destruction. 

Dr. F. J. Parmenter, Buffalo, New York — 
Dr. Heslin is to be commended for calling our 
attention to the great importance of conserving 
renal tissue. It is an old story which the urolo- 
gists have been preaching for years, and cannot 
be repeated too often. 

Dr. Heslin stresses the importance of not al- 
lowing the physician to be lulled into a false 
sense of security by the not infrequently spec- 
tacular results of our newer antiseptics that 
may temporarily relieve the patient but not re- 
ra°ye the underlying pathology that continues 
its insidious work of destruction. 

The trend of modem urology is the conserva- 
tion of renal tissue, which is well illustrated by 
the many forms of therapy which improved 
methods of diagnosis have placed in the hands 
of the urologists. As is well known, stasis causes 
hack pressure and infection, which are the two 
combinations that are responsible for the dam- 
age in the vast majority of instances. To over- 
come them, early diagnosis with adequate drain- 
age, removal of the causative pathology, to- 


gether with the elimination of the infection, are 
all-important. 

Hemholtz in a recent address pointed out the 
necessity of proving by culture, at least four 
days after stopping antiseptic therapy, that in- 
fection has been eradicated, instead of relying 
upon a clear urine with absence of pus cells. 

Subacute infections and toxic products from 
remote foci are responsible in my opinion for 
many of the late renal changes grouped under 
the term “Bright's disease." In not a few pa- 
tients a history of recurring attacks of pye- 
lonephritis, perhaps dating from childhood or 
pregnancy, can be found by taking a careful his- 
tory. This, with the presence of bacteria in the 
urine and the other renal changes found at the 
examination, makes it only too clear that in- 
fection is still present and is the causative factor. 

The ureteral catheter has proved to be most 
helpful in draining an infected kidney if it can be 
passed above the obstruction, thus giving the 
kidney a chance to recover and permit some Iona 
of surgery short of nephrectomy to he carried 
out as an elective procedure when the patient 
has recovered from the acute sepsis. 

The following patient is an illustration: a 
woman, aged 42, entered the hospital in a septic 
condition with a history of a sudden onset of 
severe pain in the left lower abdominal quad- 
rant. Examination showed a mass in the pelvis 
which was considered an ectopic pregnancy. 
She was promptly operated on, but no pathology 
was found. A vital urinalysis was omitted. 
Her chills and fever continued; the urine 
showed some pus; an x-ray showed a shadow in 
the left ureter suggesting calculus. The ureteral 
catheter encountered an obstruction that when 
overcome drained out 3 to 4 ounces of thick pus. 

Catheter drainage for ten days resulted in 
complete relief of symptoms, so that an elective 
pyelolithotomy, resulting in complete recovery, 
could be carried out. 

Anomalies of the urinary tract are most im- 
portant and can now be recognized in infancy 
and childhood. Some of these, unless diagnosed 
and relieved, result in early death or in chronic 
invalidism. 

Many infants and young children are treated 
for digestive disturbances, malnutrition, or as 
difficult feeding problems, when the real cause is 
failure of kidney elimination from lesions in the 
kidney or kidneys or obstructive conditions in 
the lower part of the urinary tract. Infection is 
often present, and it would seem unnecessary 
to stress the importance of a routine urinalysis 
were it not still too often omitted. In addition, 
the mother may notice that the child is con- 
tinuously wet or voids with great difficulty and 
evident pain and that the stream is thin and 
dribbling. A careful physical examination may 
show a mass over the kidney or an overdistended 
bladder. 

This is well illustrated in the following case. 

A girl, aged 10 l /s, presented the following symp- 
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recall cases placed upon observation, in years 
gone by, awaiting the development of further 
destruction and nephrectomy. With our 
knowledge of the great restorative powers of 
these kidneys and with improved technic and 
antiseptics along with the increased use of 
nephrostomy drainage, many of these cases 
can be given good functioning kidneys. The 
use of the nephrostomy drainage has played 
an important part in our ability not only to 
save kidneys formerly subjected to nephrec- 
tomy but also has made the convalescence of 
most operative renal surgery much less stormy. 

We have used for several years a T tube, 
similar to the tube used in gallbladder sur- 
gery, to drain the kidney and ureter following 
removal of stones from the upper ureter. In 
the presence of dilatation and infection of the 
ureter and pelvis above, its use has given much 
satisfaction. Its use does not appear to pro- 
long drainage from the sinus; only an occa- 
sional case will require the passage of a cath- 
eter to the kidney to secure closure, but this 
dilatation of the ureter at the site of the in- 
cision may prevent later contracture at that 
point. 

McKenna and Kiefer 8 in their article on 
conservative renal surgery in the Journal of 
Urology stress its importance and urge that 
conservation be more frequently used— not as 
a necessary operation in poor function of the 
opposite kidney but as an elective operation. 
They point out, rightly, the necessity of most 
careful study preliminary to, and at, the 
operating table so that a conservative opera- 
tion may not prove eventually to be a radical 
operation. Nephrectomy is often the more 
conservative procedure. However, the litera- 
ture contains an increasing number of cases 
with excellent results. 

In the surgery of hydronephrosis, plastic 
operative procedures have contributed much 
in restoring badly damaged kidneys. Innum- 
erable types of operations upon the pelvis and 
upper ureter have been devised with Trendel- 
enburg, Ferger, von Lichtenberg, Young, Hin- 
man, Foley , 6 and many others, making valu- 
able contributions. Not only the indication 
for plastic operation but the type of operation 
best suited for the case at hand will fre- 
quently require a nicety of judgment not 
called for in other urologic procedures. 

Trauma to the kidney, if not resulting in 
immediate nephrectomy, may later produce 
a functionless kidney from obstruction or 
stone formation. Two measures to prevent 
this latter result may well be considered. 
Many writers now believe that exploration of 


the kidney, with removal of blood clot and re- 
pair, is indicated in a large number of cases 
and that a better functioning kidney will re- 
sult. If exploration is not deemed necessary 
or if the patient’s condition will not permit, 
then later urographie studies at intervals are 
definitely indicated. Early stone formation 
and obstructive changes will then allow the 
correction and the saving of the kidney. 

Though this is an elementary review of the 
physiology of the kidney, factors endangering 
function, and prophylactic and curative 
measures to lessen that danger, it is hoped 
that it will in at least some small way aid in 
the further promotion of one of urology's pri- 
mary objectives — the conservation of renal 
tissue. 
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Discussion 

Dr. Roy B. Henline, New York City — I have 
been extremely impressed by Dr. Heslin’s in- 
teresting paper. 

In the past, most urologists have contented 
themselves with methods of diagnosing advanced 
urologic disease and perfecting methods for its 
correction. It is now apparent that their 
thoughts are turning to the cause and recogni- 
tion of early stages of urogenital disease and, 
realizing its inevitable progression with con- 
tinued destruction of vital structures, they are 
attempting by early corrective measures to pre- 
vent such progressive destruction. 

This attitude seems timely and constructive. 
Although we may be familiar with the inception 
of disease, yet, far too often, we neglect these 
early stages unless severe symptoms demand 
prompt and continued attention. As symptoms 
disappear or become less acute, we often “wait 
to see what develops and, too often, later find 
gross destructive pathology that might have 
been prevented. 

It seems to me that the time has come to de- 
vote our efforts toward the recognition of early 
pathologic lesions in the urogenital tract and to 
devise and practice methods of preventing their 
progression. To wait until gross pathologic 
changes have occurred when destruction pre- 
vents conservative treatment “is not in keeping 
with the thoughts of the time in ‘preventive 
medicine.’” As pointed out by Dr. Heshn, this 
has been forced upon us by the discovery o{ tne 
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A denocarcinoma of the cervix is a 

- relatively infrequent growth. From 4 
to 7 per cent of all malignancies arising in the 
cemx are placed in this group by various in- 
vestigators. A survey of the patients pre- 
senting themselves at the State Institute for 
treatment of cervical cancer shows one adeno- 
carcinoma for each twenty-six squamous-cell 
carcinomas. 

Of a total of 93 patients with cervical adeno- 
carcinoma, 63 were selected for study, while 
30 were eliminated because the histologic 
sections were not available for study, be- 
cause the patient had not received treat- 
ment, or because sufficient time had not 
elapsed for a five-year follow-up. 

The clinical symptoms of adenocarcinoma 
of the cervix correspond closely with those 
found in squamous-cell carcinomas in this 
location. The first symptom is usually a 
watery discharge, which, as the invading 
tumor erodes small vessels, becomes bloody. 
Pain, as is common in most cases of malig- 
nancy, is a later feature. The gross appear- 
ance of the tumor is not indicative of the type 
of lesion, since either a squamous-cell car- 
cinoma or an adenocarcinoma may present the 
same clinical picture. When, however, the 
mucous membrane of the cervix is intact and 
a growth is found arising from the cervical 
canal, the natural assumption would be that 
the growth is an adenocarcinoma. If the 
neoplasm is of the infiltrating type, it may 
give little evidence of change in the external 
surface until extensive invasion of the cervi- 
cal stroma has taken place. In a tumor of the 
papillary type, on the other hand, the growth 
is much more apt to be recognized early, 
since the outward projections present a defi- 
nite clinical picture. Definite histologic 
classification is, as a rule, determined only by 
biopsy. A careful study of biopsy material 
is essential, for often a highly anaplastic 
adenocarcinoma may give a histologic picture 
not unlike a squamous-cell carcinoma. 

The age incidence of adenocarcinoma of the 
cervix coincides with the age incidence of 
adenocarc inoma of the body of the uterus 
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rather than with the age incidence of squa- 
mous-cell carcinoma of the cervix and occurs, 
as a rule, later in life. The youngest patient 
in the series here reported was 29, while the 
oldest was 73. Ten per cent of the group 
were under 40 when admitted for treatment. 
Sixteen were between 40 and 50, and 19 were 
in the 50- to 60-year age group. This span 
of twenty years comprised 58 per cent of the 
total number of patients. The remaining 34 
per cent were over 60 years of age, of which 3 
were 70 or older. Thirty-six or 57 per cent 
had passed the menopause before any symp- 
toms had appeared. Many clinicians feel 
that lacerations and scars due to childbearing 
are a causative factor in the production of 
malignant lesions of the cervix. One author 
goes so far as to claim that 96 per cent of all 
cancers of the cervix were in women who had 
borne children. Others, while more conserva- 
tive, agree that the ratio is much higher in 
those women in whom pregnancy has oc- 
curred. It has also been held that the change 
in the cervix during pregnancy due to endo- 
crine stimulation may be an exciting fac- 
tor in the production of malignancy. In the 
group of patients in this series 57 were married 
and 6 were single. It was noted, however, 
that 20, or 31 per cent, of the patients had not 
given birth to children, while the remaining 
43 had a total of 151 children, an average of 3.5 
children per patient. While the above figures 
are not conclusive because of the small groups 
under consideration, yet the proportion of 
malignancies in nonpregnant women is higher 
than is usually reported. The childbearing 
group showed that 8 women had 1 child each, 
8 had 2, 8 had 3, 7 had 4, 4 gave birth to 5 
children, 1 had 6, 3 had 7, 3 had 9, and 1 was 
the mother of 10 children. 

On histologic examination the tumors in the 
series under discussion were placed in four 
grades of malignancy depending on the de- 
gree of differentiation in the tumor cells. 
Grade 1 showed malignant epithelial cells 
arranged in gland formation. This formation 
was maintained throughout and in some cases 
assumed papillary' tendencies. As the degree 
of malignancy increased, loss of differentia- 
tion and gland formation was found, so that 
Grade 4 was composed of a solid growth of 
anaplastic cells with only an occasional afc- 
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toms: frequency and nocturia from infancy; 
recurring attacks of sharp pain over the right 
kidney associated with nausea, vomiting, and 
fever for the past five months. On examination 
there was pain and tenderness over the right 
kidney, an infected urine, and chronic retention 
of urine ranging from 400 to 700 cc. There were 
all the bladder changes seen in chronic prostatism 
with beginning hydronephrosis on the right side 
and a double kidney with separate ureters on the 
left side, one ureter being megalo in type. 

The cause of this retention was a median bar, 
which can occur in the women as well as men 
and is important to remember on this account. 
As soon as the bar was removed the bladder 
emptied perfectly and the right hydronephrosis 
was entirely relieved. 

The patient immediately improved, the urine 
became free from infection, and the parents are 
so satisfied that they will not allow the mega- 
loureter to be removed. The gain in weight has 


been 40 pounds, and the girl feels perfectly well. 

The second patient showed the effect of cal- 
culus obstruction upon the renal parenchyma 
and the ability of the kidney to recover after 
the obstruction was removed. 

Because all obstructive lesions do not turn out 
so happily, it goes without saying that the 
earlier the diagnosis and treatment, the better 
will be the result. 

The medical man who first sees the patient 
carries a great responsibility, because upon his 
action will many times determine whether renal 
tissue can be saved or will have to be sacrificed 
later on. 

Dr. Heslin mentioned the relationship of renal 
disease to hypertension and, while more study 
is necessary to clear up the exact status, a suffi- 
cient number of patients has already been greatly 
benefited, in carefully selected cases, by removal 
of the diseased kidney to warrant a careful sur- 
vey of the urinary tract in every case. 


SUGGESTIONS FOR MENTAL 

COMPOSURE AND EFFICIENCY 

1. To secure peace of mind 

a. Accept your present lot without fretting. 

b. Assume that right and justice will ulti- 
mately prevail. 

c. Strive for improvement without hindering 
the progress of others. 

d. Avoid controversy by having a clear 
understanding in dealing with others. 

e. Regard the achievements of yesterday as 
foundations on which to build today the 
temples of tomorrow. 

2. To solve difficulties 

a. Act promptly in meeting issues. 

b. Accept full measure of responsibility. 

c. Acknowledge faults and make reparation 
as soon as possible. 

d. If others are at fault, be lenient in making 
demands upon them. 

e. Do not dodge issues or run away. 

f. Do not seek aid from alcohol or drugs. 
They only aggravate difficulties. 

3. To reach decisions in important matters 

a. Learn relevant facts. 

b. Learn customary practices. 

c. Anticipate results from experience of 
others. 

d. Compare probable costs with probable 

e. When all data are available, concentrate 
on problem and decide promptly. 

1 — Menial Hygiene News 


PSYCHOLOGIC PREPARATION FOR 
ANESTHESIA 

By the psychologic approach to a patient for 
anesthesia we mean our first visit to the patient 
before anesthesia, our method of talking with 
the patient and suggesting the type of anesthesia 
to be used for his particular case. Some of you 
may ask why is it necessary to talk with the 
patient or his relatives regarding the anesthesia. 
We answer this by saying that in some communi- 
ties we are forced to give anesthetics in the pres- 
ence of relatives or their friends. It would be 
most unfortunate for the anesthetist if he de- 
cided to give a patient a spinal anesthetic and 
when he started the procedure in the operating 
room either the patient or the observers ex- 
pressed their objections. We feel that an under- 
standing beforehand will put the patient m a 
much better frame of mind for the anesthesia 
and eliminate the possibility of embarrassment 
later. By answering the questions of the pa- 
tient and easing fear, our work is made easier. 

The anesthetist does play a very important 
part in the surgical team. He can make himselt 
more important and appreciated if he insists upon 
visiting the patient before the anesthesia is 
given. From his history and physical examina- 
tion he ascertains the patient’s needs relative to 
sedation, and he also is a better judge as to the 
proper anesthetic and can do much to put the 
patient in a proper frame of mind for the ap- 
proaching operation. — George S. Michhng, M.U., 
address before the Southern Medical Association 
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A denocarcinoma of the cervix is a 

- relatively infrequent growth. From 4 
to 7 per cent of all malignancies arising in the 
cervix are placed in this group by various in- 
vestigators. A survey of the patients pre- 
senting themselves at the State Institute for 
treatment of cervical cancer shows one adeno- 
carcinoma for each twenty-six squamous-cell 
carcinomas. 

Of a total of 93 patients with cervical adeno- 
carcinoma, 63 were selected for study, while 
30 were eliminated because the histologic 
sections were not available for study, be- 
cause the patient had not received treat- 
ment, or because sufficient time had not 
elapsed for a five-year follow-up. 

The clinical symptoms of adenocarcinoma 
of the cervix correspond closely with those 
found in squamous-cell carcinomas in this 
location. The first symptom is usually a 
watery discharge, which, as the invading 
tumor erodes small vessels, becomes bloody. 
Pain, as is common in most cases of malig- 
nancy, is a later feature. The gross appear- 
ance of the tumor is not indicative of the type 
of lesion, since either a squamous-cell car- 
cinoma or an adenocarcinoma may present the 
same clinical picture. When, however, the 
mucous membrane of the cervix is intact and 
a growth is found arising from the cervical 
canal, the natural assumption would be that 
the growth is an adenocarcinoma. If the 
neoplasm is of the infiltrating type, it may 
give little evidence of change in the external 
surface until extensive invasion of the cervi- 
cal stroma has taken place. In a tumor of the 
papillary type, on the other hand, the growth 
is much more apt to be recognized early, 
since the outward projections present a defi- 
nite clinical picture. Definite histologic 
classification is, as a rule, determined only by 
biopsy. A careful study of biopsy material 
is essential, for often a highly anaplastic 
adenocarcinoma may give a histologic picture 
not unlike a squamous-cell carcinoma. 

The age incidence of adenocarcinoma of the 
cervix coincides with the age incidence of 
adenocarc inoma of the body of the uterus 
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rather than with the age incidence of squa- 
mous-cell carcinoma of the cervix and occurs, 
as a rule, later in life. The youngest patient 
in the series here reported was 29, while the 
oldest was 73. Ten per cent of the group 
were under 40 when admitted for treatment. 
Sixteen were between 40 and 50, and 19 were 
in the 50- to 60-year age group. This span 
of twenty years comprised 56 per cent of the 
total number of patients. The remaining 34 
per cent were over 60 years of age, of which 3 
were 70 or older. Thirty-six or 57 per cent 
had passed the menopause before any symp- 
toms had appeared. Many clinicians feel 
that lacerations and scars due to childbearing 
are a causative factor in the production of 
malignant lesions of the cervix. One author 
goes so far as to claim that 96 per cent of all 
cancers of the cervix were in women who had 
borne children. Others, while more conserva- 
tive, agree that the ratio is much higher in 
those women in whom pregnancy has oc- 
curred. It has also been held that the change 
in the cervix during pregnancy due to endo- 
crine stimulation may be an exciting fac- 
tor in the production of malignancy. In the 
group of patients in this series 57 were married 
and 6 were single. It was noted, however, 
that 20, or 31 per cent, of the patients had not 
given birth to children, while the remaining 
43 had a total of 151 children, an average of 3.5 
children per patient. While the above figures 
are not conclusive because of the small groups 
under consideration, yet the proportion of 
malignancies in nonpregnant women is higher 
than is usually reported. The childbearing 
group showed that 8 women bad 1 child each, 
8 had 2, 8 had 3, 7 had 4, 4 gave birth to 5 
children, 1 had 6, 3 had 7, 3 had 9, and 1 was 
the mother of 10 children. 

On histologic examination the tumors in the 
series under discussion were placed in four 
grades of malignancy depending on the de- 
gree of differentiation in the tumor cells. 
Grade 1 showed malignant epithelial cells 
arranged in gland formation. This formation 
was maintained throughout and in some cases 
assumed papillary tendencies. As the degree 
of malignancy increased, loss of differentia- 
tion and gland formation was found, so that 
Grade 4 was composed of a solid growth of 
anaplastic cells with only an occasional at- 
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tempt at gland formation. Grades 2 and 3 
present intermediate histologic pictures in 
which the differentiated glandular structure 
shows gradual changes into solid growth of 
undifferentiated tumor cells. In our group of 
patients, 15 were placed in Grade 1, 21 in 
Grade 2, 18 in Grade 3, and the remaining 9 
in Grade 4. Based solely on their histologic 
grades, Grade 1 showed 60 per cent alive for 
five years; Grade 2, 3S per cent; Grade 3, 
33 per cent; and Grade 4, only 11 per cent. 
It was consistently found that the more dif- 
ferentiated tumors were radioresistant; their 
rate of growth was slow with a tendency to 
remain localized and, consequently, a higher 
percentage of cures was noted. The more 
anaplastic growths, while more radiosensi- 
tive, showed more rapid growth and wide 
infiltration and gave rise to early metastases, 
resul ting in a much lower rate of cure. 

Dependent upon their localization or ex- 
tension, the malignancies under study were 
placed in their respective clinical groups. 
In the lowest groups are those tumors in 
which the neoplasm was confined to the cer- 
vix. The intermediate groups comprised 
those tumors in which localized extension was 
noted, including infiltration of the broad 
ligament without uterine fixation. Patients 
in whom extensive infiltration, together with 
metastases, was found were placed in the 
high clinical group. The clinical group into 
which the patient was placed usually decided 
the ultimate fate of that individual. The 
histologic grade, however, was a factor to be 
considered in each individual case, because 
those patients in a low or intermediate clinical 
group had a much better prognosis when their 
tumor cells were found to be in a low his- 
tologic grade. In our series of patients alive 
and well for five years or over, it was noted 
that 46 per cent were placed both in the lower 
clinical groups and in histologic Grades 1 or 2, 
while Grade 3 and Grade 4 tumors in the 
same low clinical group showed only 25 per 
cent alive for the same period. In the inter- 
mediate clinical groups tumors of Grades 1 or 

2 showed 25 per cent of five-year cures, while 
in the same clinical groups tumors of Grades 

3 and 4 were found to have only 4 per cent 
alive after five years. In the high clinical 
groups there were no five-year survivals. 

Of those who succumbed to the disease, 15 
per cent were in the low clinical and histologic 
groups, while the remaining 85 per cent of 
fatalities were in histologic Grades 3 and 4 
or in the high clinical groups. 

The duration of symptoms in these patients 


showed a great variation. Some gave a his- 
tory of disturbances for only a few weeks be- 
fore examination, while others had suffered 
from irregular menstrual function together 
with discharge and pain for several years. 
They were divided into three classes: first, 
those with demonstrable symptoms under one 
year. Twenty-seven patients fell in this 
class. The second class, composed of 24 
patients, consisted of those with symptoms 
for over one and under three years. The 
third class, comprising 12 patients, were 
those in whom abnormalities had been ob- 
served for over three years. It was found 
that of those in the first class 40 per cent had 
tumors in the histologic Grades 1 or 2; 60 
per cent, in Grades 3 or 4. In the second 
class with symptoms for one to three years, 
70 per cent had tumors in histologic Grades 1 
or 2; 30 per cent, in Grades 3 or 4. Among 
patients with symptoms three years or over, 
75 per cent had tumors in histologic Grades 
1 and 2; 25 per cent, in Grades 3 and 4. This 
confirmed the general clinical observation that 
tumors of a low degree of malignancy may 
persist for many years and, while giving rise 
to symptoms indicative of malignant change, 
may remain localized and fail to develop metas- 
tases. On the other hand, highly anaplastic 
malignant infiltrating growths give rise to 
severe disturbances early and cause the pa- 
tient to seek advice more promptly. 

One case in the series is of sufficient rarity 
to warrant special mention. This was a 
mucoid adenocarcinoma arising in the cervix. 
The patient was 67 years of age, was married, 
and had borne 2 children. Two months be- 
fore admittance she noted a bloody discharge 
with some pain. Examination revealed that 
the tumor process was confined to the cervix. 
The biopsy showed a growth composed of 
connective tissue in which large placques of 
mucoid material were found. Interspersed 
throughout the mucoid tissue were areas of 
small, round, epithelial cells. In some fields 
the cells were found in glandular formation, 
while in other areas the cells were found 
singly or grouped together in small clumps. 
Following treatment this patient has remained 
well for fourteen years. 

In the group of patients with adenocar- 
cinoma of the cervix only 10 had received 
treatment before admittance to the Institute 
9 of whom had been treated surgically. On? 
hac had one course of radiation therapy. Of 
this group, 3 have survived five years and 7 
have died of the disease. , . 

Treatment at the State Institute consisted 
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of interstitial radiation with gold seeds to- 
gether with intracemcal radiation with tan- 
dem tubes of 50 or 100 mg. of radium. Fol- 
lowing this, a course of external irradiation 
with 200 kilovolts was given. Following this 
course of treatment, of the 63 patients con- 
sidered, 24, or 38 per cent, are alive and have 
remained well for five years or more. 

Conclusions 

1. Adenocarcinoma of the cendx is a rela- 
tively rare condition. 

2. The duration of the disease is closely 


allied with the histologic group in which it will 
fall. 

3. While the clinical grouping is the para- 
mount factor in considering the prognosis, 
the histologic grade has a definite bearing on 
the end result. 

4. In our series women who had not borne 
children were found to have adenocarcinoma 
of the cervix in a higher proportion than is 
usually reported. 

5. Thirty-eight per cent have survived 
for five years under treatment that consisted 
mainly of radiation therapy. 


PSYCHOLOGIC EFFECTS OF AIR RAIDS 

The stimuli presented by a heavy air raid are 
far more intense and more terrifying than civi- 
lized human beings normally experience. Pre- 
vious to observations in Britain many psy- 
chologists were apprehensive lest they lead to 
widespread panic and hysteria. This has not 
proved to be the case, says P. E. Vernon of the 
University of Glasgow writing in the Journal of 
Abnormal Psychology for October, 1941. The 
author has studied the observations and ex- 
periences of trained psychologists and psy- 
chiatrists, many of whom have undergone fre- 
quent raids in various parts of the country, in- 
cluding London. 

Reactions to an air raid seem to be influenced 
chiefly by what previous experience one has had 
of raids. At first, the mere sound of the sirens 
frightened people, but before the end of 1940 Lon- 
doners were generally taking no notice of them 
unless accompanied by the noise of planes, gun- 
fire, or bombs. In other parts of the country 
every degree of reaction to the warnings between 
the two extremes may be observed. The pres- 
ence of a few planes overhead during daytime 
also soon ceases to affect most people. Accli- 
matization even to heavy raids at night is re- 
markable. Before long a considerable propor- 
tion manage to sleep in their own homes. More, 
Perhaps, go to shelters or to some room in the 
house regarded as safe. 

There is a moderate correlation between poor 
adaptation and age. People whose houses have 
been demolished or who have experienced an 
“husually severe blitz often regress for a time 
and show less habituation and more nervousness 
u urine the next few raids. A reversion occurs 
also during a long spell of immunity from raids, 
when emotional tension and fear seem to de- 
crease. The infrequency of overt manifesta- 
tions suggests that there is a certain amount of 
repression by social attitudes or by the ego-ideal. 

t.tuef of the psychologic outlets or palliatives 
presence of a group, and activity. Per- 
sons of higher socio-economic class and educa- 
tion seem, in. general, to be less attracted and less 
anected by social influences. Description of 


what it feels like when bombs fall close suggests 
that there is commonly a confused state of emo- 
tional shock, a mixture of bewilderment, apathy, 
and depression (perhaps combined with physio- 
logic effects of blast) persisting for several 
hours. However, a good deal of habituation 
occurs. Persons with a job to do mostly recover 
their poise readily and set about rescue work, 
fire-fighting, etc., immediately. 

With regard to mental disorders attributable to 
air raids, psychiatrists seem to agree that (1) 
there have been some cases of mental disorder due 
to air-raid strain in subjects with an unfavorable 
history. Terror or sensations from blast here 
are less important than indirect effects such as 
extreme fatigue, dislocation of normal living, 
etc. (2) There have been fewer oeses of neurosis 
than expected. (3) There have been no new or 
unexpected types of air-raid neurosis. (4) Among 
persons showing neurotic trends before heavy 
raids began, about one-half have shown no 
change; about one-fourth have become worse, and 
one-fourth actually improved. Psychotics are 
reported as being impervious to the effects of 
raids. Epileptics do not show any increase in fits. 

The cases of mental disorder produced seem to 
fall into (1) acute terror and confusion, akin 
to so-called shell shock; (2) hysteria; (3) more 
serious cases ranging from acute or chronic anx- 
iety states to psychotic reactions of a manic or 
hallucinated type. In general, the psychologic 
disorders would seem to be much less serious 
than the social disorganization consequent on the 
destruction of homes, disruption of communica- 
tion, etc. Minor effects of raids, seen particularly 
at first, are irritability, depression and lowering 
of confidence, lethargy, slight dissociation of 
personality, increased smoking, and excessive 
talking about the raids. Raids seem to have 
less effect on children than adults. Since both 
adults and children show a surprising capacity 
for coping with fear in a psychologically satis- 
factory manner, it must be far more susceptible 
to control by social attitudes and by suggestion 
than has been supposed . — Abstract from Library, 
Neuropsychialric Institute of the Hartford Retreat 



DISORDER?^ 101 ^ ° F PUS IN THE TREATMENT OF PYOGENIC 

Isaac J. Arnsson, M.D., Buffalo, New York 


T HE medicine of ancient times recognized 
the value of a certain kind of pus which 
it labeled as pus bonum et laudabile, or good and 
laudable pus. 

Without going into a lengthy discourse 
about the significance of pus as such, it should 
be sufficient to mention a few known facts 
about it. 

As a mechanical and biochemical defense 
measure of the body against the invaders, it 
contains the parasites in every conceivable 
stage of deterioration, their ectotoxins and 
endotoxins, as well as the entire complex 
of the biologic defense apparatus with its cel- 
lular and humoral components. Positive 
results have been obtained in complement fixa- 
tion with pus or focal secretions. Positive 
skin tests with pus material, as in the Frei 
test, demonstrate the presence of specific 
elements in it. In short, pus represents the 
first and important line of defense which the 
body throws up against the invader. 

The idea of utilizing it for the offensive is 
not new in the history of medicine. The 
practical handicap was the form in which the 
pus could be used. 

In 1920 Dr. Dietrich 1 was testing out the 
germicidal properties of “yatren,” an organic 
preparation im which an iodine atom is bound 
to a sulfon-o-oxy-benzol-pyridine radical. It 
is soluble in water up to 5 per cent. In animal 
experiments he could demonstrate that mice 
in which lethal doses of pneumococci culture, 
mixed with a 2 1 /* per cent yatren solution, were 
injected continued to live, whereas the control 
animals injected with the same amount of 
pneumococci culture without the yatren all 
died. He also demonstrated that 5 per cent 
yatren solutions could be given intravenously 
without any damage to the animal. 

In 1925 Dr. Orsos, 2 of Hungary, continuing 
the work with yatren, reported on a method 
of preparation of an auto-pus vaccine, which, 
due to its simplicity, could be prepared by 
any practitioner in the routine office work 
and without an elaborate bacteriologic in- 


A year later Dr. von Berde, 3 also of Hun- 
gary, came out with a bacteriologic criticism 
of tin’s method. He found that the vaccine 
still contained living microorganisms even 
if they proved to be less virulent after cultur- 
ing and reinoculating them into animals. 
He speculated upon dire consequences that 
might arise if, for instance, an anthrax pustule 
should be mistaken for a boil and an Orsos vac- 
cine prepared from it and given. Admitting, 
however, that the therapeutic results ob- 
tained were by far superior to any other 
method, he pointed out that the yatren in the 
ready vaccine was only in a 1 / 2 per cent solu- 
tion and advised the use of the vaccine not 
earlier than twenty-four hours after its prepa- 
ration. 

For over a year we have followed the method 
of preparation as given by Orsos and never 
encountered the slightest complications. 
Shortly after appearance of von Berde’s work, 
we slightly modified the method of vaccine 
preparation, securing its safety without dimin- 
ishing its therapeutic value. 

Orsos prepares his vaccine by putting 0.06 
Gm. of the yatren powder into a sterile mor- 
tar, adding 2 to 3 platinum loops of pus to it 
grinding it for four to five minutes with a 
pestle, adding 1 to 2 drops of sterile water, 
grinding it again until a consistency of por- 
ridge is obtained, and adding, under constant 
stirring, the balance of water (8 cc.). Accord- 
ing to Orsos, the vaccine is ready for use in 
eight to ten minutes, and the injections are 
given intravenously every other day, begin- 
ning with 1 cc. for the first, followed by 2 cc. 
for the second and the third, and the balance 
for the last injection. Our method of prepa- 
ration differs from Orsos’s only slightly. 
After the first two drops of water are added we 
grind it thoroughly for five minutes; then we 
add 1 cc. of water, stir it, and let it stand for 
fifteen minutes. This permits a saturated 
(i.e., 5 per cent) solution of yatren to work 
for twenty minutes on the microorganisms 
and carries the sterilization process further 


strumentarium. He used this vaccine pri- 
marily in gonorrhea and furunculosis but 
recommended it for any staphylococcic or 


streptococcic infection. 


Read at the Annual Meeting of the Medical Society 
of the State of New York, Buffalo, New York, May I, 
1941 . 


than in the original method. We have never 
been able to grow any microorganisms from 
vaccine prepared in this way. 

From August, 1926, to August, 1941, we 
used this vaccine in 150 patients in private 
practice. The ages of the patients were be- 
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tween 8 and 61. The conditions in which it 
was used are seen in the following table: 


Furuncles 122 

Carbuncles 5 

Subaxillar abscesses 4 

Pararectal abscesses 2 

Abscesses in a drug addict 1 

Folliculitis capitis abscedens et 2 
suffodiens 

Folliculitis decalvans 1 

Panaritium 1 

Acne conglobata 3 

Hordeola 3 

Dacryocystitis suppurativa 1 

Pyoderma in an amputation stump 1 
Staphylococcic septicemia 2 

Generalized dermatitis 2 

Total 150 


A detailed analysis of each group is neces- 
sary for a proper evaluation of this method. 

The largest group is that of furunculoses, 
the majority of which were of a chronic type 
with a previous history of various treatments, 
including the use of stock and conventional 
autovaccines. In 12 cases the localization 
was on the face, and in 5 of these lymphadeni- 
tis and chills were present. Eleven cases re- 
sponded at once and made an uneventful 
recovery. One, with a large furuncle in the 
introitus nasi of only four days’ duration, 
had squeezed it before consulting his physi- 
cian. ‘When seen, he presented an edema of 
the corresponding side of the face and eyelids 
and complained of severe headache and re- 
peated chills and fever. A vaccine was pre- 
pared and given, but the patient died forty- 
eight hours after the first injection, which 
did not alter the course of the disease in any 
way. 

_ Of the remaining 110 cases of furunculo- 
sis, 5 cases had a relapse after four injections 
but did not show relapses after eight injec- 
tions. Three cases showed relapses even after 
a series of twelve injections. For the group 
of furunculoses the vaccine gives 3.28 per cent 
failures. 

Five cases of carbuncles were treated. 
Two were in diabetic patients. After four 
injections they healed and no relapses were 
observed. A third case had a carbuncle on 
the neck the size of a fist, which was opened 
by the family physician two weeks previously 
but did not show any tendency to heal. After 
the first injection a profuse drainage started, 
and after three more injections the swelling 
was completely gone and the lesion was 


rapidly healing. It closed completely one 
week later. Two more cases cleared up with 
four injections each. 

Four cases of subaxillar abscesses responded 
to vaccine and were not followed by relapses. 
However, eight injections were required in 
each of these cases for a complete recovery. 

Two cases of pararectal abscesses were 
treated. Each received four injections. One 
developed a relapse after eleven months and 
was treated again. 

The vaccine had no effect in a case of abscess 
formation in a morphine addict. 

Two cases of folliculitis and perifolliculitis 
capitis abscedens et suffodiens of long dura- 
tion and histories of varied therapy, including 
x-ray, cleared up after four injections each. 

The vaccine had no effect in a case of fol- 
liculitis decalvans. 

A case of recurrent panaritium cleared up 
after four injections. No relapse has been 
observed in a period of two years. 

Three cases of acne conglobata were treated. 
The vaccine was successful in only one of them 
and only as far as abscess formation was con- 
cerned. 

Three cases of hordeola were treated — all 
of a chronic type of over three months’ dura- 
tion. Treatment was successful in 2 cases. The 
third did not clear up after eight injections 
and the patient declined to have more. 

One case of dacryocystitis was sent by an 
ophthalmologist for Orsos vaccine treat- 
ment. Every conceivable previous therapeu- 
tic procedure, including repeated surgical 
draining, had failed. Six injections of auto- 
pus vaccine cleared up the condition. 

One case of pyoderma in an amputation 
stump cleared up after eight injections. 

One case of a chronic staphylococcic septi- 
cemia was treated repeatedly with the Orsos 
vaccine. Although the injections were im- 
proving his condition temporarily, the patient 
finally succumbed to the infection. 

Similarly unsuccessful was the vaccine in a 
case of subacute staphylococcic septicemia 
which followed a carbuncle on the neck in a 
patient recovering from an appendectomy. 
The carbuncle was incised and drained; a 
septic temperature and a heart lesion fol- 
lowed. The vaccine was tried as a last re- 
sort and, although the carbuncle had dimin- 
ished to one-half the size in the following 
two weeks, the patient did succumb to his 
heart lesion. It seems definite that septi- 
cemias are not the field for Orsos vaccine. 
Both of these cases were treated in the pre- 
sulfanilamide era. 
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Two cases of generalized dermatitis of an 
erythroderma type were treated. One case 
cleared up completely; the other was not in- 
fluenced by the vaccine. 

A characteristic feature after the injection 
of the vaccine is the development of leuko- 
cytosis (15-25,000). Clinically, a profuse 
drainage sets in after the first or second in- 
jection. The healing process is a rapid one. 
As a rule, no untoward effects are observed. 
The temperature may rise 1 or 2 degrees after 
the first injection. A slight headache is 
complained of in about one-fourth of all cases. 
No alarming symptoms of any kind were ever 
observed, not even during the time when the 
preparation of the vaccine was done according 
to original method. 

Contraindications are the same as for any 
other intravenous injection. 

Conclusion 

In Our experience the auto-pus therapy as 
recommended by Orsos and modified by us 
compares favorably with all other conven- 
tional methods of treatment of acute and 
chronic pyogenic dermatoses. The advantage 
is the simple and rapid preparation of a “vac- 
cine” followed by immediate administration 
and a rapid response. 

The purpose of this report is to save from 
oblivion an excellent method of treatment 
which unjustly seems to have been discarded 
only on the strength of purely theoretic rea- 
sons mentioned above. 
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Discussion 

Dr. Harold L. Walker, Elmira, New York — 
Dr. Arnsson and some of the earlier workers such 
as Dietrich, Orsos, and von Berde were con- 
vinced that the Orsos autopyovaccine was defi- 


therapeutie effect if yatren alone were injected 
intravenously? (2) How does yatren affect the 
endotoxins, exotoxins, and antitoxins contained 
in the pus? (3) Are there any advantages to the 
intravenous administration of a vaccine as 
compared with the subcutaneous or intradermal 
methods? 

(1) With regard to the intravenous injection 
of yatren, Orsos, 1 in 1938, stated that yatren 
used alone had no therapeutic value and that it 
passed through the blood stream and was secre- 
ted by the kidneys unchanged. 

(2) The question as to the effect of yatren 
on the pus can be answered as follows: Dr. 
Arnsson has shown that yatren killed the or- 
ganisms present, provided the method he out- 
lined was carefully followed. Orsos believed 
that although yatren killed the organisms, it had 
less effect on the bacterial proteins than the ad- 
mixture of urotropin, phenol, or the use of heat, 
all of which have been employed to sterilize vac- 
cines. In addition, yatren did not destroy the 
exotoxins, antitoxins, or endotoxins that the pus 
contained. Orsos demonstrated this by titrat- 
ing the amount of antitoxin present. He be- 
lieved that herein lay the chief advantage of his 
vaccine, stressing the fact that the therapeutic 
results were so immediate because of the large 
amount of antitoxin it contained. 

(3) The problem as to the relative values of 
the various methods of administration of a vac- 
cine is still an open question. Dr. Arnsson used 
the intravenous method. Orsos believed that 
any of the three methods — intravenous, intra- 
dermal, or subcutaneous — were of value, al- 
though he preferred the intravenous method be- 
cause he encountered few untoward effects in 
large series of cases. 

Ayres, Anderson, and Foster, 3 in 1937, em- 
phasized the fact that they employed the intra- 
venous method of administering vaccines. They 
mentioned that recent studies had demonstrated 
that the intravenous method of administration of 
vaccines, rather than the subcutaneous or intra- 
dermal methods, resulted in a higher degree of 
immunization and ‘that a desensitization to bac- 
terial proteins developed, while occasionally an 
increased sensitivity to bacterial proteins fol- 
lowed the administration of vaccines by other 
routes. 


nitely of greater therapeutic value than vac- 

cines prepared from bacterial cultures. If this ‘ Chaos, I.: Dermat. Wchnschr. 106: J3S-r i5 0 pn 
is true, there are three points that need con- 1 , Ayt * _ g Jr _ Anderson , n. P., and Foster. P. D-: 
sideration — namely: (1) What would be the j.a.m.a. ios: sss-sso (March 13) 1937. 


The training of interns in the Columbia City 
Hospital does not include the niceties of diplo- 
macy. At the meeting on anesthesia Dr. Reese 
gave himself up to an impassioned eulogy of 
modem methods: , ... 

"Take the case of the woman operated on this 


very morning, who would be dead now were it not 
for intratracheal intubation. . .” , 

From the back of the room came the excitcu 
voice of Intern Treska: „ 

“But, Dr. Reese, that woman did die. — 
MartinO. Gannett, M.D., in Medical Economics 



DILUTE AND CONCENTRATED PREPARATIONS OF THE 
TOCOPHEROLS (VITAMIN E) IN THE TREATMENT OF 
FIBROSITIS 

Charles LeRoy Steinberg, M.D., Rochester, New York 


V ITAMIN E is not the name of a single 
chemical substance. It contains at 
least three definite chemical substances 
designated as alpha, beta, and gamma toco- 
pherol, the antisterility potency of each being 
approximately in the ratio of 9, 2 l / 2 , and 1, 
respectively. The chemical structures of 
these three tocopherols have been deter- 
mined, and alpha tocopherol has been synthe- 
sized successfully. Alpha tocopherol is ob- 
tained by allophanation of the vitamin E 
rich concentrate in the form of its allophanate 
of melting point 160° (Evans, Emerson, and 
Emerson 1 ). By careful saponification of the 
esters, the tocopherol itself is obtained as a 
pale yellow oil with all the properties of the 
above concentrate. The yield varies much 
and amounts at best to 1 Gm. of tocopherol 
allophanate from 1 Kg. of wheat germ oil. 
Its formula is C 23 H 5 OO 2 . Femholz 2 has ad- 
vanced the structural formulas as shown in 

Fig. 1. 

Beta tocopherol crystallizes as the allo- 
phanate of melting point 146° from the 
mother liquor of the alpha tocopherol allo- 
phanate of allophanated wheat germ oil. 
The yield is variable, at times greater, and 
frequently less, than the alpha tocopherol 

the Annual Meeting of the Medical Society 
ot the State of New York, Buffalo, New York. Apnl 29. 
1941 . 

Thystctan-in-charge, Arthntio Clinic, and associate 
Physician, Rochester General Hospital. 


John 1 gave it the formula ChaHtsC^. Its struc- 
tural formula is shown in Fig. 2. 

Gamma tocopherol was isolated by Emer- 
son, Evans, and others 4 from cottonseed oil 
as the allophanate of melting point 138°. 
It is isomeric with beta tocopherol of the 
formula CjsHmO* and equals this also in bio- 
logic activity. By thermal decomposition 
of gamma tocopherol, pseudo cumohydro- 
quinone is obtained. 

The commercial vitamin E preparations 
are evaluated by biologic tests expressed in 
rat units, fertility dosage, Pacini-Linn units 
and, recently, by the percentage of alpha and 
beta tocopherol. A rat unit (RE) is that 
amount of vitamin E which in a solitary dose 
will prevent resorption in rats that have been 
on a vitamin-E-free diet for from one to eight 
days. The “fertility dose” is the smallest 
amount of the vitamin E concentrate which 
will, when administered by mouth in daily 
doses to resorption-sterile female rats during 
the twenty-one days of pregnancy, enable 
the rat to give birth to at least some living 
young. The Pacini-Linn unit is calculated 
by the formula 1,000 X mg. where mg. is the 
weight of the vitamin E concentrate that must 
be administered by mouth in daily doses in 
order to prevent resorption sterility in female 
rats. The Pacini-Linn units correspond to 
0.1 Gm. The percentage of alpha + beta 
tocopherol X 100, by coincidence, approxi- 
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TABLE Primary Fibrositis 



Casea 

Marked Slight 
Improve- Improve- 

Medicament Employed 

Treated 

ment ment 

Dilute vitamin E (wheat 

germ oil) 

30 

28 2 

Concentrated vitamin E 

(tocopherex) 

20 

20 


mates the Pacini-Linn units per gram. 

Yitamiu E is widely distributed in nature. 
Dried wheat germ requires 250 mg. as a cura- 
tive dose; wheat germ oil, 75 mg.; fresh green 
lettuce, 2.5 Gm.; dried green lettuce, 300 to 
500 mg.; peanut and cottonseed oil, about 1 
Gm.; and fruits such as oranges and ba- 
nanas, 20 to 30 Gm. The curative dose of 
palm, linseed, and soy oil is 1 to 2 Gm.; hog 
fat, 3 to 5 Gm.; beef muscle, 3 to 5 Gm.; 
and beef liver, 5 to 10 Gm. 

Evans and Burr 5 were the first investiga- 
tors to describe a spastic paralysis occurring 
in the suckling young of rats when the moth- 
ers are deprived of vitamin E. These suck- 
lings begin to show difficulty in regaining their 
limbs when placed on their backs when 21 days 
old. The disease increases in severity during 
the ensuing four to five days, and by the 
twenty-fifth day of life practically all the ani- 
mals destined to develop the disease will ex- 
hibit it. About 35 per cent of the affected 
animals die, 17 per cent recover completely, 
and 48 per cent continue to exhibit paralysis 
of some limb or body group of muscles 
throughout life. There are marked variations 
in these results. All attempts to cure the dis- 
ease after it has been established for several 
days fail. However, the disease is prevented 
if the mother’s diet is shifted from a vitamin- 
E-deficient diet to one rich in vitamin E on the 
day of the birth of the rats. It is already too 
late to forestall disaster if the shift to a vita- 
min-E-rieh diet is delayed until the earliest 
appearance of paralysis in any member of the 
litter. Einarson and Ringsted 5 have shown 
that diets deficient in vitamin E will cause 
similar changes in adult rats. Blumberg, 
Madsen, 8 Morgulis and Spencer, 5 and Mor- 
gulis, Wilder, and Eppstein 10 . have stressed 
the importance of deficient vitamm E diets 
causing primary muscular dystrophy. 

Three clinicians have recently reported ex- 
cellent results in the use of vitamin E or the 
synthetic tocopherols in the treatment of pri- 
mary muscular dystrophies or of muscular 
dystrophies resulting from neurologic condi- 


tions. Bicknell 11 gave V* ounce 
wheat germ to 18 patients with ™ular 
dystrophies. Improvement was noted in 12 


cases; the remaining 6 cases showed no im- 
provement. The period of treatment varied 
from six weeks to eighteen months. The 
shortest period of treatment in the improved 
group was two months. Wechsler 12 described 
2 eases of amyotrophic lateral sclerosis which 
improved by treatment with a synthetic 
preparation of alpha tocopherol. Stone 13 
reported excellent clinical improvement in 5 
children with muscular dystrophy, in 1 child 
with muscle atrophy following anterior polio- 
myelitis, and in 1 child with muscle atrophy 
after an attack of multiple neuritis. He em- 
ployed 2 to 6 cc. of wheat germ oil daily. 
These experiments and clinical reports, par- 
ticularly those concerning the muscle changes 
associated with vitamin E deficiency, stimu- 
lated me to try the clinical effects of vitamin 
E in the treatment of fibrositis. 

This condition may be defined as an in- 
flammatory reaction of fibrous connective 
tissue present anywhere in the body. The 
pathologic picture found in fibrositis and that 
described by Pappenheimer 14 as occurring 
in sucklings on a deficient vitamin E diet are 
practically alike except for the formation of 
palpable fibrous nodules in the former. Fibro- 
sitis may occur as a primary disease or as a 
secondary disease. Internists are familiar 
with the muscle pain, swelling, and pain 
associated with atrophic arthritis or gout. 
They have seen painful swollen bursae asso- 
ciated with many of the rheumatic diseases. 
However, few are familiar with the disease as 
a primary one. Many common diseases are, 
in fact, evidences of primary fibrositis but 
masquerade under various titles. These are 
variously diagnosed as lumbago, torticollis, 
muscular rheumatism, tendinitis, periarticular 
fibrositis, panniculitis, myositis, etc. A word- 
ing classification of diseases of the muscles is 
given below. 


I. Parenchymatous myositis 

(a) Suppurative 

(b) Nonsuppurative 

II. Myopathies 

A. Primary myopathies 

1. A heterogeneous group such as 
pseudobypertrophic, fascio-scapu- 
lohumeral, bulbar, juvenile, scapu- 
lar, infantile hereditary 

2. Myasthenia gravis 

3. Amyotonia congenita 

4. Myotonia congenita 

5 . Myotonia atrophica 

B. Progressive nuclear muscular air 

phy 
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TABLE 2. — Secokoart Fibrositis 



Primary Disease 

Total No. of Cases 

Improved 

Unimproved 

Atrophic arthritis 

4 (concentrated vitamin Ej 

Z 

3 


20 (dilute vitamin E) 

S 

12 

Hypertrophic arthritis 

2 (concentrated vitamin E) 

0 

2 


20 (dilute vitamin E) 

0 

20 

Senile muscle changes 

3 (concentrated vitamin E) 

1 

2 

Psychosomatic rheumatism* 

2 (concentrated vitamin E) 

0 

o 


S (dilute 'vitamin E) 

0 

5 

Sciatica 

1 (concentrated vitamin E) 

1 

0 


3 (dilute vitamin E) 

0 

3 


4 (concentrated vitamin E) 

3 

1 


1 (concentrated vitamin E) 

0 

1 


1 (concentrated vitamin E) 

0 

1 

Gout 

1 (dilute vitamin E) 

0 

1 


* These are not cases of secondary fibrositis and, therefore, have been excluded from the totals. 


1. Mainly of small muscles of hands 

2. Hereditary, familial, of infancy 
and childhood 

3. Subacute and chronic poliomyelitis 

4. Progressive bulbar palsy 

5. Chronic progressive ophthalmo- 
plegia 

HI. Interstitial myositis 

A. Myositis ossificans 

B. Intramuscular fibrositis 

1. Primary (muscular rheumatism, 
lumbago, torticollis, etc.) 

2. Secondary (atrophic arthritis, rheu- 
matic fever, gout, etc.) 

The first group of cases studied 15 were given 
wheat germ oil in doses ranging from 2 to 8 cc. 
This group included 30 cases of primary 
fibrositis, 20 cases of fibrositis secondary to 
atrophic arthritis, 20 cases of fibrositis sec- 
ondary to hypertrophic arthritis, 1 case of 
fibrositis secondary to gout, 3 cases of sciatica 
(cause unknown), and 8 cases of so-called 
psychosomatic rheumatism (psychoneurotics). 
All these cases had been observed for a period 
of three months to two years under different 
methods of therapy so that their clinical 
status at the time of beginning vitamin E 
therapy was “stabilized." The wheat germ 
°“ was given in equally divided doses three 
times daily. The oil was taken in a table- 
spoon of milk at mealtime. Many patients 
complained of the unpalatable taste, some 
said that the oil repeated. 

Of 30 cases of primary fibrositis that were 
treated with wheat germ oil in doses of 2 to 8 
cc. daily, 28 cases were completely relieved 
of all symptoms. Two cases in this group 
noticed mild relief from symptoms after having 
received 3 cc. of wheat germ oil daily for four 
weeks (see Table 1). The 20 cases of atrophic 
arthritis with secondary fibrositis (see Table 2) 
were given 2 to S cc. of wheat germ oil daily 
over a period of two to four months. Eight 
cases noted definite improvement in muscle 


soreness and stiffness. Twelve patients ex- 
perienced no relief. The 20 cases of hyper- 
trophic arthritis with secondary fibrositis 
that were given 2 to 6 cc. of wheat germ oil 
daily over a period of two to six months 
noticed no improvement in the soft tissue 
structures. One case of gout was given 4 cc. 
of wheat germ oil daily for a period of four 
weeks without relief from axtreme muscle 
soreness. The 3 cases of sciatica that were 
given 4 cc. of wheat germ oil daily for a period 
of four weeks noticed no improvement. The 8 
patients with a diagnosis of “psychosomatic 
rheumatism” were given wheat germ oil over a 
period of two to three months without relief. 

The second group of cases were treated 
with tocopherex. This is a trade name for a 
product containing the natural mixed toeo- 
pherols — alpha, beta, and gamma. This 
mixture is known to have a minimum anti- 
sterility equivalent of 60 per cent — viz., for 
every 25 mg. of the mixed tocopherols which it 
contains, there 'will be an antisterility potency 
equal to at least 15 mg. of pure alpha toco- 
pherol. These tocopherols are stripped from 
large quantities of cottonseed and soybean oils. 
At least three distillations, generally four, are 
involved in special “short path" stills under 
vacuums ranging down to 1,000 mm. All 
three of the tocopherols possess antisterility 
qualities. Which one of these tocopherols is 
most effective in muscular disorders is un- 
known. One capsule containing 0.2 cc. of 
the natural mixed tocopherols (tocopherex) 
was given three times daily after meals to 36 
patients having either primary or secondary 
fibrositis. The dosage was doubled — that is, 
2 capsules instead of 1 were given three times 
daily — for 2 patients having primary fibrosi- 
tis. These patients were observed for a 
period of one to five months under this ther- 
apy. If no improvement was observed in the 
first two to three weeks’ treatment, none oc- 
curred later under continued therapy with 
tocopherex. No toxic symptoms were ob- 
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served. Whereas several patients complained 
of the wheat germ oil repeating or causing 
mild gastric disturbances, none reported 
such untoward effects with tocopherex. 

The group treated with tocopherex con- 
sisted of 20 cases of primary fibrositis, 4 cases 
of fibrositis secondary to atrophic arthritis, 2 
cases secondary to hypertrophic arthritis, 
4 cases secondary to Marie-Striimpell arthri- 
tis, 2 cases of psychosomatic rheumatism, 1 
case of fibrositis associated with sciatica, 1 
case of muscle atrophy associated with com- 
bined sclerosis, 1 case of muscle pain associated 
with polycythemia vera, and 3 cases of muscle 
pain in senile individuals. 


Typical Case Reports 

Case 1. — Mrs. A. C., a white woman aged 45, 
was seen on October 7, 1940, complaining of 
pain and swelling of the left side of the neck 
for nine days. There had been no previous in- 
fection of the upper part of the respiratory tract, 
local trauma, or local exposure to chilling. An 
examination revealed a marked swelling and a 
local tenderness of the left sternocleidomastoid 
muscle. The sedimentation rate was 0.08; 
white blood count, 7,150; red blood count, 
4,450,000; hemoglobin, 12.8 Gm. The Schilling 
differential was: Stabzellen, 11 per cent; seg- 
mented forms, 61 per cent; lymphocytes, 21 
per cent; monocytes, 3 per cent; eosinophils, 
4 per cent. No lymphadenopathy was noted. 
Fluoroscopy revealed no abnormal masses in 
the mediastinal area; an x-ray of the mastoid 
area revealed no bone pathology. The patient 
was given 1 capsule of the concentrated vitamin 
E preparation three times daily. The swelling 
of the muscle was almost entirely gone on 
November 19, 1940, and was completely gone on 
November 26, 1940. There has been no recur- 
rence. 

Case 2. — I. P., a white woman aged 27, was 
seen on December 6, 1940, complaining of 
pain and stiffness of the muscles of her back. 
She first noticed spasms of the muscles on either 
side of her spine in the spring of 1939. This 
“attack” lasted four weeks; it recurred in Octo- 
ber, 1940, and had been constantly present until 
seen on December 6, 1940. Four weeks before 


eytes, 7 per cent; basophils, 2 per cent. The uric 
acid was 3.0. She was given 2 capsules of the 
concentrated vitamin E preparation, and she 
reported complete alleviation of all symptoms 
one week later. No nodules were found during 
this visit. 

Case 8. — E. S., aged 31, was seen on April 27, 
1940, with a history of a swelling on the dorsum 
of the left hand of two weeks’ duration. An ex- 
amination revealed a typical ganglion. This 
was treated by striking the dorsum of the hand 
with a book. The ganglion disappeared. It re- 
appeared on September 14, 1940, and was suc- 
cessfully treated by similar method. The pa- 
tient was again seen on December 21, 1940, at 
which time he noticed nodules on the dorsum of 
the second left finger and on the inner surface of 
the right arm. These were typical fibrous 
nodules about 1.5 cm. in diameter and situated 


subcutaneously. He had also noticed general- 
ized muscle soreness and vague joint pains for a 
period of two years. These came in periodic 
attacks. The sedimentation rate was 0.20; 
red blood count, 5,630,000; hemoglobin, 15 
Gm.; white blood count, 8,800. The Schilling 
differential was: Stabzellen, 7 per cent; seg- 
mented forms, 56 per cent; lymphocytes, 30 
per cent; monocytes, 5 per cent; eosinophils, 
2 per cent. He was given 1 capsule of toco- 
pherex three times daily. He noticed marked 
relief in the muscle soreness in a period of two 
weeks; there was no change in the nodules. 

Case If. — E. R. F., a white man aged 48, was 


seen complaining of muscle pain and soreness 
of the erector spinae group of muscles on and 
off for a period of twenty-five years. On April 
15, 1940, he complained of severe pain over the 
posterior aspect of the right shoulder. An ex- 
amination at this time showed a swelling and a 
tenderness of the right trapezius muscle. He 
was treated by rest and local heat. However, 
he continued to complain of muscle pain and 
stiffness in different groups of muscles, until 
December 28, 1940, at which time he was given 1 
capsule of tocopherex three times daily. One 
week later all the muscle soreness and pain had 
disappeared. The sedimentation rate was 0.10, 
red blood count, 5,710,000; hemoglobin, lG.o 
Gm.; white blood count, 8,500. The Schilling 
differential was: Stabzellen, 5 per cent; seg- 
mented forms, 64 per cent; lymphocytes, -o 
per cent; monocytes, 2 per cent; eosinophils, 


first being seen by me, the patient noticed two 
hard pea-sized nodules in her lower back and on 
the posterior aspect of the left hip. An exami- 
nation revealed muscle spasm and tenderness 
of the erector spinae group and two firm non- 
tender l-cm.-sized nodules under the surface 
of the skin on the posterior aspect of the left hip. 
The sedimentation rate was 0.22; red blood 
count, 5,040,000; hemoglobin, 14 Gm.; white 
blood count, 6,850. The Schilling differential 
was- Stabzellen, 8 per cent; segmented forms, 
43 per cent; lymphocytes, 40 per cent; mono- 


per cent. 


Summary 

There are four groups of vitamin E products 
available on the market: (1) natural prod- 
ucts such as wheat germ, lettuce, alfalfa, etc., 
(2) in more concentrated form such as vhea 
germ oil; (3) in extremely concentrated pro 
ucts such as that obtained by special distilla- 
tion (tocopherex); (4) a synthetic pro uc 
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(ephynal acetate). AH these substances ex- 
cept the last contain alpha, beta, and gamma 
tocopherol. The synthetic product contains 
only d-1 alpha tocopherol. The synthesis of 
the latter substance is simple. Phytyl bro- 
mide XXVI is condensed with pseudoeuinohy- 
droqumone by the aid of zinc chloride to give 
an almost 100 per cent yield of d-1 alpha 
tocopherol. This synthesis was first carried 
out by Karrer and his associates. The more 
stable acetic acid ester of d-1 alpha tocopherol 
is available commercially as ephynal acetate. 
All the aforementioned substances pos- 
sess antisterility potency. The exact factor 
dealing with normal muscle metabolism 
has not yet been determined. Both wheat 
germ oil and a concentrated product obtained 
by special distillation from various oils were 
used in the treatment of 50 cases of primary 
fibrositis and 60 cases of secondary fibrosltis. 
Twenty-eight cases of primary fibrositis were 
completely relieved of all symptoms with 
wheat germ oil and 20 cases of primary fibrosi- 
tis were completely relieved of all symptoms 
with tocopherex. Mild gastric disturbances 
were noted in several cases receiving wheat 
germ oil, hut none were observed with toco- 
pherex. Tocopherex w'as more useful in al- 
leviating muscle spasm noted in the back with 
Marie-Striknpell arthritis. Both products 
were considered relatively ineffective in the 
treatment of secondary fibrositis. 

Conclusions 

1. Wheat germ oil and tocopherex are of 
value in the treatment of primary fibrositis. 

2. The more concentrated preparation of 
vitamin E, tocopherex, causes less gastric dis- 
turbances than wheat germ oil. 

3. Further studies should be done to de- 
termine which fraction of vitamin E is effec- 
tive in the treatment of muscle disorders. 

4. Continued observation may show that 
vitamin E may prevent, rather than cure, 
the severe muscle atrophy found in atrophic 
arthritis. 

5. Primary fibrositis is a metabolic rather 
than an infectious disease. 
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Discussion 

Dr. Morris Ant, Brooklyn — Dr. Steinberg’s 
presentation of the use of tocopherols in the 
treatment of fibrositis is timely. The value of 
tliis work is especially important since it brings 
forth the use of a commonly found vitamin 
into the field of a group of so-called rheumatic 
diseases. It becomes clear that lumbago, torti- 
collis, muscular rheumatism, tendinitis, and 
other muscular incapacities may be relieved by 
means of vitamin E. I should like to draw at- 
tention to his report of the excellent results ob- 
tained in the cases of Aforie-Striimpell disease. 
An old synonym for this disease is spondylitis os- 
sificans ligamentosa or rheumatoid arthritis of 
the spine. This coincides with the improve- 
ments reported in the primary rheumatic condi- 
tions and also with the improvement in the 
group of rheumatoids because of the secondary 
involvements of the tendons, muscles, sheaths, 
fascia, and aponeurosis. These results and 
my own experience with wheat germ oil for the 
past six years indicate to me that the tocopherols 
have a selective affinity for fibrous tissue. 

The pathology in fibrositis is assumed to be an 
ischemic necrosis — necrosis of the ganglion cells, 
edema, hemorrhage, and the presence of hyaline 
thrombi in small vessels, ah pointing to a circu- 
latory blockage as causing the lesion. Repair 
sets in with gliosis, a new growth of blood ves- 
sels, and reticulum fibers. This recovery is 
similar to spontaneous recovery in rats with 
muscle dystrophy due to vitamin E deficiency. 
However, the rat has no pyramidal tract; 
therefore, neither the pathology nor the im- 
provement could come by way of the nervous 
system. 

The reports of the cures of amyotrophic muscu- 
lar dystrophy seem to me not to be due to the 
good effects of vitamin E on the nerve tissues 
but to the good effects upon the fibrous muscle 
sheaths in which the neurites and end plates are 
located. White fibrous tissue is known to 
swell in the presence of acids and alkalies. Any 
toxic agent may create a medium for the swell- 
ing of fibrous tissue, or we may postulate that 
the presence of sufficient vitamin E reserve in 
fibrous tissue may act as a buffer to keep fibrous 
tissue in a normal medium. 

The observation by Dr. Steinberg that the 
nuclear muscular dystrophies are not relieved 
to any extent, or that the hypertrophic osteo- 
arthritic changes are not affected, further hints 
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served. Whereas several patients complained 
of the wheat germ oil repeating or causing 
mild gastric disturbances, none reported 
such untoward effects with tocopherex. 

The group treated with tocopherex con- 
sisted of 20 cases of primary fibrositis, 4 cases 
of fibrositis secondary to atrophic arthritis, 2 
cases secondary to hypertrophic arthritis, 
4 cases secondary to Marie-Striimpell arthri- 
tis, 2 cases of psychosomatic rheumatism, 1 
case of fibrositis associated with sciatica, 1 
case of muscle atrophy associated with com- 
bined sclerosis, 1 case of muscle pain associated 
with polycythemia vera, and 3 cases of muscle 
pain in senile individuals. 


Typical Case Reports 

Case 1. — Mrs. A. C., a white woman aged 45, 
was seen on October 7, 1940, complaining of 
pain and swelling of the left side of the neck 
for nine days. There had been no previous in- 
fection of the upper part of the respiratory tract, 
local trauma, or local exposure to chilling. An 
examination revealed a marked swelling and a 
local tenderness of the left sternocleidomastoid 
muscle. The sedimentation rate was 0.08; 
white blood count, 7,150; red blood count, 
4,450,000; hemoglobin, 12.8 Gm. The Schilling 
differential was: Stabzellen, 11 per cent; seg- 
mented forms, 61 per cent; lymphocytes, 21 
per cent; monocytes, 3 per cent; eosinophils, 
4 per cent. No lymphadenopathy was noted. 
Fluoroscopy revealed no abnormal masses in 
the mediastinal area; an x-ray of the mastoid 
area revealed no bone pathology. The patient 
was given 1 capsule of the concentrated vitamin 
E preparation three times daily. The swelling 
of the muscle was almost entirely gone on 
November 19, 1940, and was completely gone on 
November 26, 1940. There has been no recur- 
rence. 

Case 2. — I. P., a white woman aged 27, was 
seen on December 6, 1940, complaining of 
pain and stiffness of the muscles of her back. 
She first noticed spasms of the muscles on either 
side of her spine in the spring of 1939. This 
“attack” lasted four weeks; it recurred in Octo- 
ber, 1940, and had been constantly present until 
seen on December 6, 1940. Four weeks before 
first being seen by me, the patient noticed two 
hard pea-sized nodules in her lower back and on 
the posterior aspect of the left hip. An exami- 
nation revealed muscle spasm and tenderness 
of the erector spinae group and two firm non- 
tender l-cm.-sized nodules under the surface 
of the skin on the posterior aspect of the left hip. 
The sedimentation rate was 0.22; red blood 
count, 5,040,000; hemoglobin, 14 Gm.; white 
blood count, 6,850. The Schilling differential 
was: Stabzellen, 8 per cent; segmented forms, 
43 per cent; lymphocytes, 40 per cent; mono- 


cytes, 7 per cent; basophils, 2 per cent. The uric 
acid was 3.0. She was given 2 capsules of the 
concentrated vitamin E preparation, and she 
reported complete alleviation of all symptoms 
one week later. No nodules were found during 
this visit. 


Case 3. — E. S., aged 31, was seen on April 27, 
1940, with a history of a swelling on the dorsum 
of the left hand of two weeks’ duration. An ex- 
amination revealed a typical ganglion. This 
was treated by striking the dorsum of the hand 
with a book. The ganglion disappeared. It re- 
appeared on September 14, 1940, and was suc- 
cessfully treated by similar method. The pa- 
tient was again seen on December 21, 1940, at 
which time he noticed nodules on the dorsum of 
the second left finger and on the inner surface of 
the right arm. These were typical fibrous 
nodules about 1.5 cm. in diameter and situated 
subcutaneously. He had also noticed general- 
ized muscle soreness and vague joint pains for a 
period of two years. These came in periodic 
attacks. The sedimentation rate was 0.20j 
red blood count, 5,630,000; hemoglobin, lo 
Gm.; white blood count, 8,800. The Schilling 
differential was: Stabzellen, 7 per cent; seg- 
mented forms, 56 per cent; lymphocytes, 30 
per cent; monocytes, 5 per cent; eosinophils, 
2 per cent. He was given 1 capsule of toco- 
pherex three times daily. He noticed marked 
relief in the muscle soreness in a period of tuo 
weeks; there was no change in the nodules. 

Case If. — E. R. F., a white man aged 48, uas 
seen complaining of muscle pain and soreness 
of the erector spinae group of muscles on and 
off for a period of twenty-five years. On April 
15, 1940, he complained of severe pain over the 
posterior aspect of the right shoulder. An ex- 
amination at this time showed a swelling and a 
tenderness of the right trapezius muscle. He 
was treated by rest and local heat. However, 
he continued to complain of muscle pain an 
stiffness in different groups of muscles un i 
December 28, 1940, at which time he was given I 
capsule of tocopherex three times daily. One 
week later all the muscle soreness and pain & 
disappeared. The sedimentation rate was U- _> 
red blood count, 5,710,000; hemoglobin, lb.o 
Gm.; white blood count, 8,500. The Sclu in 0 
differential was: Stabzellen, 5 per cent, sc„ 
mented forms, 64 per cent; lymphocytes, - 
per cent; monocytes, 2 per cent; eosinop i i 
per cent. 


Summary 

There are four groups of vitamin E products 
available on the market: (1) natural pro . 
ucts such as wheat germ, lettuce, alfalfa, e ■■ 
(2) in more concentrated form such as w i 1 
germ oil; (3) in extremely concentrated pro 
ucts such as that obtained by special dis j 
tion (tocopherex); (4) a synthetic pro 



INDUSTRIAL OTOLOGY IN CAISSON WORKERS 

Ralph Almour, M.D., F.A.C.S., New York City 


T HE otologic conditions that are peculiar 
to compressed air work are well known and 
are established entities. The earliest descrip- 
tions of these aural disturbances date back 
more than a century. In 1820, Hamel 1 re- 
ported severe pain in the ears during a descent 
in a diving bell. His observation was the first 
attempt to estimate the cause and suggest a 
means for preventing the illness following sub- 
mersion, even though work in compressed air 
is recorded as having been performed at the 
siege of Tyre in 333 b.c. 2 Not until Triger 
employed compressed air in 1839 3 to keep back 
the water entering a mining shaft was the first 
inkling afforded as to the proper means of 
overcoming the lesions that result from work- 
ing in compressed air. He was the first to use 
a chamber at the top of the tube, which for 
practical purposes was an “air lock,” even 
though it was merely utilized to permit men 
and materials to enter and emerge without 
loss of the pressure maintained within the 
tube. 

Triger’s success in overcoming engineering 
problems hitherto considered insurmountable 
led to a more widespread use of his methods. 
In 1854, Pol and Watelle reported their ob- 
servations of 64 men who were working in ap- 
proximately 36 pounds per square inch air 
pressure. 1 They reported that pain in the 
ears and diminution in hearing while being 
“locked-in” were among the many complaints 
noted. In 1860, Frangois 6 reported progres- 
sive impairment of hearing and pain in the 
ears and some cases of purulent otitis in com- 
pressed air workers. He was the first to pro- 
pose rules of decompression for men work- 
ing in this field. It is interesting to note his 
regulations. At that time he recommended 
that compression to 1 / i to j /j atmospheric 
pressure should consume four to five minutes. 
Also, atmospheric pressure required twelve 
minutes in order to get the worker acclimated. 

Jaminet, 5 in 1871, cautioned against “too 
sudden a transition from normal atmosphere 
to an over-condensed one.” The monumental 
uork of Smith, 7 in 1873, was the first lucid 
description of some of the otitic lesions due to 
S uppresse d air and the adequate treatment 

r»r^vi a< *c at tke Meeting of the Medical Society 
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of caisson disease by decompressing in a medi- 
cal lock. 

Smith’s description of the physiologic and 
pathologic changes in the ear under com- 
pressed air deserves repetition: “It is a law of 
acoustics that within the limits of mobility, 
the denser the medium through which the 
sound waves are communicated, the larger the 
wave, and therefore the louder the sound. 
This supposes, of course, that the ear itself 
remains under normal conditions. Such, 
however, is not the case when the observer 
is in a highly condensed atmosphere. The 
unusual pressure upon all parts of the audi- 
tory apparatus opposes a mechanical obstacle 
to the freedom of vibration, which is essen- 
tial to perfect hearing. Hence, although 
larger sound waves may strike upon the ear- 
drum, feebler impressions are communicated 
to the auditory nerve and the sound appears 
to be fainter than in the open air. Thus, by 
repeated experiments, I found that a watch 
that could be heard distinctly at a distance of 
IS inches in a very noisy place, could not be 
heard at a greater distance than 2 inches in 
the comparative silence of the caisson.” 

This observation of Smith, while basically 
correct, does not bold true for the complex 
work that is now being performed under com- 
pressed air. The worker in this field is sub- 
jected to industrial hazards that are the same 
as those encountered by men engaged in oc- 
cupations conducted under normal atmos- 
pheric pressure. There are many otologists 
who have concerned themselves with this 
problem. Alt, Heller, Mayer, von Schrotter, 
and Gomez, 8 Lester, 8 Hill, 10 Boot, 11 Vail, 12 
Lestienne, 13 Magnotti, 11 Willhelmy, 15 among 
others, have all been interested in this problem. 

The condition most familiar to the physi- 
cian is that which is commonly called “the 
bends.” From the otologic standpoint this 
may assume one of two forms. The subject 
may present a Meniere’s symptom complex or 
there may be an apoplectiform type of deaf- 
ness. Damage to the perceptive mechanism 
is rare during compression, although vertigo 
may occasionally be experienced. There are 
two theories concerning the manner in which 
the labyrinth can be involved. One is the hy- 
draulic theory, which proposes that on de- 
compression vasoconstriction occurs in the 
dermal capillaries, thus causing an engorge- 
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at the specificity of vitamin E for fibrous tissue. 
The maintenance of normal fibrous tissue me- 
tabolism, therefore, depends upon proper nutri- 
tion proper diet with enough vitamin E in the 
daily intake. We may say, therefore, that 
wheat germ oil is the lubricating grease for the 
normal physiology of fibrous connective tissues, 
just as vitamin A is the lubricating oil for squa- 
mous epithelial tissues. 

The use of vitamin E becomes a rational treat- 


ment in many traumatic skeletal dystrophies af- 
fecting fibrous tissues, as well as in a large group 
of rheumatoid complications. We may now 
look forward to an increased interest in the 
treatment of both primary and secondary my- 
opathies by means of metabolic and nutritional 
agents rather than by sedatives and opiates. 

I wish to express my thanks to Dr. Steinberg 
for his fine presentation on the use of tocopher- 
ols. 


PHYSICIANS IN CITIES ARE INCREASING FIVE TIMES AS FAST AS POPULATION 


Cities of 50,000 and over show a population 
gain of 2.8 per cent in the last five years (1936— 
1941). During the same period and in the same 
cities, practicing physicians have increased 14.4 
per cent. In other words, the rate of growth in 
number of medical men has been five times the 
rate of growth in population. 

These facts are from a study of professional 
and lay population shifts, based on reports from 
the U. S. Bureau of the Census and on an 
analysis of Medical Economics’ mailing list of 
more than 130,000 practicing physicians. 

The study reveals that only 34 per cent of 
Americans live in the larger cities mentioned, but 
that 55 per cent of all active physicians practice 
there. What’s more, the flow of medical men 
into urban centers is accelerating steadily. 

The larger the city, especially above 100,000 
population, the smaller the number of people per 
physician. Obvious results in our metropolitan 


areas are (1) too many doctors; (2) not enough 
patients. All of which helps explain one of the 
chief findings of Medical Economics’ Survey of 
Medical Practice — namely, that the average in- 
come per physician becomes progressively smaller 
as the population of the city increases above 
100 , 000 . . , . 

The degree of health and wealth enjoyed by a 
city’s population undoubtedly has a marked 
effect on the doctor’s income. Nevertheless, it is 
still often true that a decline in the number of 
potential patients per doctor causes a decline in 
average revenue per doctor. 

The practitioner today who wants more pa- 
tients will generally find them not in the metro- 
politan areas but in the smaller communities ot 
less than 50,000 people. Fewer physicians are 
settling in such places, yet population there is 
growing almost half again as fast as it is in the big 
cities. — Medical Economics 


“On blue days when the hunt for truth about 
people seems futile or when I fear the conse- 
quences my more and more open expression of 
dangerous truth may have for me, I’m bucked 
up by the memory of Charles Armstrong’s 
chuckle. After he had just dodged dying from 
the parrot fever he was fighting, he came back to 
trap the deadly virus of the St. Louis sleeping 
sickness. Then a mysterious brain malady, 
caught while studying his sleeping sickness 
monkeys, knocked him over. But Armstrong 
got up off the floor.” — Paul de Kruif, M.D., in a 
testimonial article on Dr. Armstrong, published 
in The Ladies Home Journal. [Dr. Armstrong 
has since received the Sedgewick Memorial 
Medal, the American Public Health Association's 
significant award.] 


During the Battle for Britain, the British 
Broadcasting Corporation recorded the sounds 
of warfare as a medical service. This will be usea 
as a cure for patients dr.ven to neurotic breaK- 
iowns by the unaccustomed clamor of air rains, 
rhe patient, after the treatment and its aims are 
ixplained, is subjected to the sounds tba 
nought about his breakdown. Reassuring ana 
•ncouraging talks, interspersed with war rec forci- 
ngs, build up control and confidence. This con 

litioning, over a period of time, nd3 the patien 
if his fearful anxiety and normalizes reaction 
n Washington the War Department recently 
(reviewed battle-punctuated sound tracts o 
ilitzkrieg attack, the fiiwt of several hundred 
hat are” to be produced to condition United 
Itates soldiers 
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ness is not diffuse but spotty and streaked. 
Upon magnification, the injected vessels are 
seen anteriorly, superiorly, and posteriorly 
radiating toward the annulus from the ham- 
mer handle. The lower, anteroinferior portion 
of the drum is almost normal in appearance. 
An important differentiating point between 
all degrees of blocked ear and the acute ca- 
tarrhs is the rapid disappearance of otalgia. 
In acute catarrhal otitis media, intermittent 
pain persists for several days. 

In the blocked ear of second degree three 
forms can occur. In the mild variety one or 
more hemorrhages within the substance of the 
drum appear soon after the trauma. They 
are seen as purplish spots. The most frequent 
location for a solitary hemorrhage is in the 
posterosuperior quadrant. The hemorrhage 
is always sharply outlined and nondisseeting, 
and it does not increase beyond its original 
size. Multiple hemorrhages do not coalesce. 
A bifila is never formed and so it cannot be 
confused with the hemorrhagic blebs of in- 
fluenzal otitis. 

In the moderate form an intratympanic 
hemorrhage occurs. Hemorrhage in the 
drum itself may or may not occur. Contrary 
to what one would expect, the tympanic 
membrane is retracted and the osseous land- 
marks are accentuated. Its eo'or is a diffuse 
purple. Magnification easily identifies the 
glistening gray of the epidermal layer through 
which shines the purple of the intratympanic 
hemorrhage. Symptomatically, sufferers from 
these two forms of second-degree blocked ear 
show no difference as to quantity or duration 
of their complaints. 

In the severe form the retraction is extreme 
and the ineudostapedial articulation is visual- 
ized. Pressure of this joint against the drum 
can result in a perforation. Lange 17 believes 
that this factor accounts for the frequency of 
hemorrhages in the posterosuperior quadrant. 
It is often difficult to determine whether the 
tympanic membrane has been torn through 
completely, since the edges of small tears heal 
quickly or are covered with a blood clot. Of 
the individual layers of the drum, Briigge- 
mann 13 noted that the epidermal one was 
lacerated more frequently than the others. 

Perforations, when seen early, present 
ragged margins and are central in type. They 
may be of any size and may be single or mul- 
tiple. There may or may not be free bleeding, 
end the intact portion of the drum may or 
. n °k s h QW isolated hemorrhagic spots. 
Ihis is of the utmost importance for the in- 
dustrial otologist, because upon several oc- 


casions I have heard expert testimony to the 
effect that hemorrhage from the ear con- 
stitutes prima-facie evidence of injury to the 
internal ear. 

It has been my experience that where a 
blocked ear results in a perforation the drum 
has been the seat of atrophic changes or old 
scars; this in itself is evidence of a prior insult 
to hearing. 

The Loss o£ Hearing Following 
Blocked Ear 

Ninety-three cases of blocked ear have 
come to my attention from the point of view 
of compensation. Fifty-five can be con- 
sidered in evaluating damage from trauma, 15 
stated that they had a loss of hearing before 
sustaining the injury, 9 were seen when at 
least a week had elapsed following the inci- 
dent, 8 refused to have their hearing tested 
and 6 were unquestionable malingerers. The 
55 cases under consideration all showed an 
acute loss of hearing. This loss exhibited 
no characteristic that could in any way be 
interpreted as typical, either upon audiometric 
test or with the tuning forks. In 24 cases a 
record of the immediate loss showed a drop 
in the 2,048, 4,096, and 8,192 octaves. In 
25 cases the drop was predominant in the 128, 
256, and 512 ranges. The other 3, wherein 
both ears were blocked, showed discrepancies. 
One showed a parallel loss of air conduction 
for the upper three tones, while in one a lower 
tone deafness was noted in one ear and in the 
other the high tones were markedly depressed. 

It has been my experience that in the vast 
majority of cases of blocked ear without per- 
foration of the drum, hearing returns to 
within normal limits after the eustaehian 
tube has been rendered patent and after heat, 
either by short wave or diathermy, has been 
used to hasten the absorption of hemorrhage. 
The degree of blocked ear does not influence 
the time required for the return of hearing to 
approximate the normal, since the greatest 
duration of therapy to bring about this thera- 
peutic result occurred in a mild case of first- 
degree blocked ear. I have found that the 
average time for bringing the hearing back 
to normal has been sixteen days: the shortest 
case requiring four days and the longest re- 
quiring twenty-eight. 

From an industrial point of view, hearing 
loss following a perforation of the drum is also 
difficult to classify. In 2 cases that I have 
seen, the initial loss was surprisingly little, 
affecting only the range from 1,024 to S,192 
D.V. The maximum for any one note did 
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menfc of the internal viscera with a resultant 
predisposition to hemorrhage. The other, the 
one generally accepted, is that of gas emboli 
from the liberation of excess nitrogen in the 
blood. 

The auditory phenomena that result from 
the episodes of faulty decompression can be 
divided into three groups. 

1. Those in which transient auditory and 
labyrinthine symptoms that subside rapidly 
and leave no sequelae appear. 

2. In certain instances the auditory and 
labyrinthine symptoms recede slowly and in- 
completely. There remain, then, a continued 
or intermittent vertigo, t inni tus, headache, 
and deafness characteristic of acoustic nerve 
involvement. Occasionally, a mild spon- 
taneous nystagmus is seen. The Rinne test 
is positive. Caloric stimulation of the canals 
reveals a hypofunetion. In these cases a 
gradual amelioration of all symptoms is the 
rule. 

3. The most severe attack on decom- 
pression results in a sudden virulent laby- 
rinthitis due to hemorrhage into the internal 
ear, producing a permanent impairment of 
either cochlear or vestibular function or both. 
Magnotti, 14 in experimental work, found al- 
terations in the spiral ganglion due to pressure 
changes; the cells were markedly distended. 

Otitic lesions that occur as a result of a gen- 
eral disturbance happen only during decom- 
pression. Passow 16 also corroborates the ex- 
perimental studies of Alt and his coworkers 
of hemorrhage in the modiolus, in scala tym- 
pani and vestibuli, and in the semicircular 
canals. 

The average otologist is rarely confronted 
with the acute condition resulting from de- 
compression. “Sand hogs” all carry upon 
their persons a tag instructing that they be 
immediately taken to the medical lock if they 
reach a stage of unconsciousness. He sees, 
however, the end results of such trauma. He 
should be acquainted with the reactions due 
to faulty decompression, since auditory lesions 
are rarely predominant. It is only in the late 
stages, sometimes many months after the ini- 
tial injury, that the otologist sees this type 
of patient. Therefore, from the industrial 
standpoint, the deafness due to caisson disease 
is a negligible incident. Of prime importance 
to the injured, to his employer, and to the 
State Board of Workmen's Compensation is 
the evaluation of the immediate and per- 
manent disability to hearing. Of the several 
important phases of compressed air work 
which concern the practicing otologist, the 


blocked ear” is of the utmost importance. 
The blocked ear is an expresssion coined by 
the sand hog to designate any affliction to 
the drum, middle ear, or both. He attributes 
this to an inability to equalize the intra- and 
extratympanic pressure. The blocked ear is 
usually attendant upon compression in the 
air lock. The reason for this lies in the ana- 
tomy of the eustachian tube; its pharyngeal 
orifice is resilient, while its tympanic orifice is 
rigid. Increased air pressure, therefore, easily 
compresses the pharyngeal opening of the tube. 

The main cause of the blocked ear is a cer- 
tain definite degree of tubal occlusion. Dis- 
regarding any carelessness by the lock tender 
or defects in the pressure controls, a tubal oc- 
clusion is the primary factor in the production 
of a blocked ear in compressed air workers. 
It should be noted here that all seasoned sand 
hogs suffer from a chronic hypertrophy of the 
upper part of the respiratory mucosa. Never- 
theless, the principle predisposing cause of a 
blocked ear is the “common cold.” In our 
state there are specific instructions in our laws 
that workers in compressed air should abstain 
from going into “air” when they have a cold. 
Furthermore, those who have recovered from 
a coryza should not work in compressed air 
without medical advice from the physician 
assigned to the job. 

Under normal conditions the sand hog, on 
being locked in, knows how to equalize the air 
pressure in his middle ear. He does this by 
“blowing” — self-inflation and repeated swal- 
lowing. The ability to autoinflate is lost 
when tubal obstruction is present. When 
this occurs, the lock tender must be immedi- 
ately told so that he can ease up on the pres- 
sure valve. Unless this is done, a blocked ear 
will occur in the worker. 

The man experiences immediate severe pain 
of a stabbing character in the affected ear and 
a sensation of fullness. Speech, though sound- 
ing hollow and muffled, is heard without diffi- 
culty. The term “blocked ear,” while in 
common use among compressed air workers, 
should be adopted to describe this traumatic 
condition because it distinguishes it from cer- 
tain inflammatory lesions that may present a 
like clinical and otoscopic picture. Further- 
more, the term designates the cause, the vari- 
ous pathologic pictures, and the sequelae to 
be sought for in estimating compensability. 

There are two degrees of blocked ear. In 
the first degree there are noted a marked re- 
traction of the membrana tympani and in- 
tense hyperemia. It is distinguished from an 
acute catarrhal otitis media in that the red- 
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they resent the interruption in their work. 
Their sole interest is to get what they call the 
“passage” to their ear cleared up as soon as 
possible so that they can get back on the job. 
Many of them carry nose drops containing 
some mucosal astringent that will assure tubal 
patency before going into “air.” Once the 
otologist has re-established tubal aeration, 
the veteran sand hog rarely reports for further 
treatment, even though changes may still be 
present in the drum and middle ear. 

This is one of the reasons why it is difficult 
to evaluate the effect of compressed air work 
on the hearing of those steadily employed in 
this work. So-called “company doctors” can- 
not conduct such a survey, since an attempt 
at accurate hearing estimation prior to em- 
ployment has at times been interpreted by 
union officials as a means to discriminate in 
the hiring of labor. The imperative need for 
such testing was obvious to Vail, who in 1929 
suggested that “a wide and careful survey 
must be made to decide whether the percent- 
age of deafness is uniformly high in persons 
working under compressed air.” 

After a thorough investigation of this ques- 
tion for over ten years, I submitted my findings 
and conclusions to the Section of Otolaryngol- 
ogy of The New York Academy of Medicine 
in May, 1940, which have appeared in Laryn- 
goscope, 52: No. 1, 75 (Jan.) 1942. 

As I have indicated, there is no definite 
characteristic of a hearing loss due to a 
blocked ear. Nor, because of existing condi- 
tions in the industry, is it possible to obtain an 
estimation of hearing acuity, beyond the 
crudest types of tests, prior to employment, 
so that all concerned in the evaluation of dis- 
ability might have a permanent record against 
which there could be compared a possible 
future insult to hearing following an episode 
of blocked ear. And, finally, we must bear 
m mind that there are various makes of audi- 
ometers in use and that even two machines 
from the same manufacturer may give differ- 
ent curves in the same patient tested by the 
same person under the same conditions on the 
same day. Where, as frequently occurs in 
a contested case, the expert opinion of two 
otologists is presented to the court, the court 
|or its own information directs an examination 
oy one whom it alludes to as an “impartial” 
examiner. 

Invariably, the hearing tests by all three, 
0 ten taken on three different machines and 
nnaer different conditions for sound-proofing, 
nre far apart from one another. The court 
obviously has not the time to concern itself 


with these minutiae, but from the standpoint 
of the injured, the employer, and the carrier 
they mean dollars and cents. 

In blocked ear there rarely arises the ques- 
tion of complete hearing loss in altercations 
for compensation. Here, we otologists are 
called upon to determine the degree of partial 
hearing loss following this injury and, since the 
decision of the New York State Court of 
Appeals in the case of Bednar vs. Ingersoll- 
Rand Co . — where in effect it was decided that 
even though no loss of earning power results from 
the hearing loss sustained — partial compensa- 
tion, according to the percentage of loss found, 
is rightfully due to the injured. The decibel 
loss is not considered in this decision; nor are 
the differences that we otologists know exist in 
the various kinds of audiometers taken into 
consideration by the referee. 

At the present and up until now, I have 
taken the stand that the worker who, upon 
several tests at varying intervals up to at 
least six months, shows a closely identical 
audiometric loss on the same machine or a 
similar persistent curve of hearing loss on a like 
machine from the same manufacturer is the 
only one whose compensation can be com- 
puted on a percentage basis, even though in 
principle this is wrong. Therefore, I submit: 

1. That the clinical picture of the blocked 
ear is an entity. 

2. That the increase in air travel will add 
to this problem. 

3. That the effect of compressed air work 
upon hearing needs intensive study and that 
labor organizations should be made aware 
of this problem. 

4. That the estimation of compensability 
on the basis of percentage of hearing loss due 
to a blocked ear is as yet not possible and that 
the Courts, unwittingly, are making us use our 
pending experimental investigations to serve 
their practical need for the dole of awards. 

5. That in the interim a disinterested 
board of examiners for hearing estimation 
be established to which all cases of blocked 
ear will be referred, wherewith all elements of 
a controversial nature will be reduced to a 
minimum . 

6. That the otologic profession establish 
quickly a standard of compensability for a loss 
in hearing due to the trauma of a blocked ear. 
I suggest further that this should be extended 
so as to embrace eventually all losses of hearing 
function due to injury. 

7. That we otologists under the present 
setup think twice before we contradict one 
another on a given case. Let us remember 
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not exceed 30 decibels. This observation is 
in accord with Vail's, 12 whose case report of a 
blocked ear with two perforations and active 
hemorrhage from the tympanic cavity showed 
similar findings. 

Case Reports 

First Degree. — E. B., aged 45, seen on Septem- 
ber 22, 1938, stated that for the past three days 
he had had a cold in his head with the classic 
symptoms of acute coryza. On September 21 
he entered the lock and immediately noticed a 
“blocking” of his right ear. On presenting 
himself for examination, he had only a slight pain 
in that ear and a stuffy sensation. 

Otoscopic examination revealed a moderate 
retraction of the right drum and injection of the 
tympanic vessels. There was no perforation or 
hemorrhage. The left ear was normal. The 
mucous membrane of the nose and throat was 
acutely inflamed, and there was a copious, thin, 
watery discharge present in both nostrils. 

Adrenalization and gentle inflation of the right 
eustachian tube resulted in an immediate im- 
provement in the patient's condition. I further 
recommended that he should not be permitted to 
go into "air” until the condition was completely 
cleared. It was my opinion that the acute 
coryza was a contributing factor to the blocked 
ear. On September 28, 1938, the drum had re- 
turned to normal, and no further treatment was 
required. 

Comment: This man was an old experienced 
sand hog. He would not permit any hearing 
test. He wanted his ears “cleared” so that he 
could go back to work. I questioned him, off 
the record, whether he would like to have his 
hearing tested and he said to me: “Doc, when 
you are in this kind of work you got to expect 
these things. I don’t aim to claim compensa- 
tion; fix me up so that I can get back to work.” 
After much persuasion I was able to have him 
submit to an audiometer test, which showed, 
at the time of this particular insult, a 20-decibel 
loss in his right ear for the 512, 1,024 and 2,048 
notes, while his left ear was normal. 

Second Degree, Mild Form. — F. R., aged 31, 
was seen first on November 15, 1934. He stated 
that he had had a cold in his head for one week. 

On November 7 he went into compressed air for 
one hour. Upon emerging from the lock he 
noticed a bubbling sound in his right ear. He 
had no complaint until the morning of November 
15, when he felt that his ear was clogged and 
that hearing was diminished. 

Otoscopic examination showed a marked re- 
traction of the right drum with an injection of 
the entire membrane. There was a slight hema- 
toma in the anteroinferior quadrant of the drum. 

The eustachian tube was completely occluded, 
but, after shrinking and repeated inflation, 
patency was re-established. Following this 


procedure, immediate improvement was ob- 
tained. 

Audiometric estimation of hearing revealed 
only a 10-decibel loss for the 256 and 512 oc- 
taves in the affected ear. My opinion was that 
I did not believe that the compressed air entirely 
resulted in his condition, since of itself it could 
not produce a tubal occlusion. I stated that the 
contributing cause to the blocked ear was the 
end result of the coryza from which he still 
suffered. 

Moderate Form. — T. L., aged 40, came under 
observation on November 24, 1937. On the 
nineteenth of that month, upon coming out of 
an air lock, he got the “beads." Since that time 
he had noticed a stuffiness in both ears, a slight 
diminution in hearing, and some tinnitus. 

E x a m i na tion revealed both drums to be re- 
tracted and reddened. There were punctate 
hemorrhages in both eardrums, and in the right 
ear there was an intratympanic hemorrhage. 
On that date the loss of hearing in the right ear, 
in terms of percentage loss required by the 
State Labor Department, was 33 6 /a per cent, 
while in the left ear the loss was within normal 
limits. On December 13, following diathermy 
and inflation, the hearing in the right ear re- 
turned to normal, the intratympanic hemor- 
rhage had completely disappeared, and all evi- 
dences of inflammatory reaction had abated. 

Severe Form. — P. G., aged 46, was first seen 
September 23, 1937. Following a cold of six 
days’ duration, he entered the air lock and 
stated that he soon developed severe soreness 
in the right ear. He stated that he had been 
working in compressed air on and off for twenty- 
four years. 

Otoseopically there was a marked retraction 
of the right drum. In the region of the postero- 
superior quadrant, an irregular, jagged perfora- 
tion was evident. This was superimposed 
upon a markedly scarified tympanic membrane. 

In addition, there was a large hemorrhagic exu- 
date definitely circumscribed in the antero- 
inferior quadrant. 

It is noteworthy that while no complaint refer- 
able to the left ear was advanced, audiometric 
estimation of hearing showed a 44 per cent loss 
of hearing in the left ear as compared with a 
41 V< per cent loss in the right ear, which suffered 
the trauma. 

Evaluation of Disability 
In this type of industrial trauma the aurist 
finds himself in a peculiar position when called 
upon for expert testimony. I have found that 
it is not the injury itself but the length of time 
that an individual has been employed in com- 
pressed air work. This type of employment 
pays far above the average, and the old hands 
take a blocked ear as a matter of course. 
When they are compelled to go to an otologist 
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on the job. Dr. Graham Rogers, at that time 
listed as a medical factor}' inspector, switched to 
tunnel work. His early experience in deep-sea 
diving served him well. He is still, after 34 
years, in the Department handling occupational 
disease cases. 

After extensive study not only by our own 
men but in collaboration with all those engaged 
in this type of work, including engineers and 
surgeons, there was promulgated in May, 1922, 
the Industrial Code Rules relating to work in 
compressed air (tunnels and caissons) and 
general tunnel construction. This is the Magna 
Charta of the so-called sand hogs and muckers. 
The rules are comprehensive and cover every 
aspect of this work to safeguard the workers. 

Since the promulgation of these rules, the 
well-known vehicular tunnels — the Holland, 
Lincoln, several subway tunnels and, last, the 
Queens Midtown Tunnel — have been constructed 
without a single death due to caisson disease. 
During the boring of this last project, the U. S. 
Bureau of Mines and the U. S. Public Health 
made studies. One of the results is that in the 
contract specifications for the new Battery- 
Brooklyn Tunnel, longest yet to be constructed, 
there is the compulsory installation of apparatus 
for alleviation of ear block. This is known as an 
oxyheliator containing a mixture of 80 per cent 
helium and 20 per cent oxygen. 

These specifications are an outcome of the 
work of Lovelace, Mayo, and Booth announced 
in 1939: The Inhalation of Helium for Allevia- 
tion or Prevention of Aero-Otitis Media or Blocked 
Ear. It is more specifically due to the experi- 
ments by Crosson, Jones, and Sayres, surgeons 
in the U. S. Public Health Service. They found 
that 82 of 84 cases of so-called workers "locked- 
out” were able to continue into compressed air 
after a few minutes treatment. They also men- 
tion "sinus block.” This report was published 
in Public Health Reports, August, 1940, and is 
entitled “Helium Oxygen Inhalations for Ear 
Block in Compressed Air Workers.” If the 
regulations of our Industrial Hygiene Division 
m regard to infections of the upper part of the 
respiratory tract are put into the Industrial Code, 
which means strict enforcement, the blocked 
ear or aero-otitis media will surely be on the way 
out. 

Now we come to the recommendations made 
by Dr. Almour. These are not peculiar to 
caisson workers. The same, for example, can 
be. made for workers in noisy trades, such as 
boilermakers. By the way, a special bulletin on 
Effect of Noise on Hearing of Industrial Workers 


was prepared under the present Industrial Com- 
missioner, Frieda Miller, and published in Sep- 
tember, 1930. 

In 1940 it was my privilege to discuss a report 
of a legislative commission on hearing with the 
Industrial Board. This report was prepared by 
members of your section: Dr. Pratt, Dr. Fow- 
ler, and Dr. Hambrook. Mention of the 
name of your secretary, Dr. C. Stewart Nash, 
was made in the report. 

Five recommendations were made. Four of 
these were favorably commented on by the In- 
dustrial Board and forwarded to the Industrial 
Commissioner. A table by Dr. Fowler for 
computing percentage disability in reference to 
the ear was not adopted at this time. I re- 
gret now to state that nothing definite has come 
of these recommendations. Two of them in 
my mind are essential — namely, the appoint- 
ment of a qualified otologist and the use of 
Standard Audiometers in a sound-proof room. 

Up to 1936 no compensation was allowed un- 
less there was total loss of hearing in one or both 
ears. Sixty weeks was awarded for total deaf- 
ness in one ear and 150 weeks for total deafness 
in both ears. At present there is allowance for 
partial loss of hearing based on percentage loss 
found with an audiometer. Due to this im- 
provement, the number of ear cases, of course, 
increased. They are sufficient in number to 
warrant the full-time service of an otologist. 
We have two eye specialists, and the work in this 
department meets with satisfaction on all sides. 
There is no adequate reason why the same can- 
not be said for an ear department. This is a 
new field for workmen’s compensation, com- 
paratively a virgin field in need of extensive 
ploughing. We feel there are grounds for just 
criticism in many phases of our work. There 
must be cooperation. 

In closing may I suggest and urge that this 
section in some way register a favorable com- 
ment on the appointment of a qualified otologist 
and the setting up of a soundproof room and 
installation of properly calibrated audiometers 
approved by the Committee on Physical Ther- 
apy of the American Medical Association. This 
could be done simply by a letter from your secre- 
tary to the Industrial Commissioner or to the 
Director of Workmen’s Compensation, Mr. 
Ralph Boyer, who is eager to aid this work, is 
alert to the necessity of it, but is apparently 
hampered by some budget deficiency. Let me 
say, here, that this paper is responsible for at 
least one forward step — namely, a special index 
in our files for nose, throat, and ear eases. 


According to a survey made of thirty large and including November, 1941, have exceeded 
amencau cities, including about one-quarter of those of the corresponding period of 1940 by 8.8 
our population, marriage licenses issued up to per cent. — Bull. Metropolitan Life Insurance Co. 
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when we are called on for expert testimony 
that many factors other than our own opinion 
and observations enter into the final disposi- 
tion of a case. Courts are not concerned with 
the medical aspects of a case beyond then- 
desire to determine cause and effect, prognosis 
as to permanency of the injury, and the esti- 
mation of damage from the monetary angle. 
Here, I submit that a blocked ear per se in the 
rarest of instances causes a permanent, debili- 
tating and, in my opinion, compensable loss 
in hearing. 

8. That I reiterate Vail’s demand for a 
survey of hearing in compressed air workers. 
I go further in advocating legislative meas- 
ures that will compel these artisans to have 
an accurate estimation of their hearing made 
before employment so that what we otologists 
are vitally combating — namely, the increase 
in the number of the deafened — will be ma- 
terially furthered. 

71 East 80th Street 


pressure as a whole. But he mentioned at least 1 
worker who had a loss of 40 decibels, although he 
did not complain of a hearing impairment. 
Probably they all attain some loss after long 
experience. 

The most serious results come from rapid de- 
compression. Those in my experience are due 
to inner-ear lesions and hearing; while it may 
improve, it is rarely restored to normal. 

The increasing use of flying is yielding many 
so-called “blocked” ears from rapid descent. 
Strangely enough, the victims are usually passen- 
gers. It seems rare in pilots for some inexplic- 
able reason. 

The use of helium as described by W. H. 
Requarth in the April 19, 1941, 

is interesting, but I have had no personal ex- 
perience with it. 

Dr. William J. Jackson, New York City — I 
have read Dr. Almo ur’s paper with keen inter- 
est. Its presentation to you was clear, concise, 
and thorough. The blocked ear is an entity. 
Its distinction from the ear condition induced 
by a true case of the “bends” or caisson dis- 
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Discussion 

Dr. James W. Babcock, New York City — 
Dr. Almour’s comprehensive and interesting 
paper on a subject in which he has had more ex- 
perience than most of us has been a pleasure to 
hear. 

My understanding is that the ear conditions 
produced by going under pressure, although un- 
pleasant enough, rarely produce permanent 
impairment, although as he pointed out we have 
no accurate knowledge of the percentage of im- 
paired hearing among experienced workers under 


ease is a real one. In fact there was not a single 


caisson disease ear case during the recent con- 
struction of the Queens Midtown Tunnel ac- 
cording to the surgeon-in-charge, Dr. Grover 
Emery. The former happens on entrance to 
the air lock and the latter on too hasty emergence 
from the air lock. The former affects the con- 
ductive mechanism, while the latter affects the 
perceptive mechanism of the ear. 

It was my pleasure to hear Dr. Almour read 
his paper on this topic in New York, in May, 
1940. It was given somewhat more in detail. 
Dr. Almour is no tyro in this field. He was the 
author of a pamphlet of 29 pages entitled, 
The Interpretation of Olological Findings in 
Cases of Industrial Trauma. This was published 
in 1924 by the New York State Labor Depart- 
ment. His description of the “blocked ear is 
graphic, if not classic. Some cases do result in 
impairment of hearing. This same condition 
was described in detail by Armstrong and Heim 
in the J.A.M.A., August 7, 1937. Their study 
was confined to aircraft pilots, and they termed 
the condition “aero-otitis media.” 

I have been invited here as an otologist repre- 
senting the New York State Workmen’s Compen- 
sation Division. As we see chiefly the end re- 
sults, I do not feel competent to discuss these 
cases in their acute form and only in small 


measure from a clinical point of view. 

Around 1903 to 1906 the so-called McAdoo 
Tunnel, the tunnels of the Pennsylvania Rad" 
road under the Hudson and East rivers, and e 
:arly subway tunnels were bored. The occur- 
•ence of deaths due to caisson disease and ex 
ffosions induced a special legislative act for ap- 
jointment of a tunnel inspector in the State 
i/abor Department in 1907. The appointee 
, truly able inspector, Mr. Gus Werner, is still 
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waters that cannot be treated with equal 
benefit by the various spas in England. 

Another instance indicating the importance 
placed on spas by the authorities comes from 
the German news flashes as radioed to this 
country. Under the date of February 15, 
1941, a note regarding a special five-year plan 
for the rejuvenation and reorganization of the 
Carlsbad Spa was reported. This states that 
the plan includes sanitary improvements, 
modernization of the buildings, and the de- 
velopment of a research institute to study the 
waters. It also suggests that new hotels and 
other accommodations for visitors will be 
constructed. In addition, special institutions 
for study of mineral waters and moors are 
planned for Franzensbad and Marienbad. 

All of these reports from the warring 
countries abroad stress emphatically the place 
and importance of the mineral waters and 
the great value of their proper utilization. 

How we may turn to our own state and give 
some attention to the facilities that are avail- 
able in our own spas for the care and treat- 
ment of patients. There are six institutions 
in our state where mineral waters are utilized 
in the treatment of medical conditions. It is 
not my purpose today to list each place in- 
dividually or to discuss in detail the therapeu- 
tic indications for the same. It is my desire, 
however, to point out that these places do 
exist and to give you some indication of the 
possibilities for the care of people in them. 

There are in these six institutions approxi- 
mately as many different types of mineral 
waters. While Sharon Springs, Richfield 
Springs, and Clifton Springs all utilize a sulfur 
water in their treatment, it differs to some 
extent in each of the three places. Alden 
and Glen Springs have strong saline brines 
which must be diluted before they can be used 
for bathing purposes, Saratoga Springs has 
the naturally carbonated saline-alkaline wa- 
ters. You can see that with this variety of 
natural facilities it is possible to select places 
where the program of treatment can be 
adapted to the patient’s medical condition. 

The presence of a healing water alone does 
not make a spa. Only when facilities are 
provided for its proper application and where 
physicians have made a study of the water to 
see that it is utilized in a regulated program 
can we say that a spa exists. You will find 
m the spas of New York State a variation 
both from the standpoint of physical equip- 
ment and medical control. At Glen Springs 
nn patients are strictly under the care of a 
physician who outlines the program. At 


TABLE 1. — SraiMAsr or the Accommodations at 
Spas is New Yobk State Which Abe Available for 
Case OV I' vriTNTS 


Place 

Hotel 

Room- 

ing 

House 
Pension With- 
with out 

Meals Meals 

Total 

Alden 

105 

Number of Rooms 

105 

Clifton Springs 

275 

50 

325 

Glen Springs 
Richfield Springs 

150 

25 

175 

X.0S5 

35 

l>120 

Saratoga Springs 

2,865 

241 215 

3,321 

Sharon Springs 

1,120 

181 431 

1,732 

Total 

5,600 

532 646 

6.77S 

Alden 

160 

Number of Guests 

160 

Clifton Springs 

3S0 (6S 75 

455 

Glen Springs 

hospital 

beds) 

225 40 

265 

Richfield Springs 

1,630 

55 

1.6S5 

Saratoga Springs 

4,300 

360 325 

4,985 

Sharon Springs 

1,680 

270 645 

2,595 

Total 

S,375 

800 970 

10,145 


Clifton Springs an able staff of physicians is 
available to care for the patients. In the 
other places, the patients are advised to 
consult with one of the physicians in prac- 
tice in the community, although this matter 
has not in any of them been made 100 per cent 
compulsory. At Saratoga Springs the State 
in its development of the spa has provided 
for medical direction of the work, as well as 
for the initiation of a program of study and 
investigation. In addition to full-time ad- 
ministrative medical direction, the physi- 
cians in practice constitute the voluntary 
medical staff of the spa and assist in the care 
of the welfare patients. Both Sharon Springs 
and Richfield Springs have medical directors 
who, in addition to their regular private prac- 
tice, advise the management in problems of 
medical administration. 

This gives you a quick survey of the spas 
of New York State, which, with the possible 
exception of California, has a greater variety 
of mineral waters than any state in the Union. 
New York State is without a doubt the leader 
in the development of its mineral water re- 
sources for therapeutic use. 

In case of an emergency it is important to 
know the possibilities for the proper housing 
3nd care of patients. A list of the available 
accommodations has been assembled from 
the printed material of the different spas and 
from the Red Book of the American Hotel 
Association. Table 1 lists this information 
and shows the number of rooms available in 
hotels containing thirty or more rooms each; 
the number in pensions, which provide meals, 
containing thirty rooms or less; and, from 
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T HE stress on preparedness emphasizes 
the importance of the information made 
available in a recent survey of the facilities 
and accommodations for the care of patients 
in the spas of New York State. This survey 
revealed that it is possible to care for at least 
10,000 patients at one time, approximately 
one-half of whom can be accommodated at 
the Saratoga Spa. The data obtained from 
this survey are presented in the present com- 
munication. 

Preparedness is before us continually day 
and night. We are asked to prepare for the 
possibility of war and for the support of others 
who are at war, prepare our men for service 
in the army, and prepare ourselves for any 
national emergency. Parran 1 in an address in 
1940 presented this problem dramatically. 
He discussed the requisites for building up 
national strength and stressed the fact that 
even though every attention is given to the 
building up of large reserves of raw material, 
the construction of a large amount of mecha- 
nized equipment for army use, the stocking of 
the same with ammunition, and the building 
of ships — all of this would be of little value 


made to utilize these resources in the face of 
their tremendous emergencies. 

Schnelle 2 has recently discussed the types 
of baths available in the German spas for the 
treatment of joint injuries and infections such 
as arise frequently from war injuries. He 
points out that the mineral baths with low 
mineral content are the mildest stimulus to 
healing. Warm brine baths represent the 
second grade of stimulation. Then the use of 
warm sulfur waters is a third step, while the 
moor and mud baths provide the greatest 
stimulus in treatment. In his discussion he 
touched particularly on the use of the under- 
water treatment in various forms of articular 
stiffening and in some forms of paralysis. 
He also recommended the use of carbon di- 
oxide gas for poorly healing wounds of the 
lower extremities, decubital ulcers, and burns. 
In this treatment he places the extremities in a 
box where the air is warmed with incandescent 
lamps and then introduces the carbon dioxide 
into the box under high pressure. He states 
that this cools the air and that the carbon di- 
oxide in the chamber acts on the wounded tis- 
sues. He says that this is not of value in the 


unless the man power of America were suf- 
ficiently fit, unless they were free from pre- 
ventable disease, and unless their moral and 
mental stamina were able to withstand the 
increased stress and strain of the emergency. 
He emphasized that all of these features of 
physical fitness are important in the days of 
peace when everything is calm but that they 
are urgent now that the people must be “physi- 
cally tough, mentally strong, and morally 
sound.” 

With this challenge before the American 
people to do all in their power to maintain 
physical fitness as one of the important phases 
of medical preparedness, it is my purpose to 
consider for a short time the part that our 
natural resources, as utilized in the spas of this 
country, may play in this direction. A glance 
at the reports from Europe indicates that in 
all of the war-torn countries the importance 
of the spa is recognized and that every effort is 

Read at the Annual Meeting of the Medical Society 
of the State of New York, Buffalo, New York, April 29, 
1941. 

Medical director. Saratoga Spa, Saratoga Springs, New 
York, and associate professor of medicine, Albany Medical 
Sohool. 


treatment of varicose ulcers. 

It is reported that the German Army Staff 
have a regular program developed where they 
send the soldiers from line duty for a furlough 
period at different spas. This program is used 
as a conditioning period to keep their fighting 
men in every way physically fit. Their regu- 
lar and extensive application of spa treat- 
ment in World War I is a matter of record. 

In France, as is indicated by the report of 
Mougeot, 3 they are utilizing the spas in the 
treatment of many conditions resulting from 
war. He stresses particularly the value of the 
carbon dioxide baths at Royat in the treat- 
ment of the unstable heart and the heart that 
is forced by exertion beyond its reserve. 
Villaret 4 has recently discussed the organiza- 
tion and plan that has been developed by the 
Commission on Mineral Waters in France to 
care for the war wounded in the various hydro- 


leral and climatic stations, 
n a recent news note, 3 it is evident that the 
tish spas are being utilized to a greater 
mt by those suffering from chrome condi- 
ls. They state that there is not a single 
mlaint that can be relieved by Continental 
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RECENT ADVANCES IN BACILLARY DYSENTERY* 

Joseph Felsen, M.D., New York City 


R ENEWED interest in bacillary dysen- 
tery is of particular significance at this 
time because the disease has always been a 
recognized major military hazard. A feeling 
of almost complete apathy which existed in 
1932 has been dispelled by epidemiologic, 
laboratory, and clinical studies during the 
past eight years. With this increasing knowl- 
edge there has been a rather astounding 
rise in the reported incidence of bacillary 
dysentery in the United States from 625 cases 
in 1933 to 19,152 in 1940. At the same time 
there occurred a decline in the unclassified 
diarrheas from 17,042 in 1933 to 1,484 in 
1940. 1 

The obvious inference is that when infec- 
tious diarrheas are carefully investigated, 
the majority appear to be bacillary dysentery. 
The present communication is concerned with 
the more recent advances in our knowledge 
of this disease (Table 1). 

1. Baderiologic Types. — (a) The Toxicity 
of B. alkalescens. The time-honored classifica- 
tion into the nonmannite fermenters (Shiga, 
Schmitz) and mannite fermenters (Flexner 
V-W-X-Y-Z, Sonne-Duval, Newcastle, Alka- 
lescens) bears no consistent relationship to 
the degree of pathogenicity. Since 1933 we 
have noted the increasing severity of Sonne- 
Duval infections, originally regarded as com- 
paratively innocuous. Numerous instances 
of sudden deaths have been reported, particu- 
larly in children. B. alkalescens, described 
by Andrewes in 1918 as of doubtful patho- 
genicity, has been quite definitely proved to 
be pathogenic. Most of the reports concern 
urinary-tract infections but more recently 
they include intestinal infections, particularly 
in children. To these we have added 3 cases 
of acute bacillary dysentery in adults, 1 case 
of distal (regional) ileitis and 7 cases of 
chronic ulcerative colitis due to B. alkales- 
cens. 1 Gilbert and Coleman 3 report that 1 
per cent of all fecal specimens cultured at the 
New York State Department of Health re- 
veal B. alkalescens. Similarly, fecal examina- 
tions at the New York City Department of 

Read at the Annual Meeting of the Medical Society 
of the State of New York, Buffalo, New York, April 29* 
1941. 

* The studies reported in. this paper were carried out 
under a grant-in-aid from the S. A. Schonbrunn Research 
Fund. 

Director of Laboratories and Research, the Bron* 
Hospital, New York City . 


Health in recent years have frequently shown 
the same organism. These specimens were 
obviously submitted because of the suspected 
presence of intestinal infection. In our 
control series of 4,770 cultures at the Bronx 
Hospital from April, 1937, to October, 1940, 
covering the monthly fecal cultures of food- 
handlers and nursing and medical personnel, 
only 3 instances of positive B. alkalescens 
cultures were encountered. All occurred in 
nurses within a period of a few weeks when a 
rising incidence of similar infections appeared 
in New York City, judging from the in- 
creased number of cultures received by us 
from the Department of Health through the 
kind cooperation of Dr. Ralph Muckenfuss. 

Since our routine fecal cultures on hospital 
personnel represent many repeated Examina- 
tions on the same individuals over a period of 
years, as well as on newcomers, the absence of 
B. alkalescens from the intestines of healthy 
individuals is significant. As recently pointed 
out in the Flexner and Sonne-Duval infec- 
tions, there are undoubtedly some carriers 
but in most instances either the presence of 
active disease can be demonstrated by sig- 
moidoscopy or a history may be elicited of 
previous dysenteric symptoms. In other 
eases additional evidence may be obtained 
by absorption tests. Neter* has shown that 
B. alkalescens contains two antigenic frac- 
tions, one identical with the Flexner organism, 
the other type specific. In a recent study of 
35 strains of B. alkalescens we found that the 
M.L.D. for white mice averaged 0,05 cc. 
of an eighteen-hour broth culture. While 
considerable variation in toxicity was noted, 
a few strains being nonpatbogenic, some ex- 
hibited marked constancy over a period of 
many months without being enhanced by 
animal passage. Generally speaking, our 
alkalescens strains were one-fifth as toxic as 
Flexner 21 used in our previous experiments 
on active and passive prophylactic immuniza- 
tion. 

£. New Clinical Forms . — Seven new clini- 
cal types of the disease have been reported 
since 1933. It is of more than passing inter- 
est that the typical fulminating cases of 
acute bacillary dysentery described by Hip- 
pocrates in his “Epidemion” are the exception 
rather than the rule in modern medical prac- 
tice. Even in our own time, Shiga dysentery 
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the records of Sharon Springs and Saratoga, 
some indication of the rooming facilities that 
are available without meals. 


should not be neglected in any survey for 
medical preparedness. 


The figures for the number of guests which 
can be accommodated have been estimated 
from the reported number of rooms by con- 
sidering that 50 per cent of the rooms are 
double rooms. Hotel managers advise that 
this is a conservative estimate and say that in 
many hotels 75 per cent of the rooms can be 
utilized for two people. 

From Table 1 it can be seen that accommo- 
dations for patients in these places vary from 
approximately 160 at Alden to approximately 
5,000 at Saratoga Springs. The survey re- 
veals that over 10,000 patients can be ac- 
commodated at the six spas in the State of 
New York with the facilities available at the 
present time. These facilities, of course, 
differ in the nature and luxuries of the hotel 
or pension, but there are accommodations to 
care for the most modest, as well as the most 
fastidious, at the various spas. In Clifton 
Springs the hospital-sanitarium arrangement 
offers the most complete nursing and super- 
vising care of any of the institutions. 

The type of treatment available at the spa 
is particularly fitted to the needs of many 
patients, as is evident in the care of the "shell- 
shocked” soldier or the “bomb-shocked” 
civilian who, at the spas, will benefit from the 
hydrotherapeutic program combined with 
competent medical care. Also, there is often 
great need for a convalescent center to which 
the patients may be sent from the hospital 
for building up after their acute emergency 
has been treated. The spas offer a real solu- 
tion for this problem. 

The facilities available in the spas of New 
York State offer a real possibility for use in 
the face of any national emergency. Surveys 


Summary 

Some data regarding the facilities available 
in the spas of New York State are presented. 
It is evident that there are extensive accommo- 
dations at hand for the care of many patients. 
The spas offer also the utilization of natural 
resources that have not been widely applied 
even in peace times in t his country. 

From the interest shown in the spas of 
Europe, it is clear that they have a place in 
the care and treatment of soldiers on furlough, 
as well as of war casualties. 

Adequate medical personnel who could 
direct this program is already available at 
nearly all the spas. 

Medical preparedness does not alone pertain 
to the health or treatment of disease in our 
colleagues in military service. It must in- 
clude a consideration of what can be done for 
our entire population living and working 
under increased conditions of speed and stress. 
Particularly, it will apply to the worker in 
industry, transportation, or other lines, or to 
the executive in charge of these branches. 
It is important to keep them all in good health 
— yes, just as important as it is to have able- 
bodied soldiers. The spas of the State of 
New York can contribute in real measure to 
medical preparedness. 


References 


1. Parran. T.: J.A.M.A. 115: 49 (July 6) 1940. 

2. Schnolle, K.: Deutsche med. Wchnschr. oo. 

S2 (July 26) 1940. , _ ,, 

3. Mougeot, A.: Gaz. mil de France 47: 1 SJ 

April 15) 194.0. ., „ . |W , 

4. Viliaret, M.: Bull. Acad, de m£d., Paris 122. 36 J 

171 (Oct. 31-Nov. 1) 1939. t „ . tlK . 

5. British Foreign Letter: J.A.M.A. HO. 15a 
April 5) 1941. 


are being made of the number of physicians 
available for service, of the nursing personnel, 
and of the hospitals of our country. We 
recognize that the use of our hospitals must 
also continue for the civilian population. 
In our spas we have accommodations for the 
care of military or civilian patients in any 
emergency, which are not utilized generally 
throughout the entire year. It is true that a 
certain proportion of the facilities listed above 
are not suitable for year-round operation. In 
some, considerable alterations would be neces- 
sary. However, there are many available 
which could be utilized 100 per cent for the 
care and treatment of patients sent either 
from the army or from the civilian population 
in the face of actual war. These facilities 


Discussion 

Dr. Allen Holmes, Penn Yan, New York— 
May I thank Dr. McClellan for this timely pres- 
entation. Whether we know it or not, war is 
here. The spas are in a position to do a useful 
service. There are many chronic cases m the 
hospitals that could with benefit be transferred 
to the various resorts. This would relieve hos- 
pital congestion for more acute cases, iner 
are many men now in service. Some of these, 
:rom time to time, could be benefited or restor 
:o usefulness by a stay at one of the spas. 

;oga has unusual and extensive facilities- Dunng 
;he last war, the Jackson Health Resort was 
,aken over and used by the government. Wow 
sver, insofar as is possible, I feel that the PF e “ 
lersonnel of the spas should be utilized [with as 
ittle government complication as p 
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in chronic cases, the organisms can often be 
recovered by aspiration from the crypts of 
Lieberkubn where they retire for self-protec- 
tion from the inimical flora of the intestinal 
tract. The sigmoidoscopic crypt aspiration- 
spray culture method is particularly useful for 
their recovery. 8 We now use Endo and des- 
oxycholate citrate agar plates routinely, 
supplemented wherever necessary by other 
differential media. Desoxycholate citrate 
agar inhibits the growth of some dysentery 
strains which grow freely on Endo agar, par- 
ticularly after exposure to sulfonamide drugs. 
This may be modified, however, by the use of 
para-amino-benzoic acid,’ which acts as a 
sulfonamide inhibitor. Thick seedings of 
fecal material are best made on the desoxy- 
cholate medium but thin inoculations on 
Endo agar give better results if the material 
cultured is obtained by aspiration of a clean 
mucosa which eliminates many nonpatho- 
gens that often prove so troublesome in fecal 
cultures. SS agar is also efficacious. 

The survival of B. dysenteriae in the pres- 
ence of B. coli “in vitro” is of some impor- 
tance in understanding the variability of the 
period during which the former can be re- 
covered from the intestine in acute bacillary 
dysentery.* In some cases the organisms 
disappear in a few days while in others they 
persist for months. In testing 10 strains of B. 
coli for their inhibitory or overgrowth effects, 
we found that some strains of B. coli had no 
restraining influence, B. dysenteriae Flexner 
being recovered without difficulty for at least 
a week from incubated broth culture mix- 
tures of approximately 95 per cent of the 
former to 5 per cent of the latter. Conversely, 
some B. coli strains constituting only 5 per 
cent completely prevented the recovery after 
twenty-four hours of B. dysenteriae Flexner 
which made up approximately 95 per cent of 
the suspension. This “blotting out” phenome- 
non suggests marked differences among B. 
coli strains on the survival of B. dysenteriae 
which may account for the difficulty or ease of 
recovery from the intestinal tract. Phage ef- 
fects and pH changes appear to play no part 
in the experiment cited. Therapeutic ap- 
plications are being studied. 

4 ■ The Use of Alcoholic Antigens for the 
Determination of Agglutinins . 10 — In our earlier 
'York it was deemed best to use eighteen-hour 
viable broth cultures for the quantitative esti- 
mation of serum agglutinins. In order to 
simplify and expedite this procedure for 

* I wish to acknowledge the assistance o £ Miss Esther 
Lcrcfldron io the experimental studies. 


military use under field service conditions, 
parallel tests were set up using eighteen-hour 
viable broth cultures, formalinized, acetone- 
and alcohol-killed antigens. The serums of 
300 patients were tested including approxi- 
mately one-fourth with diagnostic titers. 
While comparable results were obtained with 
all four antigens the alcoholic antigen appeared 
to be most consistent and stabile, with the 
acetone antigen a close second. This stability 
has remained unimpaired for eighteen months 
at ice-box temperature. Our routine sero- 
logic setup now includes alcoholic antigens of 
B. dysenteriae Flexner V-W-X-Y-Z, Soxme- 
Duval, Newcastle, Alkalescens, Shiga, and 
Schmitz. We wish to stress again the im- 
portance of a rising agglutination titer. A 
single diagnostic titer without confirmatory 
clinical, baeteriologic, and sigmoidoscopic 
evidence is of limited value, since it may be the 
result of a previous dysentery infection un- 
related to the present condition. 

5. The Effect of Sulfonamide Drugs on the 
Growth of B. dysenteriae “in vitro.” — Satu- 
rated solutions in nutrient broth of sulfanila- 
mide, sulfatbiazole, sulfapyridine, neopronto- 
sil, and sulfanilylguanidine failed to prevent 
completely the growth of B. dysenteriae Flex- 
ner (V-W-X-Y-Z), Sonne-Duval, Newcastle, 
Alkalescens, Shiga, and Schmitz after ten 
days’ incubation. This limited bacteriostatic 
action of the sulfonamide drugs “in vitro" 
has been attributed by some investigators to 
the presence of peptone in the culture medium. 
The sulfonamide drugs appear to interfere 
with the nutritional requirements of suscepti- 
ble bacteria, according to Lockwood and 
Lynch. 11 In the presence of sufficient pep- 
tone this bacteriostatic action is largely nulli- 
fied. We have, however, also noted the 
same poor bacteriostatic action of the five 
drugs mentioned in saline suspensions of 
various B. dysenteriae strains. The most ef- 
fective drug was sulfanilamide. The most 
resistant organisms were B. shigae and B. 
alkalescens. “In vivo” experiments seemed 
to parallel those in the test tube. Intra- 
peritoneal inoculations of eighteen-hour broth 
cultures of B. alkalescens #9 saturated with 
sulfonamide drugs failed to protect mice 
in almost all instances against 10 M.L.D. 
The same failure to protect also occurred with 
saline suspensions of B. alkalescens #9 
saturated with sulfonamide drugs. 

The following points may be of interest in 
evaluating the usefulness of the sulfonamide 
drugs: (1) We have noted hemorrhagic 
necrosis of the colon in patients treated for 
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TABLE 1 

When cases of “diarrhea, dysentery, and enteritis” are studied, the majority 
appear to be bacillary dysentery. 
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Reported Incidence of the Dysenteries and Typhoid-Paratyphoid in the 
United States, 1933-1940 

1933 1934 1935 1936 1937 1938 1939 71940 

Unclassified Dysentery 17,042 8,189 4,961 5,824 4,940 674 1,183 1,484 

Bacillary Dysentery 625 2,197 7,241 11.555 10,428 20.644 21,327 19,152 

Amebic Dysentery 1,573 1,994 1,388 1,483 1,674 2,538 3,039 2,991 

Typhoid-Paratyphoid 23,349 22,217 18,355 15, 80S 16,033 14,903 13,069 9,809 


appears to have been largely displaced by 
Flexner dysentery in most parts of the world, 
including the Orient. The clinical severity 
of the disease no longer depends on whether 
or not it is a Shiga infection. Many Sonne- 
Duval infections are most virulent while 
some Shiga dysenteries are relatively mild. 
Do these represent disease adaptations to a 
changed environment and climate? There 
is some evidence pointing in this direction. 

These variations can hardly be explained 
on the basis of a natural or acquired immunity 
for the United States has presented an almost 
virgin field for the spread of bacillary dysen- 
tery. Climate is undoubtedly a factor, for 
aside from the general hygienic and sanitary 
factors operative in subtropical or tropical 
regions, the cooler plateaus are relatively 
free of the disease and patients recover more 
quickly when moved to these areas. Yet, 
bacillary dysentery has neither seasonal nor 
zonal limitations. Some of the worst epi- 
demics have occurred in winter and Byrd’s 
antarctic expedition was afflicted with Flex- 
ner dysentery. Thus, bacillary dysentery is 
often a paradoxical disease, insidious in 
onset and protean in its clinical manifesta- 
tions. The asymptomatic, afebrile, and con- 
stipated types are generally discovered during 


the course of epidemiologic surveys. These 
patients are not healthy carriers because they 
exhibit the characteristic progression of intes- 
tinal pathology, rising agglutination titers, 
and final disappearance of positive cultures. 
The appendicular, meningitic, 5 pneumonic, 6 
and agranulocytoid 7 types refer essentially to 
the confusing pictures seen at the onset of the 
disease. Unless these atypical forms are 


recognized they constitute potential sources 
of contagion. The clinical pictures are 
well defined and theoretically represent the 
effects of an admixture of at least two toxins. 
The enteric toxin is present from the onset but 
it does not dominate the clinical picture until 
the end of approximately twenty-four hours. 

3. The Laboratory Diagnosis of Acute 
Bacillary Dysentery. — (a) The survival of B. 
dysenteriae in the presence of B. coli. We have 
previously stressed the diagnostic tetrad o 
positive fecal culture, rising agglutinin titer, 
positive phage and purulent character o 
the intestinal exudate. In the average case, 
particularly during the first week of the dis- 
ease, the organism may be readily recovere 
from the mucopurulent material in the feces. 
In many instances, however, the dysentery 
organism has a very transitory existence, dis- 
appearing in two or three days. Ib 1 
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(1) Immune rabbit serums protected white 
mice against 10 M.L.D. of B. dysenteriae 
Flexner for at least five days. No such pro- 
tection was afforded if the serum was injected 
after the organisms. (2) The parenteral in- 
jection of phenolized vaccine afforded con- 
siderable protection against subsequent 10 
M.L.D. of* B. dysenteriae Flexner. The 
mortality of vaccinated mice was 20 per cent 
as against 90 per cent in the nonvaccinated 
group. (3) Type specificity and effective 
immunization appear to go hand in hand. 
(4) Rapid and effective active immunization 
against monovalent strains can be produced 
by the use of alcoholic antigens which are 
easily prepared. (5) Prophylactic or thera- 
peutic serum can be quickly prepared in rab- 
bits or man by the same method. (6) Active 
or passive prophylactic immunization has been 
successful in all types except B. alkalescens 
where the results thus far have been less 
satisfactory. (7) The use of polyvalent TPD 
(typhoid-paratyphoid-Flexner, V-W-N-y-2) 
alcoholic antigens in the proportions of 2:2:6 
have proved equally effective against all three 
infections. 

While supportive clinical data on the effec- 
tiveness of prophylactic immunization by 
vaccines and serum is at hand, 16 - 11 the final 
evaluation of this method awaits large-scale 
field tests. Itmay prove particularly valuable 
in military work and has already been ap- 
plied by Prigge in Germany. 
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INFANT MORTALITY IN ENGLAND AND GERMANY 


The death rate of German babies in 1940 
was still much higher than the infant mortality 
rate in England, comparing the figures for 126 
English large towns with German towns having 
a population of over 100,000. The latter statis- 
tics, from the Reich’s Journal of Public Health, 
which have now become available, give an in- 
fantile mortality rate during 1940 of 63 per one 


thousand as against the English rate of 51. 
The German rate is the highest for the years 
1938-40, for each of which it has been at least 10 
per thousand higher than the English rate. 
In no one year since the Nazis came into power 
has the number of the Herrenvolk’s surviving 
infants approached the English total . — Medical 
Record 


TAINT CRICKET 

“November 7th. Comes via Chamberlain the 
a e *‘“ e Patent so earnestly sold by Bill 
Arnold a allergic survey which showed her 
sensitive to eggs, that she returned the hen the 
grocer sent asking for a rooster instead.” — 
Random Thoughts of the Secretary, The Journal 
of the Arkansas Medical Society 


AN ITEMIZED ACCOUNT 
Nutritionists have long insisted upon informa- 
tive labeling of food products. Here’s an exam- 
ple of the nth degree of informative labeling 
displayed in a restaurant: “Hard boiled egg — 1 
cent; wear and tear on chicken — 3 cents; roost- 
er’s fee — 1 cent; total cost — 5 cents .” — Credit 
Lines , Am. Pub. Health 
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infections not involving the intestinal tract. 
This possibility must be considered in treating 
an intestine which is already ulcerated. (2) 
Acute bacillary dysentery is essentially a 
self-limited disease, running its course in 
three to ten days without specific treatment. 
Babies often die from dehydration and acido- 
sis rather than from toxemia due to the 
dysenteric infection. Supportive therapy 
alone, such as the use of nonspecific human 
serum or lyophile plasma, intravenous dex- 
trose or Ringer’s solution, will often enable 
these little patients to survive the critical 
first two or three days. (3) The absorption 
of sulfonamide drugs through denuded areas 
of mucosa is more rapid than through intact 
mucosa. The danger of toxic systemic mani- 
festations is therefore correspondingly greater. 
(4) B. dysenteriae survive high concentra- 
tions of the sulfonamide drugs which have no 
effect on ulcers already produced. (5) “In- 
hibitors” which nullify the bacteriostatic 
action of the sulfonamide drugs are present 
in autolyzed tissue and culture filtrates of 
resistant bacteria. This explains the unsatis- 
factory action of these drugs in the presence 
of pus, and the intestinal exudate in bacillary 
dysentery is characteristically purulent. (6) 
Attention is directed to the bactericidal action 
against B. dysenteriae of gastric juice with 
pH of 5.5 to 4.5 or less. 12 The oral use of 
dilute hydrochloric acid or glutamic acid hy- 
drochloride (acidulin) as a prophylactic is 
suggested. (7) We have not seen a case of 
chronic bacillary dysentery (chronic ulcerative 
colitis, distal ileitis) cured by the sulfonamide 
drugs. 

(6‘) The Pathogenesis of Chronic Ulcerative 
Colitis and Chronic Distal Ileitis. — Confirma- 
tory data regarding the common pathogene- 
sis of bacillary dysentery, chronic ulcerative 
colitis, and distal (regional) ileitis has been 
received from many sources.* 13 

Much of the confusion surrounding these 
diseases has been due to the disinclination 
on the part of clinicians to make careful 
epidemiologic and sigmoidoscopie cultural 
studies. It is most important to secure data 
on the first attack. In a surprising number of 
instan ces this may be traced directly to a 
proved dysentery outbreak. The first attack 
is followed by a characteristic series of recur- 


* In follow-up studies of 334 oases of bacillary dysentery. 
Block and Greene report (Elgin Papers, Elgin State Hos- 
pital vol. 3, p. 136, 1938) an incidence of 8 per cent of 
chronic ulcerative colitis. This figure closely approxi- 
mates our findings in the Jersey City epidemic of 1934 
(chronic ulcerative colitis 8.2 per cent; chronic distal 
ileitis 2.5 per cent). 


rences increasing in frequency and severity. 
The fully established disease of chronic ulcera- 
tive colitis or ileitis is consummated in about 
one year. The difficulties of recovering B. 
dysenteriae at this late date have been enu- 
merated. The following table representing 289 
cases of chronic distal ileitis, ulcerative coli- 
tis, and combined ileo-colitis demonstrates 
the value of careful bacteriologic investiga- 
tion. It reveals an incidence of 15.0, 17.7, and 
24.0 per cent, respectively, of positive dysen- 
tery cultures as compared with a control 
group of 0.08 per cent in the same area (Table 
2 ). 


TABLE 2. — Positive Cultures in Chronic Dibtal 
Ileitis, Chronic Ulcerative Colitis and Combined 
Forms (289 Cases) 



Cases 

Positive 

Cultures 

Per Cent 

Chronic distal ileitis 

33 

5 

15.0 

Chronic ulcerative 

colitis 

231 

41 

17.7 

Combined ileitis and 

colitis 

25 

6 

24.0 

Total 

289 

52 

18.0 


Failure to isolate B. dysenteriae or to elicit 
an epidemiologic history in every case is not 
significant. The patient may have forgotten 
the details or the initial attack may have been 
mild. Our experience in recent years confirms 
the detailed report of 1936 in which we pre- 
sented evidence of the common pathogenesis of 
bacillary dysentery, chronic ulcerative colitis, 
and distal ileitis. 14 We have succeeded in 
tracing these diseases in individual, previously 
healthy, patients from the initial stage of 
acute bacillary dysentery to the final chronic 
phase. They represent the perpetuation of 
stage 3 of acute bacillary dysentery (stage 
1 — punctate follicular hyperplasia; stage 2— 
punctate follicular necrosis; stage 3 — discrete 
and confluent ulceration with superimposed 
nonspecific infection) . The practical implica- 
tion is that the ideal treatment of chronic ulcera- 
tive colitis and distal ( regional) ileitis is the pre- 
vention of bacillary dysentery. The latter is 
completely preventable and its eradication 
should be followed by the disappearance of the 
two chronic forms of the disease. 

7. Prophylactic I mmunization Against Bac- 
illary Dysentery. — There is considerable clini- 
cal evidence of an acquired immunity in bacil- 
lary dysentery. 15 The subject of prophylactic 
immuniza tion is of particular importance 
from a military point of view. Our experi- 
mental work has been concerned chiefly with 
the use of serums and parenteral vaccines. 
The details have been reported elsewhere 
and may be briefly summarized as follows. 
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community of Panton crossed Lake Cham- 
plain on the ice and discovered by chance 
the natural beauties and agricultural promise 
of the valley of the Bouquet River. 4 This was 
10 miles inland from the lake extending in a 
southerly direction from the present site of 
Elizabethtown in Essex County, New York. 
Their enthusiasm inspired a small migration 
across the lake the following winter of 1792 to 
this “Pleasant Valley.” They struggled in- 
land over a narrow trail through deep snow 
without benefit of even a road for sleighs. 
They harvested a good yield of maple sugar, 
however, and prospered sufficiently through 
the year so that they were able to persuade 
their former physician in Panton to cast his 
lot with them. He was Asa Post, then a 
young man of 27, who is reported to have come 
to Panton from Saybrook, Connecticut, for 
the “cure of consumption.” 5 Post served 
the young community with satisfaction until 
1800 when the arrival of a colleague in the 
person of Dr. Alexander Morse enabled him 
to retire to a farm in the valley where he died 
at the age of 92. He was the first physician to 
settle in the mountains. 

Alexander Morse who followed him in 
Pleasant Valley served the mountain com- 
munity for half a century. His saddlebags 
and blood-letting lance are preserved as mute 
witnesses of the rigors of early medicine there. 
In 1809 he was a delegate to the State Medical 
Society where he presented a paper on the 
“Effects of the High Altitude of Essex on 
Certain of the More Common Diseases.” 
Hence, the mountain physicians lost little 
time presenting the advantages of climate and 
altitude in disease therapy. 

A fringe of small communities grew up in 
the valleys of the northern and eastern 
Adirondacks in the fifty years after the com- 
ing of Dr. Post. Lumbering, iron mining, 
charcoal making, hunting, fishing, trapping, 
and farming occupied their rugged citizens. 
Gradually, medical pioneers moved in to make 
a hard life more bearable. Outstanding was 
E. J. d’ Avignon, the second, who escaped to 
Au Sable Forks in 1837 under sentence of 
death for activities in inciting the Papineau 
Rebellion in lower Canada. F. J., the first, 
had come from Avignon in France to practice 
in lower Canada. His son’s adventurous 
spirit could not be held there, however. F. J., 
the second, found in the Adirondacks freedom 
and the opportunity to practice a brilliant 
and enterprising type of medicine and surgery 
in which he readily excelled. His Gallic man- 
nerisms and wit lent him an almost legendary 


character, and his ability soon made him in 
demand far outside the confines of the Au 
Sable Valley. He traveled on horseback pre- 
pared to do his operating by lamplight on 
any kitchen table. County historians 7 men- 
tion his outstanding work as regimental 
surgeon in the Civil War and, then, begin to 
speak of F. J. d’ Avignon, the third, who be- 
came as able and equally in demand. His 
team of spanking blacks and the improving 
roads connecting mountain communities en- 
abled him to range over an even wider area 
than had his father. The dynasty continues 
with F. J-, the fourth, who maintains today 
the colorful traditions of his family in his prac- 
tice at Lake Placid. 6 

But more isolated communities were late in 
securing their own physicians and were long 
dependent upon doctors miles away or lucky 
to have the incidental advice of medical men 
who came to hunt or fish in their vicinity. 
When the invalid Trudeau decided to spend 
the winter of 1876 and 1877 in the “miserable 
hamlet” of Saranac Lake, he became its first 
resident physician. 8 In 1880 a contemporary 
historian 5 recorded that the 11 families in 
the Tupper Lake region were dependent for 
medical care upon doctors 30 miles away. 
Under such conditions, thelayman’s knowledge 
of medicine often reached high standards of 
practical application. 

W. F. Martin, pioneer resort hotel pro- 
prietor of Saranac Lake, 1 was for many years 
on call to the sickbeds of the community. The 
winter of 1862 was unusually severe. His only 
daughter became seriously ill in March. A 
blizzard was raging and roads were practically 
impassable. The nearest doctor was 45 miles 
aw'ay at Keeseville, but as the child became 
worse Martin determined he must be ob- 
tained. He chose his most powerful horse 
and hitched him to a “pung” — a handmade, 
woodshod, low box sleigh. He put in an ax 
and a shovel and started to dig and plow him- 
self through heartless miles of drifted snow 
where drifts were 10 to 12 feet high in narrow- 
places. As he came to houses he made his 
errand known, and all the men turned out to 
help him dig, often going a mile or more until 
fresh help was volunteered. In this way he 
reached his destination with his powerful 
horse exhausted and unfit for the return trip. 
Without resting himself, he secured a fresh 
horse and started back with the doctor. The 
return journey was comparatively easy and 
swift, but the great effort was in vain as the 
child died just fifteen minutes before the 
doctor reached her bedside. The Adirondack 


History of Medicine 

The session on History of Medicine was created last year, and four papers were read at 
the Annual Meeting in Buffalo. The first two were published in the November 15 1941, 
issue.— Editor. 

ADIRONDACK MEDICINE 

A Historical Outline 

LeRoy H. Wardner, M.D., Saranac Lake, New York 


O UTSTANDING pioneers of Adirondack 
medicine from Rend Goupil in 1642 to the 
elder Trudeau in 1873 came to the mountain 
region through the influence of ill health. 
They met there the characteristic hardships of 
the frontier. The health-giving benefits of its 
climate gained wide recognition in Trudeau’s 
time and spurred the medical advances in the 
treatment of chest diseases for which the region 
is noted. 

The Adirondacks are a group of mountains 
in northeastern New York, the most promi- 
nent feature of a region long unsurveyed and 
unmapped formerly known as “The Wilder- 
ness” or “Great North Woods.” Their name 
was first loosely applied to the entire region 
until the State set definite boundaries to it in 
establishing the Adirondack Park. In it are 
contained all or a portion of ten counties of 
the State comprising a total area somewhat 
larger than the State of Connecticut. 1 It was 
the State’s last frontier and the story of its 
medicine should consequently be of inter- 
est. 

Ill health has powerfully influenced the 
lives of outstanding physicians in the history 
of the Adirondack region. Early in the 
fifteenth century it prevented Rene Goupil 
from taking the vows of the French Jesuit 
Order. 3 He was able to study the medical art, 
however, and his religious ardor brought him 
to New France as a Jesuit lay brother, per- 
haps a counterpart of the modern medical 
missionary. In August, 1642, he set out in a 
party with Father Joques to travel up the St. 
Lawrence from Quebec on a mission to the 
Huron Indians of the Great Lakes. They 
were ambushed by hostile bands of Iroquois 
just above what is now Three Rivers, Quebec; 
both Joques and Goupil were captured along 
with a number of friendly Hurons. Their 
captors then set out with them to the Iroquois 

Read at the Annual Meeting of the Medical Society of 
the State of New York, Buffalo, New York, April 30, 
1941. 


country through the watercourses of the 
Richelieu River and the Champlain Valley. 

Torture was immediately their lot. They 
were beaten, their finger nails were torn off, 
and the savages chewed the raw quick with 
their teeth. Goupil retained composure 
through it all, ministering to the wounds of 
the other captives as best he could and even 
opening a vein for a sick Iroquois on the 
journey. Father Joques related that he bore 
himself with great humility and obedience, 
even to helping to paddle the canoe for his 
captors. Their route carried them by water 
through Lake Champlain and into Lake 
George skirting the boundaries of the present 
Adirondack Park. From Lake George their 
party followed an old trail near Saratoga to 
the Iroquois villages near the present site of 
Auriesville near Johnstown on the Mohawk 
River. Then the ordeal of torture increased. 
For six days they were exposed to the cruelty 
of all the village. After six weeks Goupil was 
dispatched by a blow on the head, thus gain- 
ing a martyr’s death for the first physician to 
set foot within the Adirondacks. Father 
Joques was spared and later escaped to France 
with aid from the friendly Dutch at Fort 
Orange. His letters recording the martyrdom 
of Goupil are preserved in a volume of the 
Jesuit Relations.-’ 1 

History of the next century and a half leaves 
the Adirondack region relatively untouched. 

As the “dark and bloody ground,” it was the 
private hunting preserve of the Iroquois, 
traversed only by occasional parties engaged 
in hunting or war. The Champlain Valley to 
the east saw the ebb and flow of Indian, 
French, and British fortunes through the 
Colonial wars and the Revolution, but the 
medical men of these armies came no nearer 
to the mountains than Goupil and they lacked 
such historians as Father Joques. 

After the Revolution, as the urge for west- 
ward colonization became stronger, two ad- 
venturous spirits from the little Vermont 
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Trudeau at Saranac Lake, 1 led no doubt by 
the obvious advantages of a post office and 
telegraph station in the midst of the wilder- 
ness. His first five winters there brought him 
continued good health, and the publications 
of Dr. Loomis and Marc Cook widened its 
fame as a health resort. The increasing 
number of patient-arrivals began to tax the 
railage capacities, and the good doctor pon- 
dered the problem of care for those un- 
fortunates who came with high hopes but in- 
adequate means. His renewed interest in 
medical literature brought him by chance upon 
the theories of the German physician, Breh- 
mer, who tentatively advocated the outdoor 
and institutional treatment of tuberculosis. 
Then, in 1882 Koch’s epoch-making discovery 
of the tubercle bacillus fired him with great 
enthusiasm. He began at once fundamental 
experiments with the bacillus and, working in 
a laboratory heated by wood and lighted by 
kerosene, he succeeded in growing tubercle 
bacilli in a homemade thermostat for only 
the second time in this country. In 1884 
wealthy friends supplied the capital and his 
guide friends bought land to make possible the 
humble beginnings of his inspiration, which has 
become the Trudeau Sanatorium of today. 

The next decade saw almost unceasing 
labor accomplish great strides. A surprising 
number of scientific papers based on his 
laboratory studies came from his pen as he 
struggled to care for the ever increasing load 
of private patients, to supervise the adminis- 
trative and medical problems of the growing 
sanatorium, and to solicit funds to make up 
the yearly deficits of the sanatorium and 
laboratory. The sanatorium treatment of 
tuberculosis proved successful and gained 
wide acceptance. This experience was plainly 
the inspiration for companion sanatoria of 
the region — Gabriels, Stony Wold, Ray Brook, 
and Sunmount. Through it all shone the 
lovable and sympathetic quality of his pby- 
sicianship best exemplified by the maxim of 
which he was so fond: “To heal sometimes, to 
relieve often, to console always.” 1 

To quote Donaldson: “Trudeau’s was the 
first laboratory in this country devoted to 
original research in tuberculosis, and from it 
the doctor began to turn out work that was 
wmn attracting attention all over the world. 
The experiments made and the papers written 
m Saranac Lake became the last word in 
tuberculosis. Gradually, the doctor gathered 
around him a growing group of younger men, 
imbued with his ideals and trained to his high 
standards of research and experimentation. 


Under his guidance and inspiration they have 
done yeoman service in the great battle and 
achieved results that no man could have 
compassed singlehanded.” Dean of the 
surviving group is Dr. Edward R. Baldwin, 
who came to Dr. Trudeau in 1892 to say that 
he had contracted tuberculosis and that he 
wished to come to the Sanatorium for cure 
and to study with him. When asked how he 
knew he had tuberculosis, he said he had 
used his microscope. Trudeau’s An Auto- 
biography remarks of this: “Truly Koch’s 
teaching was beginning to bring practical 
results.” 14 

By 1900 both the Sanatorium and the 
Laboratory were well established, and the 
good doctor delegated almost all the active 
duties to his assistants, although he con- 
tinued his efforts to raise funds for their sup- 
port until the last. He had frequent relapses 
of his old disease in his later years, but again 
and again he rose from his sickbed to con- 
tinue. In 1910 he addressed the Congress of 
Physicians and Surgeons on “The Value of 
Optimism in Medicine.” His paper quickly 
revealed itself as autobiographic and awakened 
wide attention. It was then learned that he 
had written it during a period of relapse when 
he awoke in the small hours each morning and 
needed some activity to relieve his mind from 
his own suffering. 1 

Dr. Trudeau died in 1915 in his sixty- 
seventh year. His friends and colleagues took 
immediate steps to preserve and expand the 
gains of his lifetime by forming the Trudeau 
Foundation. This serves as a governing and 
planning body for both the Saranac Labora- 
tory and Trudeau Sanatorium. To these 
were shortly added a third project, the 
Trudeau School for Graduate Teaching in 
Tuberculosis, so that yearly several score of 
disciples of the “Beloved Physician” go forth 
to practice his teachings and humanity in all 
comers of the earth. His life had spanned an 
era in Adirondack medicine from backwoods 
practices to advances that won the continued 
admiration and attention of all in the field of 
tuberculosis. And with the passing of its 
greatest character this outline is properly 
closed. 
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historian Donaldson termed the effort “an 
Erlking ride of the North Woods— one of those 
tragedies of distance that bring home to us the 
epic hardships of the pioneers.” 

After the death of his little daughter, Mar- 
tin was deeply impressed by the fact that it 
was largely due to the remoteness of the near- 
est physician. 1 Hoping to save himself or 
others from similar tragedy, he began read- 
ing medical books and seeking from medical 
men who stopped at his hotel fundamental 
instruction in the treatment of the most com- 
mon diseases. The members of the profession 
were coming to the Adirondacks in increasing 
numbers for sport and recreation, and they 
recognized Martin’s ability and the wisdom 
of his effort. Dr. J. Savage Delavan, of Al- 
bany, was his chief mentor on his spring and 
fall visits, but all gave him suggestions freely 
and furnished him with authoritative books, 
pamphlets, and even medicines. His fame as 
an amateur doctor quickly spread in a com- 
munity where there was no regular one, and 
he was called to sickbeds over a radius of 10 
miles about Saranac Lake until regular prac- 
titioners arrived in the early eighties. 

Writers began early to attribute healing 
powers to the Adirondack climate. Dr. 
Morse’s paper of 1809 has been mentioned 
previously. In 1857 Hammond’s Wild North- 
ern Scenes, a chronicle 10 of a decade of moun- 
tain vacations, paid tribute to the tonic effect 
of the region. In 1869 a Boston clergyman, 
better known as “Adirondack Murray” for 
his Adventures in the Wilderness or Camp Life 
in the Adirondacks, 11 was widely criticized for 
his account of the tuberculous invalid who was 
brought into the mountains on a stretcher and 
improved sufficiently to walk six months 
later. Many invalids jumped at the unwar- 
ranted conclusion that Murray had said the 
Adirondacks would infallibly restore health 
in any stage of tuberculosis. Consequently, 
without an investigation or reasonable prepa- 
ration they started for the wilderness and some 
of them died there. Winslow C. Watson, 7 in 
his History of Essex County published in the 
same year, stated: “I have met with in- 
stances of individuals, who had reached their 
forest homes, in advanced stages of pulmonary 
affection, in whom the disease had been ar- 
rested, and the sufferer restored to compara- 
tive health.” 

The medical profession began to appreciate 
the advantages of climatic treatment in the 
next decade. In 1879 the well-known New 
York internist, Alfred L. Loomis, was able to 
address the annual meeting of the New York 


State Medical Society on “The Adirondack 
Region as a Therapeutical Agent in the Treat- 
ment of Pulmonary Phthisis.” 12 He recorded 
20 tuberculous case histories of whom 10 had 
recovered, 6 were improved, and 4 were 
failures. One of these was the case of Dr. 
Edward L. Trudeau, whose enthusiastic and 
logically written letters setting forth the values 
of the “salubrious” climate were fully repro- 
duced. “Not only in New York but all over 
the country, the doctors evinced a sudden en- 
thusiasm respecting the Adirondacks that was 
obviously kindled by Dr. Loomis’s torch,” 
so wrote Marc Cook in his Wilderness Cure 
published in 1S80. 14 His was the first guide- 
book and curing manual for the tuberculous 
patient, and Cook freely admitted that the 
interest arising from Loomis’s paper was the 
excuse for his book. By 1886 the concept of 
the mountain cure for chest diseases had so 
developed that Dr. Joseph W. Stickler, of 
Orange, New Jersey, wrote a book called 
The Adirondacks as a Health Resort 13 contain- 
ing numerous testimonials of doctors and 
patients on experiences concerning the Adiron- 
dacks. These form an authoritative record of 
early health seekers most of whose experiences 
were prior to 1880 and many to 1870. 

Clearly the idea of the climatic treatment of 
tuberculosis in the Adirondacks did not arise 
with Dr. Trudeau, but it was he who demon- 
strated its effectiveness and, by controlled 
study, placed it on a rational basis. When he 
developed the disease at the outset of a promis- 
ing New York City practice in 1871, he was 
sent to the South for treatment. 1 Later, as 
the disease progressed, he remembered good 
times on earlier hunting and fishing expedi- 
tions at Paul Smiths and asked to be taken 
there. He was quite literally brought in on 
a stretcher in the summer of 1873. He im- 
proved surprisingly in that summer but le t 
the mountains in the winter only to return m 
much poorer condition in the spring. In t e 
fall of 1874 he had improved so greatly that he 
determined to remain for the winter. e 
venture succeeded and he improved stea i J 
all through that winter and the following sum- 
mer. In the autumn of 1876 he moved o 
Sar ana c Lake for the winter thus beginning a 
custom of forty years. In the joy of returning 
health and vigor his old love of hunting and 
fishing asserted itself and the guides wer 
quick to learn his excellence. While he made 
no effort to practice medicine actively, Jus 
services were often in demand and le gnv 

them freely to all. , , n 

A handful of invalids had preceded Dr. 



April 15, 1942] 


HISTORY OF MEDICINE 


799 


all the last war in the British service, and has 
distinguished himself this winter, particu- 
larly in his attention to the smallpox patients 
and the wounded." 

The result of this letter was that on April 
11, 1777, Dr. Cochran was appointed Chief 
Physician and Surgeon General of the Ameri- 
can Army. He served in this position for 
nearly four years, in charge of the field work 
of the Medical Corps of the Army. On 
January 17, 1781, he was again promoted 
to the position of director of the military 
hospitals of the United States with the rank 
of General. This, the highest position in the 
medical service, he held until the end of the 
war in 1783. 

Considering the amount of territory cov- 
ered by the armies of the United States ex- 
tending from New England to the Mohawk 
valley, New Jersey, Pennsylvania, Virginia, 
and the Carolinas, the Medical Department 
was lamentably small. At the time of its 
reorganization in 1780 it consisted of one 
director of military hospitals in supreme com- 
mand, one chief physician and surgeon gen- 
eral in charge of field work, three chief phy- 
sicians and surgeons of the hospitals, a pur- 
veyor and an apothecary with their clerks, 
fifteen hospital physicians and surgeons, 
with twenty-six surgeon’s mates. The rest 
of the medical corps, including clerks, matrons, 
stewards, storekeepers, nurses, and orderlies, 
numbered only fifty-seven. There were 
barely one hundred people to care for the 
sick and wounded over a battle front of over a 
thousand miles. 

Not only was the personnel inadequate but 
the medical supplies were almost entirely 
lacking. In his letters that have been pre- 
served, Dr. Cochran is constantly describing 
the terrible condition of the military hospitals. 
l|y the year 1780 the country was bankrupt; 
the value of its money had depreciated almost 
to the vanishing point. The Continental 
t-ongress was at its wits end as to how to 
procure funds for the maintenance of the 
ar my and was sublimely uninterested in the 
needs of the Medical Department. Requisi- 
supplies were pigeonholed and com- 
P etely ignored. By 17S0, the hospital situa- 
ma had become acute, and that Dr. Cochran 
j little hope of its improvement is shown 

^ * e tter written by him from Morristown 
o onathan Potts, purveyor of hospitals, on 
starch 18, 1780: 

“Dear Sir: 

I received your favor by Dr. Bond, and 


am extremely sorry for the present situa- 
tion of tbeHospitalfinanees. Ourstoreshave 
all been expended for two weeks past, and 
not less than six hundred regimental sick 
and lame, most of whom require some as- 
sistance, which being withheld, are lan- 
guishing and must suffer. I flatter myself 
you have no blame in this matter; but curses 
on him or them by whom this evil is pro- 
duced. The vengeance of an offended 
Deity must overtake the miscreants sooner 
or later. It grieves my soul to see the 
poor, worthy brave fellows pine away for 
want of a few comforts, which they have 
dearly earned. I shall wait on His Ex- 
cellency the Commander-in-Chief, and 
represent our situation, but I am per- 
suaded it can have little effect, for what 
can he do? He may refer the matter to 
Congress, who will probably pow-wow over 
it awhile, and no more be heard of it. The 
few stores sent on by Dr. Bond in your ab- 
sence have not yet arrived. I suppose owing 
to the badness of the roads. If they come, 
they will give us some relief for a few weeks.” 

In a letter written May 24, 1781, to Samuel 
Huntington, president of the Continental 
Congress, Dr. Cochran said: “The Hospitals 
are in the utmost distress for want of neces- 
saries for the sick. In some of them we have 
not stores, and in others the supplies are so 
t riflin g and insignificant as to be of little or 
no service. I am sensible of the difficulties 
and embarrassments of Congress, but am also 
sensible that unless some speedy and effectual 
measures are taken to relieve the sick, a num- 
ber of the valuable soldiers in the American 
army will perish through want of neces- 
saries, who would soon be serving their coun- 
try in the field could they be supplied. The 
surgeon who has the care of the hospital at 
Boston writes me that his sick are in great 
want, and that he is not in a situation to 
procure any relief. At Albany the only article 
of stores is about sixty gallons of vinegar, and 
the sick suffer extremely at times for want 
of provisions. The other Hospitals are in a 
similar condition.” 

On March 25 of the same year he wrote to 
Dr. Bond, the hospital purveyor: “I was 
favored with yours of the 20th of February, 
about fifteen days ago, on my way to Albany, 
which accounts for my not answering you 
until now — as I only returned last night. I 
am sorry to inform you that I found that Hos- 
pital entirely destitute of all kinds of stores, 
except a little vinegar, which was good for 
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GENERAL JOHN COCHRAN 

T. Wood Clarke, M.D., Utica, New York 


I EANING against a circular mound in 
■J Forest Hill Cemetery in Utica are three 
stone slabs marking the location, of the mortal 
remains that lie interred below. Two com- 
memorate Colonel Benjamin Walker, aide to 
Baron Steuben and to General Washington, 
and his wife, while the third bears upon it 
the words: “Here lie the bodies of Dr. John 
Cochran, Director General of the Military 
Hospitals of the United States, and his wife 
Gertrude.” It is seemly that the medical 
profession should know something of the 
story of this medical hero of the Revolution- 
ary War whose remains lie in our state. 

In 1570 John Cochran, a relative of the 
Earl of Dundonald, moved from Paisley, 
Scotland, to the north of Ireland. In the early 
part of the eighteenth century James Cochran, 
his descendant in the sixth generation, crossed 
the Atlantic and became an American fanner. 
James’ third son, John Cochran, was born in 
Sadsbury, Pennsylvania, on September 1, 
1730. 


street made his famous expedition up the 
Mohawk valley across the carry at Rome 
through Oneida Lake, down the Oswego River, 
and across Lake Ontario to capture Fort 
Frontenac at the site of the present city of 
Kingston and turned the tide in the war, Dr. 
Cochran was a member of his medical corps 
On this campaign he became a close friend of 
Major Philip Schuyler, of Albany, who, 
during the early days of the Revolution, as 
Major General, commanded the northern 
division of the American army until just be- 
fore the battle of Saratoga. After the sur- 
render of Canada, Dr. Cochran kept up his 
friendship with Philip Schuyler and on 
December 4, 1760, married his sister, Ger- 
trude, at Albany. After that he moved to 
Brunswick, New Jersey, where his experience 
in the army, his conscientiousness, and his 
integrity soon made him one of the leading 
physicians in that state. In 1766 he was one 
of the founders of the New Jersey Medical 
Society and three years later became its 


John Cochran, who early showed a disposi- 
tion to go into one of the learned professions, 
was sent to a good grammar school and then 
took up the study of medicine in the office of 
Dr. Thompson, of Lancaster, Pennsylvania. 
Just as he finished his medical studies in 
1755, the French and Indian War broke out. 
Since at that time medical education was 
largely empiric and such things as hospital 
internships were not obtainable, it was a 
common custom for young doctors to join 
the medical service of the army and obtain 
their practical experience on the ill or wounded 
soldiers. The young physician signed up as 
surgeon’s mate in the British army and 
served through the entire war. 

When in the su mm er of 1758 General Brad- 

Read at the Annual Meeting of the Medical Society of 
the State of New York, Buffalo, New York, April 30, 
1941. 


president. 

With the outbreak of the Revolution lie at- 
tached himself to the Patriots’ cause. In the 
late fall of 1776 he offered his services as a 
volunteer in the Medical Corps of the Amen 
can Army. General Washington was no 
long in seeing that Dr. Cochran’s talents w ere 
wasted in the position he held, and ear y in 
1777 he sent the following letter to the Con- 
tinental Congress: “I would take the liber y 
of mentioning a gentleman who I think nig 1 / 
deserving of notice, not only on account o ns 
abilities, but for the very great assistance 
which he has afforded in the course of tins 
winter, merely in the nature of a volun eer. 
This gentleman is Dr. John Cochran, v 
known to all the faculty. The place for which 
he is well fitted, and which would be mo»t 
agreeable to him, is surgeon general ot tie 
middle department; in this bne he serve 
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legs, being all of a thickness, from his knees to 
his ankles, but that he had a fine gold coat.” 
Dr. Cochran then comments that “a pretty 
representative the fellow will make to cause a 
rebellion to sink at his approach. I think 
from the description given of him he is much 
better calculated to cause an abortion in the 
fair sex than to quell a rebellion.” 

At the end of the war Dr. Cochran resigned 
from the army and, a short time after the 
peace, moved with his family to New York 
where he attended to the duties of his pro- 
fession until the adoption of the new con- 
stitution, when his Mend, President Wash- 
ington, retaining — to use in his words — “a 
cheerful recollection of his past services,” 
nominated him to the office of co mmis sioner 
of loans for the State of New York. This 
office he held until a paralytic stroke disabled 
him in some measure from the discharge of its 
duties, upon which he gave in his resignation 
and retired to a home in the Mohawk Valley, 
a few miles east of St. Johnsville, where he 
terminated a long and useful life on the sixth 
day of April, 1807, in the seventy-seventh year 
of his age. He was buried near the old Coch- 
ran homestead still standing a short distance 
'vest of the Palatine Church. 


His son, Major James Cochran, had married 
the daughter of General Philip Schuyler. 
General Schuyler, in 1772, had purchased a 
quarter interest in the Cosby Manor tract, 
where Utica now stands, and after his death 
in 1804 half of this became the property of 
his daughter, Mrs. James Cochran, and half of 
his other daughter, Mrs. Alexander Hamilton. 
In 1817, in order better to look after this prop- 
erty, the two sons, Major James Cochran and 
Captain Walter L. Cochran, moved to Utica 
and lived there for ten years. When they 
came to Utica the body of General Cochran 
was disinterred and reburied in the old burial 
ground on Potter Street. When this was 
abandoned it was transferred with military 
ceremonials to its present resting place in 
Forest Hill Cemetery. 

By a strange coincidence the body of Dr. 
Augustus Burgoyne, the nephew of General 
John Burgoyne and surgeon general in his 
army, also lies in Oneida County. After the 
battle of Saratoga he was taken prisoner to 
Vermont, remained there after the war, and 
practiced his profession. He spent his last 
years at the home of his daughter, the wife of 
Dr. Zenas Bird, of Augusta, and on his death 
in 1824 was buried near Knoxboro. 


SCIENCE IN 1941 

The ten big science stories and achievements of 
1941, selected by Watson Davis, director of 
science Service, are: 

!- The radio locator of attacking airplanes 
developed and put into war use. 

The enrichment of white flour and bread 
"dtn vitamins and minerals. 


■ The “cure” of gray hair in humans by daily 
nose3 of one of the B vitamins, para-aminoben- 
zoic acid. 


f The great aurora of Sept. 18. 

„, 0 ' The production of more and larger air- 
planes for war use. 


6. The development of sulfadiazine spray 
treatment of bums. 

7. Evidence that fowls constitute a reservoir 
for encephalitis or sleeping sickness and that 
mosquitoes carry the virus. 

8. Evidence that infantile paralysis may be 
spread by flies. 

9. Production of magnesium for airplanes by 
‘'mining” sea water. 

10. Development and construction of a new 
type of cargo ship, Sea Otter II, welded and 
powered with auto engines. 


s 4>„>-° u CQm PHin of finding sand in your 

‘■nu’ s ‘ r ”- ■ 

or tv,,!, 0 ;’ r - u the Army to serve your country 

or wrapiam about the soup?” 

10 serve my country, sir— not to eat it.” 

— The Highway Traveler 


Once Antigonus was told his son was ill, and he 
went to see him. At the door he met some young 
beauty. Going in, he sat down by the bed and 
took his son’s pulse. “The fever,” said Deme- 
trius, “has just left me.” “Oh, yes,” replied the 
father, “I met it going out at the door.” 

— Plutarch 
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nothing and frequently without bread or In spite of these handicaps and hardships 
beef for many days so that the doctor, under General Cochran struggled on doing all in 
those circumstances, was obliged to permit his power to alleviate the physical and mental 
such of the patients as could walk into town suffering of the sick and wounded under his 

to beg provisions among the inhabitants care. That he cared for the souls, as well as 

I pity our distressed condition on the score of the bodies, of his soldiers is shown by his 
money, and unless a sufficiency can be pro- appeal to the government to supply a chaplain 
cured at the opening of the campaign, we are to each hospital. 

undone.” During the last two years of his service Dr. 

The lack of surgical dressings is well illus- Cochran’s difficulties were lightened. The 
trated by the following request made by the surrender of Cornwallis stopped most of the 
purveyor: “Could you not, by advertisement, active fighting, and the flow of fresh wounded 
be able to procure a quantity of old linen from into the hospitals decreased. By this time, 
the good ladies of your city — I was obliged, too, aid from Trance was running smoothly 
after the last skirmish, when fifty men were and considerable quantities of medical sup- 
wounded, to give every sheet I had in the plies were arriving from our transatlantic 
world, but two, to make lint.” allies. By the end of the war, due to the 

How this small band of patriotic physicians French aid and Dr. Cochran’s untiring efforts, 


carried on during the terrible years of de- 
privation is a source of amazement to us of the 
present day, used as we are to hospitals with 
dbmparatively unlimited resources. But they 
did carry on through hardship and through 
want, through filth and through hunger. The 
salary of the director general was only §102 a 
month with S60 for subsistence payable in 
Continental currency. The loss due to the 
depreciation of this money affected the medi- 
cal officers but little, as these meager salaries 
were rarely paid. For two whole years not a 
member of the medical staff received a cent of 
pay, and they often went for days almost 
without food. In 1781 Congress, whose credit 
was by that time an imaginary quantity, 
adopted the plan of drawing on the various 
states for the salaries of the officers serving 
within its boundaries. The New York Legis- 
lature, while meeting the obligation of all 
other officers, made a distinction against 
those of the Medical Corps. By July, 1781, 
seven of the fifteen hospital surgeons had re- 
signed. As three of the eight remaining were 
required for the three cliief hospitals it left 
only five surgeons to take care of all the 
armies in the field. Pleas to Congress to 
promote certain of the surgeon’s mates to fill 
the vacancies were ignored, with the result 
that the mates also began to resign in dis- 
gust. 

At one time when Dr. Cochran learned that 
a former member of the medical staff was 
keeping certain supplies belonging to the 
government at Danbury, Connecticut, and 
he told the assistant purveyor at Fishkill to 
get them, he was informed that the latter 
had not sufficient funds to make the journey. 
He had to supply money from his depleted 
personal purse to make the trip possible. 


adequate medical care was being given to the 
Patriot troops. 

Dr. Cochran was a man of stately presence 
and fair complexion with an expression to in- 
dicate genial and benevolent qualities. The 
volunteer surgeon’s mate of the French and 
Indian War rose to the position of director 
general of the military hospitals of the United 
States by superior expertness in the duties 
confided to him and greater alacrity in their 
performance. An unusual personal modesty 
made his promotions unsolicited. In fact, 
when the position of direotor general became 
vacant, he strenuously urged upon Congress 
the appointment of the man next below him m 
his stead. The hardships and suffering he 
underwent were lamented only as they inter- 
fered with the service. He exhausted his per- 
sonal credit by giving his all to the care of his 
charges. The last sheets from his bed were 
converted into bandages. A glowing human- 
ity intensified his attention to the sick, an 
with an executive capacity, as thoroug as 
rare, he was the author of many reforms ® 
the army. He was the support of the an 
guishing medical department. 

That he was not lacking in a sense of humor 
is shown by a letter written in 1781 to 
Craik. Prince William Henry, later lim D 
William IV, had come to New York as a mia- 
shipman with the British fleet. A la w 
had come from the city had seen the ri , 
and Dr. Cochran related his description i 
these words: “He was asked what he cas 
and what he thought of him. He sa 
expected to have seen something more m ™ 
than in other people, but was disappoints 
except his being the ugliest person ^ 
saw, with a very large nose. Hi > ^ 

sembled those of a wall-eyed horse, an 


/ 'X 
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tremely efficacious as wet dressings in the 
healing of the superficial pustular lesions of 
pyodermia. Satisfactory results have been 
obtained in 26 cases of extensive secondarily 
infected pediculosis corporis or scabies. Em- 
ployed as an early wet dressing, improvement 
was noted in 8 cases of infectious eczematoid 
dermatitis. It is emphasized that, as a rule, 
when the superficial infection has been cleared 
up other treatments must be applied. 

Localized pyogenic ulcerations and erosions 
as mild impetigos have responded to local ap- 
plications of the solution diluted 1 to 3. The 
lesions have to be cleaned and the crusts re- 
moved by the usual methods. Cases that 
did not respond favorably to higher dilutions 
improved when a 1 to 3 solution was applied 
three times a day. Such strength is not rec- 
ommended for wide areas. As a bentonite 
lotion it gave satisfactory results in 12 mild 
cases of impetigo and in 5 severe ones. When 
wet dressings are used, strict supervision 
should be exercised so that they are not 
allowed to dry. 

It is worthy of note that a commendable 
and little known application of the solution is 
attained when it is used 1:80 in the form of a 
warm tub bath. The patient is allowed to re- 
main in the bath from ten to thirty minutes. 
This procedure was tried in 6 cases of pem- 
phigus, and all observers have remarked about 
the deodorant and cleansing qualities of the 
bath. The patients themselves have re- 
quested Dalibour’s bath in preference to the 
commonly used potassium permanganate, 
over which it has also the advantage that it 
does not stain the bath tub. It is not to be 
taken for granted, of course, that it is at all 
advocated as a cure for pemphigus. Its as- 
tringent, deodorant, and antiseptic properties 
simply help to make the patient more com- 
fortable. Such baths have also been used as 
an aid in several cases of exfoliating derma- 
btis, in generalized bullous eruptions, and in 
extensive pustular dermatitis with gratifying 
results. 

We have also used this solution as a deo- 
dorant, with satisfactory results, in such dis- 
eases . as granuloma inguinale, condyloma 
acuminatum, and severe malignancies. Dilu- 
tions of 1:10 to 1:20 are advised for this pur- 
pose. These dilutions can be recommended 
too for hyperhidrosis and bromidros s. 

In cases such as dermatophytosis, hypo- 
static dermatitis, and dermatitis venenata, 
a hen superficial secondary infection demanded 
immediate attention, dilutions varying from 
t:8 to 1:30 were applied as wet dressings or 


compresses in more than 200 patients. When 
the infection subsided in the course of a few 
days, the treatment was changed, the selec- 
tion of the pharmaceutic agent depending 
upon the stage of inflammation of the s kin 
and the particular sensitivity of the patient. 

Dalibour’s water, however, has not been 
found to be so good an astringent as Burow’s 
solution in noninfeeted dermatitis venenatas 
or eczemas, nor did it improve cases of gener- 
alized moniliasis. It has not aided deep- 
seated pustular eruptions, such as sycosis 
vulgaris, pustular psoriasis, or furunculosis. 
We have found that in deep-seated pustular 
eruptions of the hands and feet Dalibour’s 
water is not so rapidly effectual as l / t per cent 
solutions of silver nitrate, but the prolonged 
use of it is less hazardous. 

Prior to using this remedy, we patch-tested 
25 patients with solutions of 1 per cent copper 
sulfate, 1 per cent zinc sulfate, and 1 per cent 
saffranine. No immediate or delayed reac- 
tion w r as observed. We have not noticed a 
single case of dermatitis venenata due to the 
application of the solution in over 400 cases 
in which it has been used, properly diluted in 
one form or another. 

Summary and Conclusions 

Dalibour's water has been found to be of 
value in several pyogenic conditions of the 
skin, tried in over 400 cases. Various methods 
of use have been discussed, and the incorpora- 
tion of the components of the solution in new 
ointment bases has been suggested. The 
value of the solution used in the form of a 
bath is emphasized. 

No intolerance was noted when properly 
diluted. Patch tests with the components of 
the solution always gave negative results. 

The deodorant action of the solution has 
been emphasized. 

It is of particular value in pyogenic infec- 
tions presenting intolerance to other antisep- 
tic preparations. 

We believe that Dalibour’s water deserves 
a more widespread use. 
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Dr. Frank C. Combes, New York City — 
This paper has brought to our attention an old 
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DALIBOUR’S WATER— ITS USES IN DERMATOLOGY 

Timothy J. Riordan, M.D., Orlando Canizares, M.D., and 
George Edward Morris, M.D., New York City 


F OR more than two centuries Dalibour’s 
water, a weak solution of copper sulfate 
and zinc sulfate, has been used by the French 
school of dermatologists in the treatment of 
traumatic wounds and pyogenic infections 
of the skin. An extremely useful prepara- 
tion with a fascinating history, it has with- 
stood the test of time and, since it is not welt 
known in this country, we wish to present 
our experience with its use for several dif- 
ferent skin conditions. 

Sabouraud 3 claimed that the originator of 
this solution was named Auilleboust, some- 
times also called Alibour, physician of King 
Henry IV, but according to Sezary 1 the real 
originator of this solution was Jacques Dati- 
bour, a surgeon of the army of Louis XIV and 
member of the Royal Academy of Surgery. 

Dalibour first used his famous solution in 
the year 1700 in the treatment of wounds of 
soldiers in the army of Louis XIV. At his 
death in 1735, Jacques Dalibour passed the 
secret formula on to his son, also a military 
surgeon, who in turn entrusted it to his 
daughter. The latter passed it on to her 
son, a druggist, who exploited it to its fullest 
under the name of “L’eau de merveille” 
(the marvelous water) and “L’eau sovereigne” 
(sovereign water). 

The name Dalibour has been spelled in 
many different ways such as D’Ahbour 
(very commonly used), D’Ahbourst, or 
D’Alibourt. But in all official papers in which 
the name of the originator of this solution 
was mentioned the name Dalibour was used. 
The last edition of the French Pharmacopoeia 
has reaffirmed the correct spelling as being 
“Dalibour,” and it is hoped that this spelling 
will be carried in the English literature. 

The Dalibour family kept the formula secret 
for many years; it was first revealed in 1812 
in the Formulaire Magistrate, some 77 years 
after the death of Jacques Dalibour. 

The original formula employed was: copper 
sulfate, 0.1 per cent; zinc sulfate, 0.4 per 
cent; camphor water, 1 per cent; safranine, 
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0.1 per cent; and distilled water (q.s.). The 
solution is pink in color, due to the presence 
of safranine, odorless, and clear. It has a 
mild, astringent, metallic taste. The pH 
of a 1:20 solution with distilled water is 5.3; 
with tap water, 6.3. 

Of course, it was to be expected that many 
would try to modify and improve Dalibour’s 
original formula. Some have suggested omit- 
ting the safranine, the solution thus prepared 
having a pale blue color due to the copper 
sulfate. Others have increased the strength 
of one or both of the contained electrolytes 
which are weakly present in the original for- 
mula. Dyes, such as gentian violet and 
brilliant green, substitutes for the safranine, 
have been found to have the advantage of a 
drying antiseptic action besides changing the 
color of the solution. The addition of 1 per 
cent or less of picric acid seems to be highly 
recommended in some South American der- 
matologic centers. 3 Tbibierge 3 added so- 
dium chloride, 7 per cent, to make the solu- 
tion isotonic with the blood. The Frenc 
Pharmacopoeia gives two formulas of 
Dalibour’s solution: the weak, the original 
formula, to be diluted in two or three parts 
of water; the strong, which contains 1 pe 
cent of copper sulfate, ,3.5 per cent o Z1 
sulfate, and 10 per cent of camphor water 

be used in higher dilutions. ,. 

It is not to be thought, however, thatiJau 
hour’s formula can be used only m tie 
of wet dressings or compresses, for 1 ca 
readily incorporated in such widely used pep* 
rations as Lassar’s paste, lanohn, bentomte 
paste, aquaphor, or any other iy P 
ointment base. ,i_ 

Some suggested formulas are: ter 

late, 0.04, zi* sulMe, 0.16, «« 

6; lanohn, 10; zmc oxide, 4, P ^ 
(q.s.), 30; or copper suff lte ’ ' ° a °g a Lnielis, 
fate, 0.06; glycerin, 4 A epa . 

30; orange flower water (q.s.), 1-0- S ' ^ 

ration recommended for indole “ ° 0 j2; 
is: copper sulfate, 0.03; zinc sulfate, - 

bentonite, 7; water (q.s.), 12 • use d 

During the pest 
Dalibour’s water in many varied 

in the dermatologic wards, 

Bellevue Hospital, and mpnva be ex . 

Diluted 1:20 it has been found 
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TACHYCARDIA IN THE NEWBORN 

Herman Tarnower, M.D., F.A.C.P., and Berton Lattin, M.D., Scarsdale, New York 


A REVIEW of the literature would indicate 
that paroxysmal tachycardia in infants is 
rare. This is probably the case but, like 
many uncommon medical conditions, when 
borne in mind it is apt to present itself with 
unexpected frequency. 

As far as we were able to discover, no one 
person has had any vide or intensive experience 
with this condition (paroxysmal tachycardia 
in infants). In consequence, the treatment 
is far from standardized. Even in adults, as 
anyone who has seen a number of these arryth- 
mias knows, it is often necessary to try a few 
drugs before the desired effect is procured. 

In infants the tachycardias of auricular 
origin are the most common, with auricular 
flutter and atrioventricular nodal tachycardia 
occurring next in frequency. 4 ' 6< 9> 17 • 13 While 
auricular fibrillation is fairly common in 
adults, it must be extremely rare in infants, 
since we have been able to find but 1 case re- 
ported in the literature. 11 The tachycardias 
of ventricular origin are uncommon and, as 
one would expect, the most serious. 

We were fortunate to have the opportunity 
of seeing 1 case of auricular flutter and 1 of 
aurieuloventricular nodal tachycardia. As 
events have turned, it was perhaps better that 
we were not confused by the wide divergence 
of opinion in the literature regarding thera- 
peutics. In our innocence, we successfully 
employed the drug that theoretically appeared 
correct. Later we realized that the misgiv- 
ings and fears we experienced were similar to 
those of others who have treated these infants. 

The 2 cases we are presenting are unusual; 
nevertheless, the literature contains an exact 
duplicate of 1 and several instances of the 
other. 

Case Repons 

Case 1. — Dr. Jack Ehrlich, of White Plains, 
administered the usual prenatal care to the ex- 
pectant mother, a well-nourished and well-de- 
veloped white woman, aged 21. On March 11, 
1939, in the eighth month of prenatal care, Dr. 
thrlich noted that the fetal heart was grossly ir- 
regular, with a rate ranging between 150 to 180. 
lie followed the situation closely for one week and 
admitted the patient to the White Plains Hos- 
fd - ' 1 ' 011 March 19, 1939, for further consideration 
of the problem as to whether or not cesarean see- 
tion shou ld be performed. At this time the 

$ e . Pediatric Section o£ The New York 
Academy of Medicine, April, 1910. 


mother’s heart rate was 68, regular in force and 
rhythm. The fetal heart was grossly irregular in 
rhythm and the rate varied between 140 and 
210. An attempt to take an intrauterine elec- 
trocardiogram was unsuccessful. 

With the help of Dr. Studdiford the following 
reasoning was followed out. A coiling of the 
umbilical cord around the neck would be un- 
likely to give any trouble unless labor were in 
progress; a knot in the cord would produce a 
murmur as would most congenital cardiac de- 
fects and, since no evidence of premature placen- 
tal separation presented itself, it was thought 
best not to anticipate it. Accordingly, it was 
concluded that the arrhythmia was inherent in 
the fetal heart and no further attempt was made 
to analyze it. Finally, it was thought that if the 
infant could not survive the trials of a normal de- 
livery it might perhaps be better not to interfere 
with the law of nature in the “survival of the 
fittest.” 

The infant was delivered at full term on April 
11, 1939, after twelve hours of labor, no in- 
struments having been applied. The fetal rate 
during the second stage of labor varied between 
130 and 180 and was grossly irregular. After 
delivery, physical examination of the baby 
(girl) was negative in every respect except that 
the cardiac irregularity persisted and the rate 
varied between 140 and 225. Pressure over the 
sinus carotieus caused a definite slowing of the 
heart rate. There were no murmurs. The birth 
weight was 8 pounds, 12 ounces. The placenta 
showed changes that were within normal limits. 

An electrocardiogram was taken the first day 
of birth and showed auricular flutter with 
varying degrees of block. Digitalis, 2 minims 
every four hours, was started immediately. Dur- 
ing the first twenty-four hours the infant lost 7 
ounces. The nursing staff noted that the child’s 
color was poor at times and that she regurgitated 
frequently. On the whole, the infant was never 
considered critically ill. On April 13, 1939, the 
third day after delivery, the condition was un- 
changed. At this time V; cat unit of digitalis 
was administered intramuscularly. Five hours 
later the heart rate was found to be 136, constant 
in force and rhythm; an electrocardiogram taken 
at this time showed a normal sinus rhythm with a 
peculiar second lead, which we think, in the light 
of subsequent electrocardiograms, was a digitalis 
effect. An x-ray of the heart was noncontribu- 
tory. 

The infant took her feedings poorly and re- 
mained below the normal expected weight. On 
discharge from the hospital on May 13, 1939, at 
the age of approximately 1 month, she was still 
5 ounces below birth weight. The heart was ex- 
amined frequently during this time and was al- 
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is new. The correct designation is new to me. 
I do not recall having ever seen or heard a his- 
toric review or clinical report on its use. In my 
own experience it always connotes Bockhardt’s 
impetigo or osteofolliculitis. I use it regularly 
in this condition with almost invariably favor- 
able results. I have never used it on any other 
occasion. Why, I cannot say. Probably it is 
because I think a well-prepared Burow’s solu- 
tion is better. 

The logic of D’alibour's reasoning in com- 
pounding this solution is simple and clear. The 
local therapeutic value of copper sulfate and zinc 
sulfate was recognized by physicians many cen- 
turies before boric acid and aluminum acetate 
were known. Blue or Roman vitriol water 
in the fourteenth and fifteenth centuries was ex- 
tolled as a local wet dressing in cutaneous in- 
flammations and impetigo. The same may be 
said of white vitriol, which found its broadest 
use as a collyrium in inflammations of the con- 


junctiva. Copper sulfate, in addition to pos- 
sessing local stimulating and astringent proper- 
ties, even in high dilutions is bacteriostatic and 
fungicidal. 

Camphor is highly prized in the household as a 
local sedative. Aqua sedativa is an old item in 
the National Formulary, its antipruritic and 
sedative properties being dependent upon its 
camphor content. It has been recommended 
for use in herpes, erysipelas, pruritus, and ec- 
zema. 

The simultaneous application of copper and 
zinc sulfates and camphor by means of D’alibour 
water affords us an effective bacteriostatic, 
astringent, and sedative solution for use as a wet 
compress. 

It is mentioned in the older literature as a 
remedy in the treatment of chancroids, sup- 
purating buboes, and purulent balanitis. I 
wonder whether it has been found superior to 
boric acid or Burow’s solution for this purpose. 


A HUMAN OSTRICH [a letter to the British 

“Sib — T he following case is so out of the ordi- 
nary that I think its publication may be justified 
on that ground alone. 

“A man aged 25 years was in prison, where he 
stated he had swallowed various articles. He was 
removed to a London hospital for x-ray examina- 
tion, but at the hospital he managed to effect an 
escape, and was recaptured; in view of this be- 
haviour it was thought necessary for him to be 
operated upon within prison walls. He was 
transferred to hospital on May 17, 1940. An x- 
ray examination made the same day showed (1) 
two long metal bodies and a big belt-buckle in the 
area of the stomach, (2) a screw in the right iliac 
fossa, (3) a long needle near the ileo-caecal junc- 
tion. 

“That evening I operated upon him under 
general anesthesia, opening the abdomen by a 
right paramedian incision. From the stomach I 
removed (1) a metal punch, (2) a spoon handle, 
(3) a tin prison-knife, (4) a buckle, (5) a piece of 
a metal comb, (6) a picture hook, (7) a piece of 
glass (this I had to work back from the duo- 
denum through the pylorus). I found a needle 
lying partially through coils of small intestines 
and in the peritoneal cavity directly over the 
right iliac vessels. It appeared to have worked 
through the intestinal walls very easily. Later 
on he passed normally the screw which had been 
seen in the right iliac fossa. The third day after 
the operation, when he was left for a few minutes, 
he was found standing on his bed looking out of 
the window at the view. He made an uneventful 
physical recovery, but his mentality degenerated, 
and on June 8 he had to be certified insane, and 


M. J . J 

was transferred to a civil mental hospital, from 
which he escaped. . . 

“On September 15, 1941, he was again m 
custody and admitted to prison with the m-’to”' 
of having pushed a needle into his chest, uhere 
was a small scratch at the site of entrance internal 
to the left nipple. X-ray examination showed 
the needle lying to the left of the sternum in 
slightly vertical line point downwards, and tn 
lateral view showed it to be inside the thoraci 
cavity. I opened the chest with a horizontal in- 
cision over the sixth rib, and resected one an 
half inches of this rib to open the pencaroisu 
cavity. Unfortunately the needle could not ^ 
found free in the cavity. The heart was beating 
strongly, and it appeared that the needle my 
the muscle wall; I did not feel justified i 

tempting its removal, especially as the ana 
tist was by then worried somewhat by the man 
condition. . „ 

“On September 24 he passed four large pieces 
of glass per rectum, which did not injure 
any way. These he admitted an 

ten days previously m prison. He de e > P 
empyema on October 13; I resected a p 
and drained this: fortunately he „.,: ca ]|v 
eventful recovery, the wounds being P 
healed on October 30. . „ m that 

"The special points to be noticed a ( 
he could swallow large foreign bo 
that he could pass glass fragments nithou ) 
damage to himself. — I am, etc., „ 

J. W. McK. Nicholl, M.D., B. • 
November 18 
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ways found to be normal. No medication was 
given from the time of the intramuscular digi- 
talis. An electrocardiogram taken at 8 weeks of 
age was absolutely normal. The child was then 
taking her feedings weE and weighed 10 pounds 
and 11 ounces. At present the child is 18 months 
old, weighs 23 pounds, and is apparently normal 
in aE respects. There are no cardiac murmurs. 

Case 2 . — The second case occurred in an infant 
10 days of age. She was the third daughter of an 
American-born white woman, aged 29. The 
first 2 daughters had been born abroad, 1 in 
Morocco and the other in Colombia, South 
America. They were healthy and normally de- 
veloped. 

The infant was a full-term girl delivered at the 
Lawrence Hospital on May 31, 1939, after a four- 
hour labor. Instrumentation was not necessary. 
The birth weight was 8 pounds, 2 ounces, and this 
was regained on the eighth day after the usual 
loss. A routine x-ray taken on the second day 
was reported normal. Dr. FoUett, of Scarsdale, 
the pediatrician in attendance, had found the 
child to be normal on the ninth day. On the 
tenth day at the 10 a.m. feeding the nurse in 
charge found the infant pale, slightly cyanotic, 
listless, and cold. Dr. FoEett was caHed im- 
mediately, and after a careful examination he 
concluded that the rapid heart was very likely 
primary rather than secondary to something 
else. This is certainly not an easy differential 
diagnosis to make (more Trill be made of this 
point later). An electrocardiogram was taken 
that evening and showed an atrioventricular 
nodal tachycardia at a rate of 256. The child 
looked critically ill, and it was felt that a heroic 
measure was justified. Accordingly, Vs cat unit 
of digitalis was administered intramuscularly at 
9:30 p.m. During the next hour and a half there 
was no change. At 2 a.m. the rate was 125, regu- 
lar in force and rhythm. CEnicaEy, the child 
had improved slightly. By morning she was 
normal, and an electrocardiogram showed a sino- 
auricular rhythm with a rate of 130. There was 
no electrocardiographic evidence of digitalis 
effect. A repeated x-ray of the chest was re- 
ported as showing a questionable thymus. On 
the sixteenth day, the day of discharge from the 
hospital, the infant weighed 8 pounds and 6 
ounces. As far as is known there have been no 
recurrences. An electrocardiogram taken at the 
a ge of 5 months was normal. The child had de- 
veloped normaUy. The family moved to Buenos 
Aires a few days after the last electrocardiogram 
was taken. 


Discussion 

These 2 cases bring many interesting points 
to mind. Are these episodes more frequent 
in infants than we have been led to believe? 
May they not be misdiagnosed and perhaps 
erroneously included in the vague groups of 
thymus and status lymphaticus death? 

The clinical picture in our 2 cases was en- 
tirely different. Whereas the infant with 
nodal tachycardia showed evidence of severe 
circulatory disturbance, the one with auricu- 
lar flutter was never critically ill. It is our 
opinion that nodal tachycardia in an infant is 
a much more serious affair than auricular 
flutter. Taran and Jennings* 3 were im- 
pressed with this fact and wrote: "In cases of 
tachycardia of nodal origin an interference 
with ventricular filling may come into account. 
There is a real danger of a ‘stoppering effect/ 
Therefore, the stopping of a paroxysm of 
atrioventricular nodal tachycardia is an ur- 
gent measure.” 

W erley’s' 15 report of a fatal paroxysmal tachy- 
cardia in an infant 4 days old in whom the 
rate was 300 would indicate that these episodes 
are not to be taken lightly. Unfortunately, 
an electrocardiograph was not taken in this 
case. No medication had been administered. 
Autopsy showed a patent foramen ovale 7 mm. 
in diameter, and there was nothing else to ex- 
plain the death. 

Carr and McClure 5 reported a case of au- 
ricular flutter which was almost a facsimile of 
the one presented here. Their experience 
differed from ours in two respects. On the 
one hand, they were a bit more radical or con- 
servative, depending on how you view the 
matter, in that the child was deEvered by 
cesarean section. On the other hand, they 
were definitely more conservative and appar- 
ently justified in that they made no attempt 
to treat the auricular flutter, and this reverted 
to normal rhythm on the tenth day. 

Sherman and Selfless 21 administered digi- 
talis (4 drops of the tincture three times a day 
for eight days) to a 3-month-old infant with 
auricular flutter. The history suggested that 
the flutter had been present from birth. They 
felt the return to normal rhythm was the re- 


f, lG ; L Case 1 . Electrocardiogram taken immediately after delivery. _ Auricular flutter with 
a block varying from 2 : 1 to 4 : 1. The auricular rate is 450. The ventricular rate is about 195. 
Kight axis deviation. 

• ,. ,G - 2, Case 1 . _ Electrocardiogram taken on the third day, five hours after intramuscular in- 
: ction of l A cat unit of digitalis. Normal sinus rhythm at a rate of 135. Right axis deviation. 
1 P, °"'q T waves and the peculiar shape of the second lead may be digitalis effect, 
off t P ASE L Electrocardiogram taken at the age of 3 weeks. The usual right axis deviation 
miancy a present. The complexes are of a normal contour. 




Fig. 2. 

[See opposite page for legend.] 
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and tbat the administration of a single dose of 
digitalis, 10 grains, to a 3-year-old child even 
as an heroic measure, is not justified. 

Aside from the tachycardias of ventricular 
origin, a fatal issue is most common where 
there is a concomitant anatomic congenital 
defect. 56 Auricular flutter occures fairly 
frequently with a widely patent foramen 
ovale. 1,23 There is no evidence of such a le- 
sion in our case, but it is impossible to rule it 
out absolutely at this time. The youngster 
is being followed with this possibility in mind. 
Encephalitis, 26 diphtheria, 16 and other acute 
infections have been associated with the onset 
of paroxysmal tachycardias. One can readily 
see how confused the issue may be in such 
circumstances. 

There is another thought about which one 
might speculate. Would it be worthwhile to 
digitalize the mother in the event that one 
found the intrauterine fetal heart to have an 
irregularity similar to the one herein reported? 
There is precedent to show that this might be 
worth considering. Hyman, 14 in 1930, made 
a phonocardiographic study of the fetal heart 
sounds and found that irregularities were not 
uncommon (9.2 per cent). He classified 
them into three types: (1) sinus arrythmia, 
(2) extrasystoles, and (3) gross irregularities. 
His experience led him to believe that of the 
three types the gross irregularities were seri- 
ous. In his 6 cases with gross irregularity, 
1 aborted at the sixth month, 2 aborted at the 
seventh month, and 3 survived. Unfortu- 
nately, the cases are reported in summary, and 
it is impossible to know whether or not other 
factors were involved. It is, of course, equally 
possible that the irregularities were incited by 
an impending miscarriage, in which case digi- 
talis or any other cardiac therapeusis would be 
unavailing. 3 

Summary and Conclusions 

Two cases of paroxysmal tachycardia in the 
newborn, one of auricular flutter and the other 
of auriculoventricular nodal origin, are pre- 
sented and discussed.* 

The possibility of a paroxysmal tachycardia 


should be considered in any instance where 
the cardiac rate is persistently rapid or ir- 
regular. Paroxysmal tachycardias in infants 
may occur more frequently than is commonly 
believed. 

Though a great deal of investigation will 
be necessary before any therapeutic facts 
can be established, we feel that digitalis 
may be satisfactorily employed in the treat- 
ment of paroxysmal tachycardia of the newborn 
with a fair margin of safety. 
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* We recently saw a third case of paroxysmal tachycar- 
dia in an infant 8 days old. It was supraventricular m 
origin with a note of 265 per minute. The infant was 
not seriously ill so it was thought best to observe the 
progress for twenty-four hours before administering any 
therapy. Fortunately, the attack subsided spontane- 
ously after eighteen hours 


AT ANY COST 

• • • - Civilian defense will utilize additional 
une. \\ ork previously performed by uterus and 
esidenta in the hospitals will be part of the at- 
tending physician's task "—Advance proof 


of an editorial. ‘‘No Matter What the Cost" in 
the Joumol of the Michigan Slate Medical Society. 
(In all fairness the mistake was corrected in the 
published issue — by sissors and paste.] 
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Fig. 4. Case 2. Electrocardiogram takeu 
during the acute attack at the age of 10 days 
shows an atrioventricular nodal tachycardia at 
a rate of 256. 

Fig. 5. Case 2. Electrocardiogram taken 
the following morning about twelve hours after 
the administration of digitalis shows a normal 
tracing with right axis deviation. 


suit of a maturity of the conduction bundle 
tissue rather than digitalis effect. 

Halbertsma and Hartog 12 were successful 
in reverting an auricular flutter of three years’ 
duration to normal through the use of digi- 
talis. The child was 2 years old when the 
flutter was first recognized. 

In an article 24 published within the past 
two years the authors employed physostig- 
mine salicylate, quinine, and pilocarpine ni- 
trate in an infant 7 days old with auriculo- 
ventricular nodal tachycardia (280). The 
effects were alarming. In this same case 
there was an immediate and satisfactory re- 
sponse to intramuscular digitalis. A recur- 
rence after circumcision also responded to this 
therapy, but this time one of the great fears of 
digitalis therapy was demonstrated— ventri- 
cular fibrillation was recorded. Fortunately, 
this was of a short duration and was immedi- 
ately followed by a normal sinus rhythm. 
There were no further recurrences. The 
frank signs of cardiac decompensation which 
were present in this infant are not uncommon 
when the tachycardia has persisted for a few 
days, regardless of the type. 

There are a number of reports of paroxysmal 
tachycardia that have been recurrent, starting 
and stopping spontaneously. 8 ’ 13 ’ 16 Drug ther- 
apy in these has often shown little or no influ- 
ence. One instance of the ventricular type 1 * 
masqueraded as idiopathic epilepsy for three 
years before its true nature was recognized. 
This same child died at the age of 8 during an 
attack, having experienced many seizures 
over a five-year period. Autopsy showed 
cardiac hypertrophy with vague myocardial 
changes. It is interesting that necropsy m 
another fatal ventricular tachycardia 2 in an 
infant aged 15 months also showed an unex- 
plained cardiac hypertrophy. 

Digitalis has been employed with varying de- 
crees of success in the treatment of paroxysms 
tachycardia in infants. 7 ’ 16 ' 11 ’ 14 ' 16 ’ 2 / No one 
has had the courage to advocate its use wi 
any degree of emphasis. It is extreme) 
difficult to draw conclusions from the litera- 
ture of reported cases. One is apt to diner 
with the authors in the interpretation of tne 
cardiographs or in the evaluation of the re- 
sults obtained through the use of digitalis 
other drugs. For instance, one case is r 
ported 22 as an auricular flutter in whom 
use of digitalis resulted in a fatality, thus tend- 
ing to discredit the use of digitalis inmfanta. 
On reviewing the cose, however, ° ne fee ^ 
perhaps it was a case of aunculoventncuiar 
nodal tachycardia rather than auricular flutter 
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The clinical improvement was remarkable. 
The temperature dropped from 103.4 to 100.4 F. 
at the end of twenty-four hours. The headache 
became less severe, nuchal rigidity almost en- 
tirely disappeared, and there was diminution in 
the Kemig’s and Brodzinski’s signs. The skin 
became suffused with a pinkish color probably 
due to the neoprontosil. For the next twenty- 
four hours 90 grains of sulfanilamide were given 
orally together with 30 cc. of specific serum intra- 
venously. During the third day the same 
amount of sulfanilamide and 60 cc. of specific 
serum were given. 

At the end of the third day of his illness the 
free sulfanilamide concentration of the blood was 
9.5 mg. per hundred cubic centimeters. Further 
examination of the blood revealed6,500,000eryth- 
rocytes, with S,950 leukocytes and only 63 per 
cent polymorphonuclear leukocytes. The patient 
had no complaints, was cooperative, and did not 
understand why it was necessary for him to re- 
main in bed. The temperature varied between 
98.6 and 100.2 F. On the fourth day a spinal tap 
revealed a clear and colorless spinal fluid under 
no increased pressure with a cell count of only 22 
leukocytes per cubic millimeter, and no micro- 
organisms were found either in direct smear or on 
culture. There was a concentration of 5.2 mg. 
per hundred cubic centimeters of free sulfanila- 
mide m the spinal fluid. The patient now re- 
ceived 60 grains of sulfanilamide daily and over a 
period of four days ran a slight fever varying be- 
tween 98.6 and 99.4 F. Another spinal fluid on 
the ninth day showed only 9 cells per cubic milli- 
meter, with a free sulfanilamide concentration of 
4.2 mg. per hundred cubic centimeters. The 


patient was finally discharged feeling perfectly 
well, with no signs of residual injury. 

Comment 

The brilliant results of the use of sulfonamide 
derivatives and specific immune serum together 
in the treatment of acute meningococcic men- 
ingitis in its early stages are shown in the case 
recorded above. These results confirm the ex- 
perimental results obtained by Brown 5 and others 
in mice. We believe that this infection can be 
treated most effectively when these drugs and 
serum are administered according to the method 
used in this instance and that the results by this 
procedure indicate that the therapy of menin- 
gococcic meningitis has been simplified to the 
point where it can be used in the home with the 
most gratifying results yet obtained. There can 
be little question but that the intravenous ad- 
ministration of specific immune serum is far 
superior to any other mode of administration 
when combined with the chemotherapeutic 
agents now at hand. Thus, intrathecal therapy 
is not only unnecessary but definitely harmful. 
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BIRTH CERTIFICATES IN DEMAND 

for patriotic citizens not to apply 

npoj f certificates unless there is a pressing 
Von. v , /. n was made on January 30 by the 
pc , , or ,. State Department of Health in an 
nrmrnii e irm , na ,’' e any delay in issuing certificates 
conditions ^ded as the result of the present war 

Vitu’cn director of the Division of 

that statistics of the Department, emphasized 
DCflo applications will seriously im- 

has defense. “The national emergency 

^ necessary for millions of 
proof or 0r R. Africans to produce acceptable 
Proot of their citizenship and age,” he said. 

ment of n eq ,'i , r n P'- the New York State Depart- 
quest * , Heait ! 1 kas been overwhelmed with re- 
dekvod ™ < '°P le f. of birth certificates or for the 
J n registration of unrecorded births.” 


TUBERCULOSIS IN COLLEGE STUDENTS 
The 248 colleges and universities having 
modern tuberculosis programs have abandoned 
the ancient concept of “consumption” — the ad- 
vanced, serious, contagious, often hopeless stage 
of tuberculosis. They know early tuberculosis 
as a sneaking foe that can be discovered long be- 
fore it causes actual illness. They know that 
the tuberculin test and the x-ray locate cases 
early, whereas to await symptoms and stetho- 
scopic findings is to mark time until late mani- 
festations occur. They know that tuberculosis 
remains the chief cause of death in the college age 
group. They know that at least one-quarter 
of American college students are infected, as 
shown by their positive tuberculin reactions.— 
Charles E. Lyght, M.D., Chairman, Tuberculosis 
Committee, American Student Health Association, 
in a letter to college presidents, 1941 
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n - ' to use . of specific serums in me . 
mgocoenc meningitis, when the only thera- 
peutic gesture of significance was spinal dram&ae 
the mortality rate was 75 per cent wS 

teradboth'infr Specific , injmuiJe serums, adminfe! 
rate w ,° r ^ , ea0US y and “trathecnlly, this 

25 per cent n t0 a PP™ a teiy 

per cent. This therapeutic procedure was- 

often laborious and time-consuming and required 
constant supervision by a physician 
serum therapy. Particularly was this true when 
the cut™® advisable t0 administer the serum into 
Hovnei in a fi aSna 0f ,ntravenW cularly. Finally, 
that 84 1 la ^.™ of cases demonstrated 
bv eivt ° f the Patients could b e saved 

route S he S6rUm “ ere y by the intrav “ous 

t;J r,1 fl mtr ° dU ^ tl0n of suifanilamide as an effec- 

SS ftTS? 0 agen ti n m ««ngococcic menin- 
n furtber simplified the care of this dis- 
ease Recently Schwentker* reported a series 
10 cases treated with sulfanilamide alone. He 
administered the drug orally, parenterally, and 
intrathecally with the result that 9 patients re- 
covered Waghlstem* also obtained better re- 
sults with this drug alone than when it was com- 
bined with intrathecal serum therapy. Further 
Long and Bliss 4 demonstrated an even lower 
mortality rate when the intrathecal route of 
adm.nistrat.on of sulfanilamide was discarded 
and the drug was given only by mouth. Finally 
Brown and others showed experimentally in 
mice that sulfanilamide subcutaneously, com- 
bined with specific serum intraperitonealiy was 
more effective than either used without the o’ther. 

In like fashion, we believe that sulfanilamide 
orally and specific serums intravenously con- 
stitute the most effective therapy yet found. 

Of the sulfonamide derivatives, sulfanilamide 
seems to be the drug of choice, since it per- 
meates the tissues more rapidly than neopron- 
tosil. However, three or four hours are re- 
quired for the absorption of the drug when given 
by mouth. Because of this, it is often advisable 
at the onset of therapy to administer neopron- 
tosil intramuscularly in order that an effective 
concentration of one of these drugs in the blood 
and spinal fluid may be obtained promptly, but 
the oral administration of sulfanilamide there- 
after will suffice. Concurrently, specific anti- 
meningococeus serum intravenously should be 
used. With this regimen, spinal taps other than 
those for diagnostic purposes and control of 


From the Departments of Medicine and Pathology, 
Kingston Hospital. 


treatment are not required. Kolmert states 
that a concentration of 5 mg. per hundred cubic 
centimeters of free sulfanilamide in the spinal 
fluid should be maintained for at least three days. 

Recently, we have had the opportunity of 
rea mg a case of acute meningococcic menin- 
gitis according to this latter procedure. The 
results were so striking that we feel a report of 
this single case should be made. 

Case Report 

„ A ®y a robust white man, aged 21, had been 
fir r fee fly well until the afternoon of June 14, 
1940, when he noted slight chilliness and asthenia 
while returning from his laborious work on a 
larm He vomited that night. The following 
day he felt somewhat better until early afternoon 
when he consulted Dr. A. Feldshuh because of a 
severe bursting headache. He was sent immedi- 
ately to the Kingston Hospital, and upon admis- 
sion at 6:00 p.ir. the patient was apathetic but 
restless, uncooperative, and talked only in mono- 
syllables. His temperature was 103.4 F. Marked 
nuchal rigidity and Kernig's and Brudzinski's 
signs were noted. There was a faint roseolar 
eruption over the neck, anterior part of the 
chest, and arms. Trousseau's tache efirfibraie 
was elicited, and there was slight right ophthal- 
moplegia. 

Examination of the blood revealed 5,440,000 
erythrocytes, 94 per cent hemoglobin (15.6 Gm. 

= 100 per cent), and 26,700 leukocytes, with 91 
per cent polymotphonuclears per cubic milli- 
meter. The spinal fluid was under increased 
pressure and cloudy, with 6,100 polymorphonu- 
clear leukocytes per cubic millimeter, 32 mg. per 
hundred cubic centimeters of sugar, and 228 nig. 
per hundred cubic centimeters of protein. On 
direct smear of the spinal fluid there were ob- 
served intracellular gram-negative diplococci', 
which on culture proved to be meningococci. 
Blood cultures yielded no growth. 

Upon the assumption that the gram-negative 
intracellular diplococci were meningococci, spe- 
cific therapy was begun immediately. So at 7:30 
that evening, he was given 20 grains of sulfanila- 
mide oraily, 30 cc. of neoprontosil intramuscu- 
larly, and 20 cc. of polyvalent antimeningococcic; 
serum (New York State Department of Health) 
intravenously. Three hours later there were ad- 
ministered 15 grains of sulfanilamide orally, 20 
ce. of neoprontosil intramuscularly, and 20 cc. of 
serum intravenously. This amount of sulfanila- 
mide and neoprontosil was continued every 
three hours for six more doses, combined with 
three 20-cc. intravenous injections of the specific 
serum. Thus, within twenty-four hours the pa- 
tient had received 125 grains of sulfanilamide 
orally, 170 cc. of 5 per cent neoprontosil intra- 
muscularly, and 100 cc. of antimeningococcus 
serum intravenously. 
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Laboratory tests will usually yield no posi- 
tive results at the onset. Sputum and gastric 
content studies usually are negative until the 
lesion breaks into the bronchiole. Sedimen- 
tation rate and blood cell changes generally 
remain unchanged for some time. 

In short, our chief diagnostic aids are: 

1. A meticulous history (study of family 
history, contacts, and individual history). 

2. Properly taken x-rays of chest, perhaps 
in various positions (or perhaps with spot 
films of upper sections). A persistent abnor- 
mal shadow, particularly in the upper part of 
the thorax, is always suspected as being of tu- 
berculous origin. 

3. Repeated study of sputum and gastric 
washings and, perhaps, culture and guinea-pig 
studies. 

4. Continued observation of the patient. 
More often than not, the diagnosis of truly 

early pulmonary tuberculosis requires a period 
of observation of weeks, sometimes months, 
for the evaluation of clinical significance of the 
evidence. Continued observation is indicated 
so often in the minimal lesion not only for diag- 
nosis but also for determination of the activity 
of the lesion. The minimal lesion is quite 
often not an early one when first discovered. 
In general practice previous x-rays are usually 
not available, and it remains to be determined 
whether or not the x-ray shadow represents an 
active and recent lesion requiring treatment. 
Observation should include chest x-rays taken 
every two weeks; weekly studies of sputum 
and, perhaps, of gastric contents; and con- 
tinued temperature and weight records taken 
under proper rest and dietetic regimen, with 
perhaps repeated blood sedimentation rate and 
blood picture studies. 

The principles of treatmerd . — We have only 
two therapeutic measures that when used in 
combination can be said to be effective in pul- 
monary tuberculosis — .namely (1) general or 
constitutional rest, which should include that 
of both body and mind and (2) local pul- 
monary rest (collapse therapy). 

While bed rest alone will cure certain tuber- 
culous lesions (and by that is often implied 
strict confinement to bed with restriction of 
toilet privileges), yet mechanical collapse of 
the lung without bodily rest rarely does so. It 
j 3 Presumably preferable to have a tuberculous 
lesion heal by rest alone. Such healing is for 
the most part ultimately most secure and 
avoids the complications of pneumothorax 
therapy. Unfortunately, rest alone will not 
heal advanced lesions . Collapse therapy must 
be resorted to in most cases of advanced pul- 


monary tuberculosis. The hazards accom- 
panying collapse therapy are well appreciated. 
In short the principles of treatment are: 

1. Strict bed rest should be used alone, at 
first, in all cases where there is reasonable hope 
that it will achieve the result, except for most 
pressing economic reasons in some special in- 
stances. 

2. Collapse therapy should be resorted to 
only after bed rest has been given adequate 
clinical trial or where the character of the le- 
sion is such that rest alone offers no hope of 
success or where collapse is required for the 
safety of the patient — namely, in case of hem- 
orrhage or imminent danger of spread of dis- 
ease. 

3. In most cases before, during, and even 
after collapse therapy, an adequate period of 
bed rest is indicated to promote stabilization 
of the lesion at first and ultimate healing later. 

Indications and procedures of collapse ther- 
apy should not be confined to the sphere of 
activity of the general practitioner; hence, 
they are outside the scope of this discussion. 
With the diagnosis established, the general 
practitioner is well advised to consult with a 
specialist as to the ultimate policy of treatment 
to be followed. Where collapse therapy has 
been decided upon, it is best for the patient 
that his treatment be at least temporarily car- 
ried out under guidance of a specialist or in an 
institution. 

Management of the patient under rest is 
within the realm of the general practitioner. 
His is the responsibility for the decision 
whether rest treatment should be carried out 
at home, in an institution, or at a resort. He 
should be aware of all the social, economic, 
familial, and individual psychic factors that 
must be considered in such a decision. He 
should be familiar with all the circumstances 
that make it more desirable in one case to 
treat the patient at home, while in the other 
institutionalization will answer the purpose 
better, even though the medical indications 
of the lesion may, strictly speaking, be the 
same. If he is to undertake management of 
the rest regimen in the home of the patient, 
the general practitioner must know whether 
the home and all that it implies, as well as 
the patient, are suitable for it. Sending 
a tuberculous patient away from his home 
for treatment differs materially from hospitali- 
zation of patients with most other diseases. 
Much tact and psychologic handling is re- 
quired on the part of the general practitioner. 

The principles of rest treatment cannot be 
detailed here. It should begin with complete 
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'jpHESE are stenographic reports, slightly edited, of conferences by the members of the 
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Treatment of Pulmonary Tuberculosis from the 
Standpoint of the General Practitioner 


Db. Claude A. Foeknee: The subject for 
our therapeutic conference this morning is the 
management of pulmonary tuberculosis from 
the standpoint of the general practitioner. 

I think there is a widespread feeling among 
internists that they know how to manage and 
treat early tuberculosis. The best argument 
against that is the fact that our pulmonary 
climes and our pulmonary wards are filled with 
the mistakes of the internists. So I think it is 
well worthwhile to have a discussion here of 
the management of early tuberculosis, particu- 
larly as it relates to the work of the genera! 
practitioner and internist. 

Dr. Mayer will talk to us about twenty min- 
utes on that subject and then we will open 
the meeting to general discussion. 

Db. Edgab Mayee: For the great major- 
ity of patients with chronic pulmonary tuber- 
culosis, even those with advanced disease, 
there was a time in their illness when their 
lesion was so minimal that treatment was 
chiefly a matter of a few months’ bed rest under 
the care of the general practitioner. The key 
problem, therefore, in chronic pulmonary tuber- 
culosis is not how to treat the disease but rather 
how to discover it in time. There is no disease 
where the fate of the patient is more in the 
hands of the general practitioner. His under- 
standing of the nature and potentialities deter- 
mines more than anything else the ultimate re- 
sults of treatment. Just as a truly early lesion 
is almost a guarantee of certain and prompt 
cure under proper management, inasmuch as 
approximately 96 per cent of early cases recover, 
so in the advanced cases, even with the most 
skilful management by pneumothorax, tho- 
racoplasty, etc., the chances for recovery are 
little better than half. Since the mortality of 
untreated pulmonary tuberculosis is nearer 80 
per cent, this is quite an achievement when we 
consider the number of patients in question. 

It cannot be too often urged upon the gen- 


eral practitioner that early diagnosis is all im- 
portant for successful treatment. Even for 
the advanced lesion it may be said that treat- 
ment will be all the more effective the sooner 
it is begun. Therefore, just a few words about 
early diagnosis. First, the general practi- 
tioner must constantly have pulmonary tuber- 
culosis in mind. He should consider it particu- 
larly when faced with certain complaints: 
(1) slight elevation of temperature, especially 
in late afternoon or evening, (2) weight loss, 
(3) fatigue, (4) recurrent “grippal attacks,’ 
(5) intermittent pains in the chest over long 
periods of time, (6) anorexia and indigestion 
otherwise unexplained, (7) slight recurrent 
cough with or without sputum, (8) blood 
streaking and hemoptysis. 

The diagnosis of the early lesion, sometimes 
most difficult, is made by study of symptoms, 
signs, and laboratory tests. An early and even 
progressive pulmonary lesion may exist for 
some time without any symptoms whatsoever 
or with such as will pass unnoticed by mo» 
patients. Particularly often will there be no 
cough, expectoration, or fever. Occasions 
slight rises of temperature, clearing of throa , 
and swallowing of sputum frequently go un 
noticed by most patients. 

As to signs, the x-ray evidence of an ear y 
lesion may be overlooked, although the x-ray 
is our most important agent in diagnosis o 
early minimal disease. The lesion J may 
hidden by other structures such as ribs, moon 
vessels, or the heart. It may be so small as 
be missed, or its softness of shadow may P 


vent its recognition. . . 

Abnormal physical signs are the last 
expected in the progress of an early lesion 
will usually present themselves only when 
:esion has extended to a bronchm Ie f 

pleura or is on the way to fibrosis. - a 

inch physical signs should never 
iiagnosis of pulmonary tuberculosis. 
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pulmonary tuberculosis come to pneumotho- 
rax treatment in a high proportion of eases. 
Collapse is indicated in the majority of these 
cases reaching an advanced stage and at an 
early phase usually as soon as there is evidence 
of stabilization. 

In contrast, the majority of minimal lesions 
will not require collapse if discovered early and 
treated by bed rest. As this type of case is 
still a recent discovery, there is not yet avail- 
able sufficient statistical experience over a 
longer period of observation. Data available 
now indicate that perhaps not more than 20 to 
25 per cent of early minimal lesions progress to 
a stage where collapse becomes indicated or 
necessary for cure. 

In the case of minimal tuberculosis found in 
practice, as I have already explained, it is not 
usually an early lesion but rather a fairly sta- 
bilized, if not an already arrested, lesion. Un- 
less there is fairly persistent positive sputum, 
there is no indication for collapse therapy'. 
The majority of these cases should be acces- 
sible to cure by rest treatment, although often 
economic considerations may determine the 
policy of treatment. 

Db. Gold: If pulmonary rest is really an 
important factor in curing pulmonary tuber- 
culosis, why not use it in all of the early cases 
when the chances of securing collapse of the 
lung are always better than in much later 
cases? I am talking about artificial pneumo- 
thorax. Is it because it is too dangerous or is 
it because for some reason it is not effective 
enough? 

Dr. Mayer: A few years ago there was 
such a strong tendency for more and earlier 
pneumothorax treatment that for a time it 
looked as if someone would soon propose to 
collapse the lung to prevent development of 
lesions. The enthusiasm for early pneumo- 
thorax in minimal tuberculosis is dying down, 
I believe, for two reasons: (1) Pneumothorax 
is too serious, or, if you wish, too dangerous an 
intervention to be employed in the treatment 
of early minimal tuberculosis where the risk 
of such therapy is almost more than the risk 
implied in the disease. (2) Too often the end 
result of pneumothorax treatment is a fibro- 
thorax with the loss by fibrosis of an entire 
lung and a severe functional handicap of dis- 
placed mediastinum, making the cure far worse 
than the disease. 

I am among those who advocate increasing 
caution in the selection of cases for collapse 
and condemn indiscriminate collapse therapy 
for early minimal tuberculosis. As in all 
treatment, here, too, individualization is of 


vital importance. In the light of the above, 
my answer would be that in the majority of 
cases of early minimal tuberculosis pneumo- 
thorax should not be carried out. 

Dr. C. H. Wheeler: I wonder if Dr. 
Mayer would say a word about the treatment 
or management of hemoptysis occurring in a 
patient with pulmonary tuberculosis? I wish 
you would answer particularly the question of 
whether or not such patients should be given 
morphine for suppression of the cough. Tins 
is a question about which there is a good deal 
of dispute. 

Dr. Mayer: Ordinarily, hemoptysis in a 
patient without a pulmonary cavity should 
give us little concern. Those with obvious 
cavity and those with nodes caseating through 
a bronchus are likely to have more serious 
hemorrhages. 

The usual treatment of hemoptysis is im- 
mediate and strict bed rest with some seda- 
tion, not morphine, preferably a mild cough 
sedative such as codeine. Reassurance of the 
patient who is usually quite panicky is essen- 
tial. There are other aids aside from pneumo- 
thorax — such as an ice bag applied to the 
chest, usually to the preeordium; the sucking 
of ice; and perhaps the oral or intravenous use 
of calcium preparations. However, the use of 
calcium has for the most part been discarded. 
Coagulants such as thromboplastin have been 
used with little apparent success. Congo red 
given intravenously is likewise still uncertain 
in effect. Hypertonic saline given intra- 
venously is also of questionable value. More 
important is the posture of the patient in its 
effect upon hemoptysis. It is best to have the 
patient in a semirecumbent position where he 
can comfortably and freely expectorate the 
blood to avoid the retention of clots and aspira- 
tion of infected blood. This prevents aspira- 
tion pneumonia, atelectasis, and spread of 
disease. With the free expulsion of the blood, 
even at the sacrifice of added coughing, the 
dangers are minimal. 

Morphine depresses the cough reflax to a 
degree where it may cause retention of blood 
with its harmful sequelae. 

Pneumothorax (if one can localize the site 
of the bleeding and if one has knowledge of the 
preceding disease — as to its nature and extent) 
is occasionally resorted to in otherwise uncon- 
trollable hemoptyses. However, the danger 
«f producing atelectasis during active bleeding 
must be recognized. Collapse of a lung 
drowned in blood is a questionable procedure 
at best. When collapse is employed as an 
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rest in bed in a well-ventilated room or on a 
porch with adequate but not necessarily ex- 
cessive feeding. The diet should be well bal- 
anced and fortified by an ample supply of vi- 
tamins and minerals. Duration of strict bed 
rest treatment and the pace of its gradual re- 
laxation must be strictly individualized under 
varying circumstances. 

Experience in judging the progression or re- 
gression of the disease is a vital requirement 
for the general practitioner in the management 
of his patient. In principle, the patient under 
treatment is kept under constant observation 
and with management as outlined above. 
Close study should be made of the course of 
temperature, pulse, weight, and symptoms, as 
well as of changes in physical signs and x-ray 
lesions. 

Clinical improvement is often soon achieved, 
but even complete subsidence of all symptoms 
does not necessarily mean healing. Under 
treatment, tuberculous lesions may become 
and often remain stabilized for long periods 
without going on to ultimate healing. 

The goal of treatment is healing by resolu- 
tion or by visible fibrosis in x-ray, with persist- 
ent negative gastric washings after the patient 
no longer coughs or expectorates or manifests 
any symptoms. Depending on the extent and 
character of the lesion when treatment began, 
a proportionately long rest period must be 
carried out and followed up by a control period 
of graded exercise before a lesion can be con- 
sidered arrested, even after it appears fibrotic 
by x-ray and the gastric washings are negative. 

In the management of pulmonary tubercu- 
losis the general practitioner’s daily routine 
will consist largely in treating such symptoms 
as cough, night sweats, anorexia, pain, hemop- 
tysis, and laryngeal and gastrointestinal 
symptoms. At times, emergencies such as 
spontaneous pneumothorax or serious hemop- 
tyses will require his immediate attention. 
He may also have to deal with complications 
such as diabetes, pregnancy, and extrapulmo- 
nary tuberculosis. Not infrequently, his re- 
sourcefulness will be taxed to the highest 
degree in tactfully handling personalities re- 
sistant to prolonged confinement to bed. 

Last to be mentioned here, but not of least 
importance, is the responsibility of the general 
practitioner to institute promptly a campaign 
of prevention in every family where a case of 
tuberculosis has turned up. Isolation of the 
patient is, of course, the first step, with inves- 
tigative tuberculin and x-ray studies of all 
contacts. The implications of this are too im- 
portant to be discussed in the few minutes at 


our disposal. All we can do is to emphasize 
its significance. 

Finally, may we express the hope that in the 
near future practically all cases of pulmonary 
tuberculosis will be discovered so early by the 
general practitioner, and that social and eco- 
nomic conditions will improve so markedly, that 
the great majority of these patients will be 
treated by him in their homes. 

Dr. Forkner: I think I am right in saying 
that tuberculosis is still the most common 
cause of death in the young adult. I think that 
is a point well worth remembering. There are 
about 20,000 cases of tuberculosis in New York 
City at the present time. In general, I believe 
our medical schools often place too little em- 
phasis on tuberculosis. The feeling is as 
though it were a disease of the past rather than 
the present. 

Now we shall open the subject for general 
discussion. Are there any questions or does 
anyone wish to discuss some point Dr. Mayer 
brought up? 

Dr. Harry Gold: What is so-called early 
minimal tuberculosis today and what propor- 
tion of early minimal cases of pulmonary tu- 
berculosis with positive sputum are likely in 
the end to turn out to require pneumothorax 


for cure? 

Dr. Mayer: Our concept of early pulmo- 
nary tuberculosis has recently undergone sub- 
stantial changes. 

In the first place, it must be understood that 
early tuberculosis is not necessarily minimal 
and vice versa. Minimal tuberculosis is not 
necessarily early. A fair proportion of cases 
of pulmonary tuberculosis is acute from its 
incipiency and begins with an infiltration of a 
size far from minimal. A still greater propor- 
tion of cases of pulmonary tuberculosis is 
aborted when still minimal in extent an }s 
more often than not discovered only after 1 
has lain dormant for years. The bulk of pul- 
monary tuberculosis is a chronic progressive 
disease, which, as you know, hardly eve 
reaches our hospitals or clinics before it is m a 
moderately advanced, and much of it only i 


the far-advanced, stage. . . 

When discovered in practice, minimal tu- 
berculosis is hardly ever early. The dehm- 
ion “early and minimal tuberculosis » 
strictly applicable only to the cases picked up 
n case-finding surveys. The more acute 
ubacute forms of early tuberculosis 
nini’mn? when discovered even m cases kep 


constant surveillance. , . 

v, as to the question of their treatmen 
leumothorax, early subacute forms 
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lished by the American Medical Association in 
1939. 

Dr. Cattell: Do you not recommend 
ultraviolet light at the present time for pul- 
monary cases? 

De. Mayer: I personally do not recommend 
it. I do not think it is indicated. 

Db. Janet Travell: Hon- about humid- 
ity? Is a dry climate to be preferred to a 
damp one? 

Db. Mayek: In general, I should say that 
a dry climate is to be preferred to a damp one. 

I should certainly stress that if you are refer- 
ring to extreme dampness. On the other 
hand, if you refer to the climate of the coast of 
Florida as damp— it is often spoken of in that 
way— then I have to detail my answer. There 
are certain cases of tuberculosis with severe 
harassing cough that are aided by going to 
such a climate as Florida. The cough is greatly 
relieved there. If we examine the locations of 
our municipal sanatoriums, we find them in 
New' York near large bodies of water in com- 
paratively damp sections, and yet the results 
in the treatment of the patients there are ap- 
parently good, despite, if you will, the great 
humidity. I do not believe w r e can generalize 
on the advantages or disadvantages of various 
climates. We must evaluate the individual 
case. The preference for a dry climate over a 
relatively damp climate depends often on the 
physician’s personal experience. The factor 
of climate stands out much less prominently 
than the other factors of a resort — namely, 
the environment favorable for the sick, the re- 
sort regimen, and the greater ease of taking 
prolonged rest cures in such a resort. 

Student: In view of the fact that you in- 
stitute pneumothorax in a progressive lesion, 
would you require bed rest just the same? 

Db. Mayer: I am glad to have this ques- 
tion for it gives me an opportunity to stress 
again some important considerations. 

Pneumothorax and rest must be employed 
to supplement each other and can never be 
used to substitute for each other. Each has 
its own sphere of application. Healing of tu- 
berculosis is ultimately accomplished by the 
body. Rest is our chief means of promoting 
the effort of the body to get control over the 
infection. One mechanical effect of collapse 
is to interrupt bronchogenic dissemination — 
i.e., spread and development of fresh lesions at 
new sites before local healing has been accom- 
plished in the old lesions. The progression of 
tuberculosis often cannot be stopped without 
pneumothorax. In most cases where the le- 
sions are sufficiently advanced so as to need 


pneumothorax to collapse a cavity or to con- 
trol a positive sputum, the process will not 
heal without sufficient rest to begin -with. 
After the lesions have become well stabilized, 
a mechanically effective collapse may be con- 
tinued with the patient back at work, since in 
due time healing ■will be accomplished in the 
lung under local rest alone. Few indeed are 
the cases in which the mechanical effect of 
pneumothorax alone suffices for the healing 
process. In contrast, there are many cases in 
which adequate rest alone cures. 

Dr. Forkner: Dr. Mayer, writh regard to 
bed rest in the early case of tuberculosis, would 
you give us some idea of how long you would 
want a patient to remain in bed? Would it 
be two weeks or would it be two months or 
longer? 

Dr. Mayer: This question brings up the 
most acute problem in the treatment of pul- 
monary tuberculosis. As you may know, the 
problem is now brought to the fore by the in- 
creasing number of cases of true early and min- 
imal lesions revealed by continued x-ray sur- 
veys such as are maintained in hospitals for 
students of medicine and nursing. Many 
practitioners have taken the cue and make 
chest films of patients coming in with trivial 
complaints. Thus, we are now being faced 
with this problem almost daily. We do not 
yet know the correct answer. We are groping 
in the dark trying to work it out from current 
experience. There are a few guiding facts. 
The three possible courses of evolution of these 
early tuberculous lesions are resolution, break- 
down, and healing by fibrosis. The more 
acute the onset, the more likely are lesions to 
resolve or break down rapidly. The more 
chronic the evolution, the more likely are the 
lesions to break down slowly and heal by fi- 
brosis eventually. There is a critical period for 
both types of lesions — namely, shortly follow- 
ing the onset. In more acute cases this is 
measured by a few days to a few weeks. Such 
lesions may either resolve or break down with 
a rapidity that is frequently amazing. As you 
may know, some observers have been misled 
into speaking of a benign exudative form of 
tuberculosis in such cases. What they have 
failed to recognize is that the exudative reac- 
tion is merely one phase of a series of events. 
In the majority of cases, after this acute phase 
has subsided by resolution of the bulk of the 
infiltration, there are left at the site residual 
lesions of a chronic type. In chronic tuber- 
culous lesions the critical time may extend for 
from many months to a year or two. Within 
that period they may yet break down and 
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emergency, its management requires consum- in the country. However, today the economic 
mate skill. features stand out so prominently in advising 

Occasionally, one must resort to phrenic treatment that it often sways us in making 
n n rV j 4 . CrUS ° r rareIy P^ lren ' cec tomy when compromises, so that many patients take their 

a wi 1Gr measui ! es ^ ave failed- fresh air rest cure in municipal hospitals in 

W hen answering an emergency call for a pul- city quarters or at home in rooms with the \vin- 
monary hemorrhage, the practitioner should dows open. The results under such circum- 
always bear in mind that his success in re- stances are on the whole apparently satisfac- 
assuring the badly frightened patient by tory, even though perhaps not as good as in 
creating an atmosphere of complete confidence the case of patients who are sent away. Satis- 
as to a favorable outcome and the usual lack factory comparable statistics on the end results 
of serious significance of the event in the sub- of treatment in cities compared with that in the 
sequent course of the disease is perhaps the country do not exist, 
most effective therapeutic achievement. As to diet, formerly patients were regularly 

Dr. Carl Muschenhbiji: I am going to put on forced feeding. This has been dis- 
ask Dr. Mayer whether he will say a few words carded and, today, it is recognized that the 
about the place of tuberculin in pulmonary diet indicated is one that should be of sufficient 
tuberculosis. caloric intake to have the patient attain hi3 

Dr. Mayer: Tuberculin therapy still has usual maximal weight of the past, that it 
some exponents. Except in the chronic slug- should have a so-called adequate supply of 
gish productive type, practically all workers vitamins and minerals, that it should usually 
have discarded the use of tuberculin therapy be enforced with at least a few glasses of milk 
for pulmonary tuberculosis. Even in pro- daily to be certain of the optimum intake of cai- 
ductive tuberculosis, only the rarest use of it cium, and that empirically at least the addition 
is found and with mighty doubtful results. of codliver oil is valuable. Vitamin C has 
Dr. McKeen Cattell: We used to hear recently been particularly advocated, so that 
a great deal about fresh air, diet, and helio- the daily intake of at least 50 mg. should be 
therapy. How important are these today in supplied. In more severe and active and ex- 
the management of tuberculosis? tensive cases perhaps 200 to 300 mg. daily 

Dr. Mayer: As I stressed in my previous should be administered, 
remarks, rest is the most important factor in As to heliotherapy for uncomplicated pul- 
the treatment of pulmonary tuberculosis, monary tuberculosis, no clinical evidence is at 

This includes rest of mind as well as of body, hand to prove the indication for the use of 

Fresh air still plays a real part in treatment, light. The lack of accurately controlled ob- 

What do we mean by fresh air? Must the servations among certain workers makes it 

patient live as many hours as possible out in necessary to accept their favorable reports 

the open, living and sleeping on an outdoor most cautiously. Stationary pleural tuber- 

porch? Must it be country air or air of a par- culosis has been helped by the use of light- 

ticular 'climatic resort? Is it satisfactory to Benefits are obtained by patients suffering from 

take the cure in a bedroom with the windows tuberculosis of the bones and articulations, peri- 

sufficiently open to recognize the presence of toneum, intestine, lymph nodes, and the larynx 

what we call cool moving fresh air? when the entire body is exposed to carefully 

I should say that everyone would agree that graded doses of natural sunlight or to radiation 
fresh air is an important part of the treatment emitted by certain artificial sources of ligh 


of pulmonary tuberculosis, whether it is in the 
city or in the country, in a specific climatic re- 
sort such as the desert of Arizona or the dry 
colder regions of the Adirondacks, or in certain 
mountainous climates, as Asheville, North 
Carolina, or Colorado. The indications for 
such different localities are at present based 
upon clinical impressions that have developed 
through experience. It is preferable that the 
patient, if possible, lie out in the open on a 
porch and, if the climate is not too severe, that 
he sleep there at night. For obvious reasons 
it is also preferable, if the economic status 
permits it, that a patient take the fresh air cure 


rays. . 

In tuberculosis of the skin, lupus vulgaris 
alone responds to fight as a rule. Scrofu o- 
derma and erythema induratum react less con 
stantly and lupus erythematosus does not re- 
spond or may even be aggravated. Cem 
urinary tuberculosis deserves a trial of iig 
therapy in combination with other measures. 
Postoperative sinuses of tuberculous origin are 
responsive to fight. As to the sources o > 
sxperience has taught us that there are cer 
indications for artificial sources as agains su 
ight. These I cannot detail now, but I re er 
mu to the Handbook of Physical Therapy pub- 
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sidered most justifiable in young people in 
whom tuberculous lesions are notoriously un- 
stable in character. I am speaking of the age 
group between 15 and 25 and more particu- 
larly of the female. 1 am inclined to believe 
that some of the lesions in this age group have 
a more progressive tendency now than was the 
case in those seen fifteen to twenty years ago. 

With this new type of minimal tuberculosis 
which can progress so rapidly we are compelled 
to play safe. We have no criteria in deciding 
which ones of these, although they are free of 
symptoms, are going to progress rapidly and 
which ones are not and, when we first find 
them, we cannot be certain without previous 
study whether they are healing or not and on 
that basis we have to play safe. 

One should particularly emphasize that 
neither x-ray nor clinical signs are entirely re- 
liable guides. Apparently, tuberculous le- 
sions can, and often da, progress without 
symptoms even while the patient is actually 
gaining weight and seems to improve in every 
way. It is common to observe that the pa- 
tient loses all constitutional symptoms just 
when the lesion has broken down and spread. 
Until the new crop of lesions has developed so 
as to become visible by x-ray or become mani- 
fest by symptoms, there will be a period of 
complete freedom from signs and symptoms. 

Student: Will you comment on manage- 
ment of pregnancies in relation to pulmonary 
tuberculosis? 

Dr. Mater: We have come a long way 
from the long and rigidly held point of view 
which said that a tuberculous woman should 
not become pregnant, that if she does the preg- 
nancy should be interrupted, and that if she 
bears a child she should not nurse. It is still 
true that pregnancies are poorly tolerated by 
many tuberculous women and that they often 
prove to be aggravating in active cases and 
may reactivate unstable lesions. When preg- 
nancies complicate active or unstable lesions, 
it is still the best policy to terminate them if 
discovered within the first three months. In 
the light of recent experience, however, we no 
longer look upon pregnancy as a serious com- 
plication. With proper management of both 
the tuberculosis and the pregnancy, undue 
risks may be eliminated in the majority of 
cases. Pregnant women have been shown to 
tolerate well the usual procedures for the 
treatment of their pulmonary lesions. Some- 
times surgical delivery may be deemed more 
advisable if labor appears difficult. 

In the present phase of tuberculosis control 
the practitioner should realize that this disease 


must not stand in the way of its women vic- 
tims’ most precious purpose in life — namely, 
the rearing of a family. Intensive preventive 
measures against tuberculosis in young'mar- 
ried patients are necessary. An x-ray of every 
young woman who intends to or has already 
become pregnant is desirable. Planned preg- 
nancies are a part of modern birth control and 
from the standpoint of tuberculosis they are 
more than justified — they are an absolute 
necessity. The tuberculous young woman 
should be well apprized of the safe and unsafe 
period for pregnancy according to the exi- 
gencies of the individual case. In eases where 
pneumothorax treatment is employed, the 
years during which the process is well under 
control are often the safest period for a tubercu- 
lous woman to have her children. The period 
of activity of the tuberculosis and at least a 
two-year period following arrest of the process 
should be considered unsafe for childbearing. 

Student: What proportion of the patients 
who are found with minimal lesions and are 
adequately treated with rest are subsequently 
discharged as arrested cases? 

Dr. Mater: For the minimal case in 
general, I should say that 90 per cent of them 
are cured when competently managed. This 
means that approximately 10 per cent of these 
will progress regardless of rest treatment. In 
truly early minimal tuberculosis some workers 
feel that they can control practically 100 per 
cent of them. In hospital and institutional 
work where they are on the alert for the early 
minimal case, they know exactly when the 
lesion is developed and put them to bed im- 
mediately. Of the minimal cases found in 
general practice, I feel that at least 10 per cent 
would progress regardless of what you do. 

Student: But, of these early minimal 
cases discharged and thought to be perfectly 
cured, are there not always some who subse- 
quently run into trouble again five or ten years 
later? 

Dr. Mater: We haven’t enough data on 
that point. 

Dr. Seymour Rinzler: I should like to 
know the approximate incidence of tubercu- 
losis in diabetes. 

Dr. Mayer: The incidence is generally 
considered to be higher in the diabetic than in 
the nondiabetic patients, but there is still a 
difference of opinion. 

Dr. Trweul: Would the management of 
the minimal lesion in a diabetic be any differ- 
ent from that in a nondiabetic patient? 

Dr. Mater: It si essential to control the 
diabetes. With the diabetes controlled, the 
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spread. One can never be sure of their ulti- pictures is a great help and, if the films are 
mate fibrosis and healing until that stage has technically comparable, the shadow showing a 
been safely passed. Even after that, the tendency of the tissue to shrink, harden, and 
possibility of exacerbation of the lesion still become stringy is a fairly reliable indication of 
exists for another year or two but becomes less fibrosis, particularly if increased translucency 
likely with every year passed in safety. (emphysema) of the surrounding lung areas is 

Accordingly, the period of bed rest is also in evidence. The more chronic the char- 
determined by the extent and the acute- acterof an early lesion, the longer is the period 
ness of the process at the onset and the course of uncertainty as to its ultimate tendency 
taken in the first few months. An initial even by observation in serial x-rays, 
period of bed rest of a few months is indicated Let me illustrate this with the case of a 
for practically every case. The more acute school teacher whom I saw quite recently. A 
the onset or the more extensive the lesion at lesion was seen that might have been inter- 
that time, the longer the period of bed rest that preted fibrotic in nature. It had a somewhat 

should be planned. The more chronic the on- nodular appearance and in view of my own sad 

set and the less the extent of the lesion, the experience in the past I advised that the pa- 

more uncertain are we as to its time of origin tient go to bed. She consulted a few other 

and, therefore, the period of rest it requires, doctors who told her there was no active le- 

At best, the proper treatment of such a case is sion. There were no symptoms and six 
problematic. Here, the age of the patient, the months later I met her physician who was 
character of the x-ray features, and the clinical eager to tell me how unnecessarily I had 

and laboratory findings (sedimentation rate, frightened the patient because she was per- 

blood picture, history of exposure), etc., should feetly well and going about her work. Last 

be considered. The younger the patient, the week, which was three months later, she had a 

more likely are we dealing with a fresh lesion severe breakdown. It was nine months after 

still within the critical period. The minimum the appearance of a supposedly fibrotic lesion 

time to be considered should be about three in the x-ray before it rapidly liquefied. She 

months. In some cases this may have to be now has small cavitation, 

extended to six months or even a year. I be- Student: In view of what you said about 
lieve that after an initial period of about three bed rest for those patients, why must pneumo- 
months’ rest the majority of these lesions will thorax, if given, be maintained for many years 


show the course they are likely to take. 
Those patients, then, with unchanged chronic 
lesions often do as well under close observation 
at home as they do in sanatoriums. These 
chronic lesions may need close watching for a 
few years, and it is not reasonable to keep them 
in institutions for such long periods. The 
effect of such treatment on the morale of 
these symptomless patients would be worse 
than the disease. Observation with frequent 
x-ray examinations can be made equally well 
in the home and office. 

Dr. Forkner: Not infrequently in these 
instances, the x-ray report states that the le- 
sion is healed. Would you depend on that? 

Db. Mater: To rely upon the interpreta- 
tion of a single x-ray film is to invite disaster. 
I have pointed out before that minimal lesions 
discovered in practice are mostly not early. 
Many such lesions may be old and practically 
healed when they are discovered. Six to ten 
months is a fair period in which such a minimal 
lesion may be completely resolved or fibrosed. 
However, w T e are hardly ever able to discover 
how early the lesion is from the features of any 
single film alone. Certainly we can never be 
certain about it. To be sure, a series of x-ray 


in early cases. 

Db. Mayer: As I have already stated, 
the majority of early cases do not require 
pneumothorax, particularly if they are still in 
the minim al stage. The early cases that do 
require pneumothorax treatment are those 
that have shown rapid breaking down tend- 
ency, early spread, and extension beyond the 
minimal stage. Here, the extent and char- 
acter of the lesion at the time of collapse 
should determine the duration of collapse 
treatment required. Let me emphasize again 
that the age of the lesion— i.e., whether early 
or old — is of no significance from the stan - 
point of collapse therapy. In fact, too early 
lesions should not be collapsed until they have 
revealed their tendency. Early lesions may 
soon advance to an extent and character as o 
require the maximal length of collapse. L° 
lapse is often applied to an early small lesion 
that because of a positive sputum or posmv 
gastric content is suspected of a tendcn y 
to softening. In such cases pneumothora. 
should not be maintained for more than 
period of one or two years. 

Perhaps it should be pointed out that th 
collapse therapy in early lesions is now con- 
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Registration of Men Between 
the Ages of 45 and 64 
on April 27, 1942 

YX7HEN the Presidential proclamation was issued setting Monday, April 27, 1942, 
' y as the date for registration of all men between ages 45 and 64, Selective Service 
in New York City arranged for a Special Local Draft Board to sit in the Waldorf- 
Astoria Hotel on that date. In this way, provision was made so that members of the 
House of Delegates from outside of New York City would meet no interference with 
attendance at the meeting. 

On April 2, 1942, a proclamation was issued by Governor Lehman opening registra- 
tion by the Local Boards throughout New York State on the two preceding days, as 
follows: 

Saturday, April 25, 1942 — 1:00 p.M. to 6:00 p.M. 

Sunday, April 26, 1942 — 1:00 p.M. to 6:00 p.M. 

Monday, April 27, 1942 — 7:00 a.m. to 9:00 p.m. 

On this schedule it will be possible for all members concerned to register before leaving 
for New York City. However, they will still be able to register with the Board in the 
Waldorf-Astoria since Selective Service will maintain that arrangement notwithstanding 
the general change in schedule shown above. 

Members living in New York City boroughs, who are not eligible to register with the 
Waldorf Board, will find it easier to visit their own local boards on Saturday, April 25 
or Sunday, April 26, thus avoiding possible delay in reaching the Monday meeting. 

Lours H. Batter, M.D., Speaker 
Peter Irving, M.D., Secretary 
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management and outlook for the tuberculosis 
is pretty much the same as without the dia- 
befces. 

In summing up, let us briefly recapitulate: 

. In every case of chronic pulmonary 
tuberculosis, there is a time when the lesion is 
so early and minimal that treatment is but a 
matter of a few months of bed rest under the 
care of the general practitioner. 

2. There is a critical period for all tuber- 
culous lesions shortly following onset. In 
more acute cases this period is measured by 
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days or weeks, in more chronic lesions it ex- 
tends over months. The decision for or 
against collapse must be reached on the basis 
of experience in judging events of this period. 

3. Early diagnosis that will bring the pa- 
tient under treatment when bed rest will still 
arrest the lesion will cut the process short in 
all but a few of the cases. 

4. Initiation of collapse treatment at the 
optimum time on the basis of ripe judgment 
as to the trend of the process will effect cure in 
the majority of the cases. 


THE THERAPEUTIC VALUE OP PUPPETS 1 *' 
The educational value of puppetry is less well ' 
known than its entertainment and commercial 
values, says an article by Jeanetta Lyle and 
Sophie B Holly, R.N., in the Bulletin oftheMen- 
ninger Clinic. Puppets have long been used in 
schools, however where they lend themselves 
ideally to the teaching of such subjects as geogra- 
pny, history, home decoration, dress design 
stagecraft, and dramatics. Their therapeutic 
possibilities in a program of re-education of the 
mentally ill have been recognized comparatively 
recently. Child therapy has utilized them most 
effectively m attempts to learn more about the 
nature of the child’s conflicts which, with his 
limited vocabulary, he is unable to express ade- 
quately m words but can express in play with 
dolls and toys. A number of reports of this type 
of work with maladjusted children under the 
guidance of child analysts have been published. 

lhe reaction of adult patients who may also be 
unable to express their conflicts verbally because 
of regression and strong inhibitions to puppet 
making and use has been less adequately studied, 
although some observations have been made 
This method of recreation in a hospital is pre- 
scribed as is any other activity, mental or physi- 
cal, for the purpose of contributing to lasting re- 
covery from disease. It serves the therapeutist 


as a means of investigating the patient’s difficul- 
ties and of helping him to solve them, and it helps 
the patient to dramatize his fantasies in a creative 
way. It leads almost inevitably to some kind 
of social relationship, because wherever there is a 
dramatic representation there must be an audi- 
ence, even if it is only one person. 

One of the best things about puppetry as a 
therapy is that it is so versatile. A puppet may 
play many roles, not only on the stage, but in the 
treatment of patients. For one person, the 
building of a being who walks and talks may 
satisfy a deep creative urge; for another, the 
complete control that he gains of the puppet’s 
mechanism may expand his ego by giving him a 
sense of mastery; for another, the antics of the 


puppet may express the exhibitionistic strivings 
that he cannot give vent to himself: and for 
another, the puppet may become an agent 
through which he can express inhibited aggres- 
siveness 

Sometimes a patient identifies himself with his 
puppet and cannot be parted from it, taking it to 
his room and even taking it home with him 
when he leaves the hospital. The puppet to him 
takes on a personality, -just as Charlie McCarthy 
has developed an individuality for the radio pub- 
lic that is more real than that of many human 
performers. One young schizophrenic b oy mod- 
eled a puppet that looked a little like himself. 
This puppet first played the part of Jack in J ack, 
the Giant Killer, and later appeared as Gluck in 
The King of the Golden River. Because of his in- 
genious expression and the hero parts which he 
played, he soon became the favorite of all the 
patients and his "master” enjoyed the reflected 
glory. He enjoyed playing with "Gluck," had 
him outfitted with a new suit in the womens 
occupational therapy department, and took the 
puppet home with him when he recovered suffi- 
ciently to leave the hospital, much to the regret 
of some of the other patients who had also grown 
fond of the little mannequin. It was quite evi- 
dent in this case that the success of the puppet 
brought to this youth the renewed hope and 
interest in life that a human friend sometimes 
gives. 

One rather touching example of this close 
identification with a puppet was shown in a pres- 
entation of Robinson Crusoe. A depressed 
schizophrenic man who was manipulating the 
puppet who took the part of Friday came to toe 
lines where Friday begs Crusoe not to leave bun 
behind on the island. Standing on the bndge 
over the miniature stage, the patient forgot an 
about pulling the strings of the puppet and turn- 
ing to the therapeutist with tears, streaming 
down his cheeks, he recited the passionate pica 
not to be left alone directly to the therapeu- 
tist. 


{5$ Buy U, S. Defense Bonds and Stamps ^ 
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(Continued from page 822] 


Candidates for re-examination in Part II must 
make written application to the Secretary's 
Office before April 15, 1942. 

As previously announced in the board booklet, 
this fecal year (1941-1942) of the board marks 
the end of the two-group classification of appli- 
cants for examination. Thereafter, the board 
will have only one classification of candidates, 
and all will be required to take the Part I and 
Part II examinations. 


The board requests that all prospective candi- 
dates who plan to submit applications in the 
near future request and use the 'new application 
form which has this year been inaugurated by 
the board. The Secretary will be glad to furnish 
these forms upon request, together with informa- 
tion regarding board requirements. Address Dr. 
Paul Titus, secretary, 1015 Highland Building, 
Pittsburgh (6), Pennsylvania. 


Deaths of New York State Physicians 


Name 

Age 

Medical School 

Date of Death 

Residence 

Rollin 0. Baker 

59 

P. & S. N. Y. 

February 11 

Montour Falls 

Edwin A. Baumgartner 

53 

Univ. St. Louis 

March 15 

Newark 

William J. Bemis 

66 

Harvard 

March 3 

Buffalo 

Merton W. Brown 

71 

Albany 

March 6 

Columbia Center 

Filippo Cassola 

66 

Naples 

February 27 

Manhattan 

Harriet B. Clark 

82 

Ohio Med. 

March 

Altamont 

lames P. Coyle 

59 

Cornell 

March 19 

Manhattan 

Alva G. Dunbar 

53 

Buffalo 

February 23 

Pulaski 

Mary H. Eccles 

90 

W. M. C. N. Y. 

March 17 

Brooklyn 

Hermann Fischer 

70 

P. & S. N. Y. 

March 5 

Manhattan 

behind D. Fosbury 

65 

Albany 

March 1 

Endicott 

Marshall D. Gray 

71 

N. Y. Horn. 

January 13 

Shushan 

Harry M. Greenwald 

51 

Univ. & Bell. 

March 13 

Brooklyn 

Daniel G. Hastings 

80 

Harvard 

March 21 

Rochester 

b Seth Hirseh 

62 

P. & S. N. Y. 

March 24 

Manhattan 

Claude A. Horton 

74 

N. Y. Horn. 

February 14 

Glens Falls 

George N. Jack 

72 

Buffalo 

January 12 

Buffalo 

Charles G. R. Jennings 

82 

P. & S. N. Y. 

March 15 

Elmira 

Aspinwall Judd 

73 

P. & S. N. Y. 

March 17 

Manhattan 

Jacob J. bevy 

62 

Syracuse 

February 22 

Syracuse 

Thomas A. McGrath 

54 

Albany 

February 10 

Hoosick Falls 

Walter H. McNeill, Jr. 

56 

Cornell 

March 22 

Manhattan 
Mount Vernon 
White Plains 

Albertus A. Moore 

67 

So. Carolina Med. 

March 23 

Manhattan 

Louis Neuwelt 

60 

P. & S. N. Y. 

March 13 

Manhattan 

William H. Peer 

74 

N. Y. Univ. 

February 22 

Flushing 

John Riegelman 

69 

Bell. 

March 4 

Mamaroneck 

Daisy M. 0. Robinson 

72 

George Washington 

March 12 

Meridale 

Adrian C. Schoedel 

32 

Univ. & Bell. 

February 17 

Flushing 

Isadore Seff 

62 

P. & S. N. Y. 

December 20 

Manhattan 

Edward M. Shaffner 

87 

Buffalo 

February 27 

Salamanca 

Henry R. Skeel 

56 

P. & S. N. Y. 

March 22 

Manhattan 

William W. Smith 

73 

P. & S. N. Y. 

March 2 

Manhattan 

Hubert R. Stiles 

49 

Vermont 

February 11 

Chazy 

John Tinkler 

62 

Buffalo 

March 9 

Buffalo 

Charles E. Townsend 

71 

N. Y. Univ. 

March 16 

Newburgh 

James J. Walsh 

76 

Pennsylvania 

February 28 

Manhattan 

Edward Whittier 

76 

Buffalo 

March 9 

Albion 

Manfred M. Zachart 

46 

Berlin 

February 17 

Manhattan 



Defense Savings Bonds 


■PVow Defense Savings Committee for the State of New York , which operates under the 
National Defense Savings Staff, at 1270 Sixth Avenue, New York City, has come a request to 
publish the following information about the Defense Savings Bonds now on sale. — Editors 


T^efense Savings Bonds come in three 
“ issues, called E, F, and G. They are all 
registered bonds and are not transferable, which 
means that they cannot be sold and cannot be 
used as collateral for a loan, but they will be 
redeemed by the government before their ma- 
turity^ at the request of the owner. They can 
be registered in the name of one individual, or 
in the names of two individuals as co-owners, 
or in the name of one individual as owner and 
another individual as beneficiary. They will be 
held for safekeeping n ithout ch . ge by any 
Federal Reserve Bank, if desired. They are all 
taxable, but only by the Federal Government, 
as to income, gift, or inheritance taxes. 

The differences in the issues are as follows : 

Series E. This is an appreciation bond. It 
pays no interest, but ; t is sold to the investor at 
a discount: 818.75 for a S25 bond, §75 for a S100 
bond, etc., and if held for the full term the in- 
crease in value will be equivalent to 2.90 per 
cent compound interest. 

It comes in denominations of S25, S50, §100, 
§500, and §1,000 (maturity value). 

Its maturity is 10 vears from the date of issue. 

The cost is three-quarters of its maturity value. 

Only §5,000 (maturity value) may be pur- 
chased by an indivrdual in any one calendar 
year. 

It will be redeemed by the government at any 
time after 60 days from the time of pur- 
chase, without capital loss but with diminu- 
tion in the rate of increase in value. 

Series F. This is also an appreciation bond, 
and if held for the full term the increase in value 
will be equivalent to 2.53 per cent compound 
interest. 

It comes in denominations of 3100 up to 
SI 0,000 (maturity value). 

Its maturity is 12 years from the date of issue. 

The cost is a little less than three-quarters of 
its maturity value. 

Only 350,000 (cast value) may be purchased by 
an individual in any one calendar year. 

It will be redeemed by the government at any 
time after six months from the time of pur- 
chase, but only on the first day of the 
month and one month’s notice is necessary. 


It is_ redeemed without capital loss, but with 
diminution in the rate of increase in value. 
Series G. This is a current income bond, 
paying 2.50 per cent a year; payments semi- 
annual. 


It comes in denominations of 3100 up to 
§10,000 (cost and maturity value the same). 
Only S50,000 may be purchased by an indi- 
vidual in any one calendar year. This same 
limitation applies to a combination of F 
and G bonds, a §50,000 limit on F and G 
bonds together purchased in one calendar 
year. 


It will be redeemed by the government at any 
time after six months from the time of 
purchase, but only on the first day of the 
month and one month’s notice is necessary. 
It is redeemed at a discount. 

Arrangements can easily be made with any 
Federal Reserve Bank or any Savings Bank for 
the purchase of these bonds. Checks may be 
sent to them regularly and the bank will buy 
the bonds and either send them to the purchaser 
or hold them in safekeeping. The checks need 
not be for the exact amount to purchase a bona. 
The bank will buy one when the amount in liana 
is sufficient and will hold over the surplus toward 
the purchase of the next bond. . . , „ 

In a bank (Savings Bank or otherwise) where 
you have a deposit, you may authorize the bans, 
until further notice, to charge your account so 
much per week and to buy the bonds as tn 
amount becomes sufficient, while you make d 
posits at such intervals as may be convemen . 
In Savings Banks these deposits should be 
least as much, in the course of a year, ?, t 
cost of the bonds purchased, so as not to depie 


jur savings account. . I 

These bonds can be purchased at your o 
ink, at any Federal Reserve Bank, or at bavi 8 
anks. Checks may be sent to them regula > 
id they will buy the bonds, and they 
ther send them to the purchaser or 
em in safekeeping. In many Savings B . 
ere are arrangements by which an ind 
ay deposit smaller amounts regularly , a 
U buy a bond as soon as the amount becomes 
fficient, holding over any surplus mon y • 

, +1,^, min/>)vKP the IlG.Vfc DOUU. 


EXAMINATIONS— AMERICAN BOARD OF 
General oral and pathologic examinations 
(Part II) for ail candidates (Groups A and B) 
will be conducted at Atlantic City, New Jersey, 
by the entire board, from Thursday, June 4, 
through Tuesday, June 9, 1942, prior to the 
opening of the annual meeting of the American 
Medical -Association: ' " * 


OBSTETRICS AND GYNECOLOGY 

Group A, Part II, candidates will be scli<^uted 

for examination in the first part of t 
tion period, and Group B Part 
half. Formal notice of the time an P ,-^ e 
these examinations will be sent ca ?k • j 
several weeks in advance of the examination date 
•{ Con tinned on op£oaite*'pa2 e ] 
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Woman’s Auxiliary 

To the Medical Society of the State of New York 


F ’S spring again — and with spring comes your 
1942 convention of the Medical Society of the 
State of New York. Tuning in for a bit of last- 
minute news, this is what I heard — a voice 
singing: “I like New York in April — what about 
you?" 

“Mary, that song goes ‘New York in June.’ ” 
“Not this year, George. It’s April — the con- 
vention. And don’t forget, we have a date to 
take that spring vacation you promised." 

“Right you are, Mary. Have you made 
reservations?” 

“Yes, indeed, and the Waldorf sent me word 
today that from the doorman down to the last 
bellboy they are ready for the convention and 
our visit. So I'll pack our grip and we’ll take 
that trip to New York Town.” 

How about you, sister members — did you ex- 
tend that invitation I told you about to all 
doctors’ wives? Tell them about the House of 
Delegates meeting on Monday afternoon and 
Tuesday morning, the auxiliary banquet on 
Monday night in the Starlight Roof, the dinner 
of the Medical Society on Tuesday night in the 
Grand Ballroom, the tea on Tuesday afternoon 
at Louis Sherry’s, and the luncheon on Wednes- 
day at Theresa Worthington Grant’s. 

Have you saved that penny and saved_ that 
dime, so I’ll be seeing you at convention time? 

Mrs. H. F. Pohlmann, 
Convention Chainnan 
Another reminder: make your reservations 
for the Annual A.M.A. Convention, June 8-12. 
Send your request at once to Haddon Hall, 
Atlantic City, New Jersey. 

County News 

Columbia. A luncheon meeting was held on 
March 31 at the General Worth Hotel, Hudson. 
Mrs. Alfred Madden, state legislative chairman, 
was the guest speaker. This was an open meet- 
ing. 

Fulton. Members of the auxiliary held their 
annual meeting and election on March 10 at 
the home of Mrs. J. Frederick Sarno. Officers 
elected are: president, Mrs. John A. Shannon; 
president-elect, Mrs. Louis Tremante; first vice- 
president, Mrs. John H. Larrabee; second vice- 
president, Mrs. J. J. Thompson; treasurer, Mrs. 
c Backus : recording secretary, Mrs. Francis 
S. Hyland; corresponding secretary, Mrs. J. F. 
bamo; historian, Mrs. Woodard Shaw; director, 
airs. J. Edward Grant; hospitality, Mrs. Robert 
Lenz; parliamentarian, Mrs. Arthur R. Wilsey; 
membership, Mrs. William J. Kennedy; public- 
'll j al J? press, Mrs. Austin Hogan; Hygeia and 
““ Cross, Mrs. H. B. Riggs; program, Mrs. 
o. G. McKillip; legislation, Mrs. R. T. Furlong; 
finance, Mrs. William F. Hesek; Bulletin, Mrs. 
;V J. D'Errico; public health and public rela- 
tions, Mrs. _ Kenneth Foster. Following the 
business session, a social time was enjoyed and 
refreshments were served. 


Jefferson. A silver tea for the benefit of the 
shut-in children at the Bide-A-Wee Hospital was 
held at the home of Mrs. Emmett B. Dunlay. 
The women who poured were Mesdames Robert 

G. Horr, Charles A. Phelps, Louis W. Moore, 
Charles T. Learned, Harold W. Conde, Henry H. 
Babcock, Percy H. Willmott, Valo A. Bradbury, 
and Maurice £>. Barnette. On January 17 the 
Woman’s Auxiliary participated in the sale of 
defense stamps under the direction of Mrs. 
Sutherland E. Simpson. Later in January, 
under the chairmanship of Mrs. Walter Fox 
Smith, more defense stamps were sold. Mrs. 
Wendell D. George, Mrs. G. Harry Righter, and 
Mrs. Emmett B. Dunlay also assisted. A 
regular dinner was held March 12 at the Black 
River Valley Club. The auxiliary held its 
meeting prior to the medical society meeting. 
Dr. F. R. Calkins addressed the auxiliary on 
“Cancer Control.” The meeting then adjourned 
to give the women an opportunity to hear the 
address by Dr. George S. Nellis, a lieutenant- 
commander in the United States Naval Reserve, 
on “Civilian Defense Against Chemical War- 
fare.” 

Madison. A covered-dish supper was held 
at the home of Mrs. Otto Pfaff. Mrs. Lee S. 
Preston, president, introduced the guests of 
honor, Mrs. George B. Adams, state president, 
and Mrs. George C. Sincerbeaux, state cor- 
responding secretary, both of Auburn. The 
members of the Doctors’ Club of Oneida joined 
the ladies to honor Dr. and Mrs. Charles Earl. 
Dr. Earl recently left to join the United States, 
Navy. Mrs. Earl is a past-president of the 
auxiliary. 

Nassau. On April 28 at 2:00 p.m., a trip was 
made to Meadowbrook Hospital. The speaker 
was Dr. A. J. McRae. 

Orange. The executive board of the Woman’s 
Auxiliary met Tuesday, March 17, at the home 
of Mrs. J. Emerson Noll in Port Jervis. The 
members attending the luncheon and the business 
meeting which followed were: Mesdames W. W. 
Davis, N. T. Keyes, L. T. Seward, C. E. Fallon, 
J. W. McKeever, C. S. Me William, P. H. Faivre, 

H. F. Pohlmann, J. W. Walton, H. F. Murray, 
J. E. Noll, and G. E. Kenny. The president, 
Mrs. W. W. Davis, conducted the business 
session. Plans for the general meeting held in 
Middletown, April 2, and the annual convention 
to be held in New York, April 27-30, were dis- 
cussed. 

Schenectady. The public was invited to the 
Medical Auxiliary Nutrition Institute, March 25 
and 26. Mrs. A. Grussner was chairman of the 
event. Exhibits illustrating the principles and 
practice of nutrition filled the solarium both 
days. These_ exhibits included movies, skits, 
panel discussions, and lectures. 

We congratulate, and welcome to our midst, 
Livingston County, whose president is Sirs. 
Kenneth T. Rowe. 



Postgraduate Medical Education 

fr /=' issszsss rtr »— * «. 


Sulfonamide Therapy 

fe«S6ai' Sf & >?r^ 

Health, for the Oranee K ' a department of 
is to be held at the r Medical Society, 

Middletown? at 8 : 00 5 i Memorial Hospital; 

p s„*ss Sufs J Ia) ' ^a^vio, 

Their Use h ® Bod y lind Principles for 

Alexander D. Langmuir M 33 
commissioner, Westche<!f Jo ’’ de PutT 
partment of Health! PeekskUh° Un y 

SnrU Rd IntCma! Use of Sulfonamides in 

’SS5®S®artsf 

University Mediml d r y i ? 6C0 Cornell 
City. y al College, New York 

T "i2 T " <od *r. M*y 26-Tre.taent 

Treatment of Meningitis. 

^Yorfu 0 - ate profess °r of 
&oUeS%wYoTk r City n,VerSltyMe di<-al 

th™e» D Yo7k C Stati S D P n°T erat ; Ve eD *avor ol 

the Medical Society of the^Tate of^w’York d 


Maternal Welfare Teaching Day at Albany 
bein JlT? Welfare Teaching Day is 

Ho ri t ) d t 1 e neSd 7' Apri) 15 ' at the°Alliy 
lowing bu 7’ under the auspices of the fol- 
mitteps „f?!f at,ons - the maternal welfare com- 
toaa W ban T» Columbia, Rensselaer, Sara- 
Sban J m T' , a 2 d Waaid ngton countj; the 
York nh e 7 ca , School; the Northeastern New 
nLt;?n bSt f\ n , Ca and Gynecological Society; the 
rienp f ?[ Maternity, Infancy, and Child Hy- 
S, 0 th « Neur York State Department of 
eiety^' the Ne "' Yorfc State Medical S°- 

The meeting will convene at 12:00 noon, with 
j \ °? e Ph 7 C. Kiernan, regional chairman in 
obstetrics, Maternal and Child Welfare Com- 
° f the ,*J«w Tork State .Medical Society, 
bon, ! n . g ’.. aud Ur- P. S. Cunningham, dean, Al- 
addix-sses' 101 ^ College, introducing the scientific 

, , dr ?t of these will be a paper on “Chemo- 
therapy in Obstetrics,” by Dr. Ferdinand J. 
ocnoeneck, associate professor of clinical obstet- 
rics, Syracuse University College of Medicine, 
f ®~ a ^ er luncheon, which will be served 
a ' , e hospital at 1 :00 p.m., will be given over to 
addresses by Dr. Edward C. Hughes, professor 
ot clinical obstetrics, Syracuse University Col- 
ege of Medicine, on "Toxemias of Pregnancy”; 
r. Vincent P. Mazzola, instructor in obstetrics 
and gynecology. Long Island College of Medi- 
cine, Brooklyn, on "Complications of Pregnancy: 
rieart Disease, Tuberculosis, and Diabetes”; and 
. r \ Bchoeneck, on “Proposed Consultation Serv- 
ice in Obstetrics." 

The program committee consists of Drs. Job a 
C. Hayes, Kenneth M. Archbold, Joseph W. 
Cooney-, Jacob L. Loehner, Jr., and Mary D. 
Pettit. The committee on arrangements includes 
Dm Thomas O. Gamble, William J. Fitz-Gerald, 

G. Emery Loehner, Alfred L. Madden, and Paul 
Schultze, Jr. 


Make Your Hotel Reservations 

W. The Annual Meeting is less than two weeks away. The date: 
April 27-30; the place: The Waldorf-Astoria, New York City. 
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;«o sp it als S ani t ar i urns 


Institutions of 


'y^ ^^cialized Treatments 


” THE MAPLES INC., ROCKVILLE CENTRE, L. I. 

A sanitarium especially for invalids, convalescents, chronic 
patients, post-operative, special diets, and body building. Six 
i acres of landscaped lawns. Five buildings (two devoted exclu- 
sively to private rooms). Resident Physician. Rales $18 lo $35 Weekly 

MRS. M. K. MANNING, Supt. - TEL: Rockville Centre 3660 


i’ 


=; CHARLES B. TOWNS HOSPITAL 

Serving the Medical Profession for over 40 years 

FOR ALCOHOLISM AND DRUG ADDICTION EXCLUSIVELY 

; Definite Treatment • Fixed Charges • Minimum Hospitalization 

' 293 Central Park West, New York Hospital Literature Telephone: SChuyler 4-0770 



PHYSICIAN IN “NEW-YORK” 


'• hyphenation of New York is the publisher’s in 
- a boo “ Printed in 1806 and written by Shadrach Ricket- 
- f°?> physician in New-York.” The following abstract, 
cken from a copy purchased by Dr. David Hosack, who 
, «as an intimate friend of George Washington and Ben- 
' Ianun Franklin, appears at the front of the book and is 
’ a PPfently a form of copyright, 
the material reads: 


„ . District of New-York, etc. 

nf a ^ remem bered, That on the twenty-ninth day 

,, ^Sust, in the thirty-first year of the Independance of 
mH?? . States of America, Shadrach Ricketson, of the 
l' :u ■strict, hath deposited in this Office the title of a 
oo ', the right whereof he claims as Author in the words 
following, to wit: 

p ^f a , ns °/ preserving Health and preventing Diseases; 
n ri r e u prmcipall y oa an attention to Air and Climate, 
Mi H ’ ^ ee P> Exercise, Clothing, Passions of the 
cent ! • ^ cten tions and Excretions, With an appendix, 
tinn Observations on Bathing, Cleanliness, Ventila- 
anu Medical Electricity; and on the Abuse of Medi- 


cine. Emiched with apposite extiacts from the best 
Authors. Designed not merely for Physicians, but for 
the information of others. To which is annexed a Glos- 
sary of the Technical Terms contained in the Work — By 
Shadrach Ricketson, Physician in New-York.” 

In conformity to the Act of the Congress of the United 
States, entitled “An Act for the Encouragement of Learn- 
ing, by securing the copies of Maps, Charts and Books 
to the Authors and Proprietors of such copies during the 
times therein mentioned;” and also to an Act entitled 
“An Act supplementary to an Act entitled ‘An Act for 
the Encouragement of Learning by securing the copies of 
Maps, Charts and Books to the Authors and Proprietors 
of such copies during the times therein mentioned,’ 
and extending the benefits thereof to the arts of design- 
ing, Engraving and Etching historical and other prints.” 
Edward Dunscomb 
Clerk of the District of New-York 

Today we just print “Copyright 1942” and leave the 
rest to the imagination. 


,,U - BARNES SANITARIUM 

STAMFORD, CONN. 

F or . , N. Y. c. Cl a Merrill Parkway 

Conva|tsr»nL° i^ er \°. us «nd Mental Disorders, Alcoholism and 
titles for CkX i TL fe u y supervised Occupational Therapy. Fa- 
tif u hill ,h 5 r<5 Py* Accessible location in tranquil, beau- 

P u n * r * S^rate bu.ldmgs. 

B ARNES, M.D., Med. Supt. *Tel. 4-1143 


BRUNSWICK HOME 

A PRIVATE SANITARIUM. Convalescents, postop- 
erative, aged and infirm, and those with other chronic 
and nervous disorders. Separate accommodations for 
nervous and backward children. Physicians’ treatments 
rigidly followed. C. L. MARKHAM. M.D.. Supt. 

B'way & Louden Ave., Amityville, N.Y., Tel: 1700, 1, 2 

. hTy. Office — 67 W. 44th Street Tel: MUrr.y Hilf 2-8323 



LOUDEN-KNICKERBOCKER HALL. 1 ** 

81 LOUDEN AVENUE Tel. Amityville 53 AMITYVILLE, N. Y. 

A private sanitarium established 1886 speci alizi ng in NERVOUS and MENTAL dis eases. 

Full information furnished upon request 
JOHN F. LOUDEN New York City Office JAMES F. VAVASOUR, MJ>. 

President 67 West 44th St., Tel. VAndcrbilt 6-3732 Physician in Charge 


Say you saw It in the NEW YORK STATE JOURNAL OF MEDICINE 






Books 


Brooklyn, nTy W * Acknowledgment tfV®! emt at , 1313 Bed!ot / Avenae ’ 

f,C ' ent n ° Mcati0n - ^r review^ "eT^ oS“efd^ 


RECEIVED 


Food and Beverage Analyses. By Milton A 

Sectfd'* .irv 5 ’' al o Mar i° rie R- Mattice, M.S. 
Second edition. Octavo of 344 pages. Phila- 
delphia, Lea & Febiger, 1942. Cloth, 34.00. 

T? e, ^? logy - B y Maxwell M. Win- 
T° cta r v ^ 0 /- 792 P fl ses. illustrated. 
Philadelphia, Lea & Febiger, 1942. Cloth S10 

Source Book of Medical Histoiy. Compiled 
offish 3 by LoganCiendening, M.D. Octavo 

Sff SS; it Yo *' P “ I a - H » b »- 

Modem Sanitary Engineering for the Use of 
Architects, Surveyors, Engineers, Medical Of- 
fic ® r ® of . Health, Sanitation Officers, Builders, 
and Students. By G. Eric Mitchell. Octavo of 
lOD pages diustrated. Brooklyn, Chemical 
Publishing Company, 1942. Cloth, S5.00. 

Nasal Sinuses. An Anatomic and Clinical 
Consideration. By O. E. van Alyea, M.D 
Octavo of 262 pages, illustrated. Baltimore, 
S6 50 & WllkulS Com Pany, 1942- Cloth, 


Psychiatry in Medical Education. By Frank- 
5 b f ugh > M-D-, and Charles A. Rymer, 
M.D. Octavo of 619 pages. New York, Com- 
monwealth Fund, ig42. Cloth, S3.50. 

Essentials of General Anaesthesia with Special 
Reference to Dentistiy. by R. R. Macintosh, 
M.D., and Freda B. Pratt Bannister, M.D. 
Second edition. Octavo of 334 pages, illustrated. 
Oxford, England, Blackwell Scientific Publica- 
tions, Ltd., 1941. Cloth, 25 shillings. 

Diseases of Metabolism. Detailed Methods 
of Diagnosis and Treatment. A Text for the 
Practitioner. Edited by Garfield G. Duncan, 
M D. Quarto of 985 ‘pages, illustrated. Phila- 
oeiphm, W. B. Saunders Company, 1942. 
Cloth, $12. 

Encephalitis— A Clinical Study. By Josephine 
B. Neal, M.D. Octavo of 563 pages. New York 
Grune & Stratton, 1942. Cloth, $6.75. 

Roentgen Treatment of Infections. By James 
h. Kelly, M.D., and D. Arnold Dowell, M.D. 
Octavo of 432 pages, illustrated. Chicago, Year 
Book Publishers, Inc., 1942. Cloth, S6.00. 

Skin Grafting from a Personal and Experi- 
mental Viewpoint By Earl C. Padgett, M.D. 
Quarto of 149 pages, illustrated. Springfield 
Charles C. Thomas, 1942. Cloth, S4.50. ’ 

Methods of Treatment in Postencephalitic 
Parkinsonism. By Henry D. von Witzleben. 
Octavo of 164 pages. New York, Grune & Strat- 
ton, 1942. Cloth, S2.75. 

A Manual of Maladies Influenced by Oxalic 
Acid Poisoning, viz., Industrial Myositis Fibrosa, 
Occupational Schizophrenia, and Experimental 
Wassennann and Kahn Tests. By Abel G. 
Anthony, M.D. Octavo of 85 pages, illustrated. 
Chicago, the Author, 4254 Indiana Avenue, 1941, 
Cloth, S2.00. 


The Eclipse of a Mind. By Alonzo Graves. 
Oct ovo of 722 pages. New York, Medical 
Journal Press, 1942. Cloth. 

How to Organize Group Health Plans. By 
Martin W. Broun, LL.B., Katharine G. Clark, 
and Perry R. Taylor. Duodecimo of 72 pages. 
Boston, Joint Committee of the Twentieth Cen- 
tury Fund and the Good Will Fund and the 
Medical Administration Service, Inc., 31 Milk 
Street, 1941. Paper, 25 cents. 

The Diseases of the Basal Ganglia. Proceed- 
ings of the Association for Research in Nervous 
and Mental Disease, December 20-21, 1940. 
Volume XXL Octavo of 719 pages, illustrated. 
Baltimore, Williams & Wilkins Company, 1942. 
Cloth, S10. 

Communicable Disease Nursing. By Theresa 
I. Lynch, R.N. Octavo of 678 pages, illustrated. 
St. Louis, C. V. Mosby Company, 1942. Cloth, 
$3.75. 

The Treatment of Bums. By Henry N. Har- 
kins, M.D. Quarto of 457 pages, illustrated. 
Springfield, Charles C. Thomas, 1942. Cloth, 
S6.50. 

From Infancy Through Childhood. By Louis 
W. Sauer, M.D. Duodecimo of 200 pages, illus- 
trated. New York, Harper & Brothers, 1942 
Cloth, S2.00. 

Industrial Surgery, Principles, Problems and 
Practice. By Willis W. Lasher, .M.D. En- 
larged First Edition. Octavo of 472 pages, il- 
lustrated. New York, Paul B. Hoeber, Inc., 
1942. Cloth, $6.50. 

A Manual of Pharmacology and Its Applica- 
tions to Therapeutics and Toxicology. By Tor- 
aid Solimann, M.D. Sixth edition. Quarto 
of 1,298 pages. Philadelphia, IV. B. Saunders 
Company, 1942. Cloth, $8.75. 

Surgery of the Ambulatory Patient. By L. 
Kraeer Ferguson, M.D. .Octavo of 92 3 pages, 
illustrated. Philadelphia, J. B. Lippincott Com- 
pany, 1942. Cloth, S10. 

Neural Mechanisms in Poliomyelitis. By 
Howard A. Howe, M.D., and David Bodnm, 
M.D. Quarto of 234 pages, illustrated. New 
York, Commonwealth Fund, 1942. Cloth, S3.50. 

The Jamaica Hospital. A History of the In- 
stitution, 1892-1942. Written and Complied 
by F. G. Riley, M.D. Octavo of 172 pages, il- 
lustrated. Jamaica, Medical Board Jamaica 
Hospital, 1942. Cloth, $5.00. 

‘‘...But Collections Are Awful.” By Robert 
FosterAsh. Octavo of 104 pages. Binghamton, 

N. Y., the Author, 164 Washington Street, 194- 
Cloth, $2.00. 

The Conquest of Bacteria from Salvarsan to 
Suiphapyridine. By F. Sherwood »* 

Octavo of 175 pages. New York, Affiance B 
Corporation, 1942. Cloth, $2.00. 
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iANITARIUM GREENWICH 

For Nenous, Mildly Meatai, Digestive and Cardiovascu- 
!ar cases, and special care for ELDERLY PATIENTS. 
Quiet, re6ned, homelike. 25 miles from N. Y. City. 
Moderate rates, 

r. sr. cum kitchcock, li.D , Director 
275 NORTH MAPLE AVE., GREENWICH, CONN. 


WEST HILL 

West 252 nd St. and Fields ton Road 
River dale-on-Hudson, New York City 

For nirroui, oeaul, drug arid alcoholic patients. The sanitarium is 
bc-nuLlIf located w private park of ten acres Attractive cottages, 
scscctiEaHy air-cooditioacd. Modern facilities for shock treatment 
&ccp*noaaJ therapy and recreational activities. Doctors may direct 
th: treatment. Rates and illustrated booklet gladly scat on request. 

HENRY W. LLOYD, M.D., Physician in Charge 
Telephone: Kmgsbridgc 9-8440 


terrace house 

: /or ALCOHOLISM 

‘ ^ sanatorium offering a specific treatment for alcoholism, 

^ oimulsud to relieve the craving for alcohol and with re-education 
■' W ting toward permanent abstinence. Homelike surroundings, 
uuapetent medical and nursing care. 16 miiea from Buffalo. 
Moderate rates — Enquiries incited 

54 Maple St. - East Aurora, N* Y. - Phone 784 



‘INTERPINES’ 

Goshen, N. Y. 


Ethical — Reliable — Scientific 

Disorders of ifie Nervous System 
BEAUTIFUL— QUIET— HOMELIKE 
Wntcfor Booklet 

FREDERICK W. SEWARD, M.D., Director 
FREDERICK T. SEWARD, M.D., Resident Phyucisn 
CLARENCE A. POTTER, M.D., Resident Pkyticien 


BRIGHAM HALL HOSPITAL 

AT CANANDAIGUA, N.Y 

FOR MENTAL AND “■ ■ An un~ 

institutional atmosphere . scientific, 

individual Moderate r of Men- 

tal Hygiene (See also our advertisement in the Medical 
Directory of N Y., N. J. and Conn.) Address inquiries to 
MARGARET TAYLOR ROSS, M.D., Physician-in-Chargc 


“SHOCK TREATMENT” IN GREAT-GRANDFATHER'S DAY 


k®8 ^ e ^ ore the first electric light, electric machine, 
; t le m odem diathermy apparatus, doctors were quite 
in electricity medically. In fact as early as 
' «\t x ® e< ^‘ c; d author devoted an entire chapter to 
' - ed, cal Electricity^' — a chapter that consumed an en- 
‘ire page. 

This is what he had to say — “Electricity being one of 
P owe riui stimulants, its effect may be consid- 
' lati b f M ! =’ enera * a 11 '®- local. It promotes a free circu- 
■ ! _ 0I ) 1 . “ e blood, and increases animal heat and per- 
bod 3 ! °t ’ l 3 we ^ 53 *-he secretions and excretions of the 

] v “ aas been frequently used, of late, both as a pre- 
" e cure of many diseases. Without enumerat- 


ing them all, it will be sufficient to say, that it has been 
found most successful in the following: rheumatism, 
gout, kings-evil, palsy, St. Anthony's fire, St. Vitus’s 
dance, epilepsy or falling sickness, gutta serena, nervous 
head-ach, tooth-ach, suppresion of the menses, contrac- 
tions and cramps of the limbs, and in various obstruc- 
tions, tumours and ulcers. 

"And it has, also, been found one of the most effectual 
means of resuscitating persons apparently dead from 
drowning, suffocation, and other like causes.” 

Evidently the author ran out of cases in which elec- 
tricity might be indicated, but he could not have missed 
many known to doctors in that era. 


offerinscompUt. facilities lo> 

Ki alcohol mental and nervous cases 
««Mt*llS to°i, PkJSjgj*"® ADDICTIONS. W« .stead full 

45 T-t. RUSSELL, M.D., Med. D,r. 

HZ 01 *"* A ’«- PATERSON, N.J. A, ra ory 4 -S 342 


m halcyoa REST 

boston Post road, RYE, NEW YORK 

M.D., Physician- in- Charge 

Rental, drur t c< ljripped for the treatment of nervous, 
^enpy. Patients, including Occupational 

UU1 located a short distance from RyeBeach. 

Telephono: Ryo SSO 
‘"'‘far illustrated booklet 


FALKIRK 

IN THE 

RAM APOS 

A sanitarium devoted exclusively to 
the individual treatment of MENTAL 
CASES. Falkirk has been recom- 
mended by the members of the medi- 
cal profession for half a century. 

Literature on Request 

ESTABLISHED ISS9 

THEODORE W. NEWMAN, M.D., Phys.-in-Chg. 
CENTRAL VALLEY, Orange County, N. Y. 


A HUMANE (DEAL — A SCIENTIFIC NECESSITY 

MYOcaaacz 

A MODERN PSYCHIATRIC HOSPITAL 

RatcYfiv limited budgets, Ptncneliitd Piycho-thei.py plus 
the Uplift of Refined tiring. ElccUo-ihocit »dmini»tt<ed. 
Selected etstt of Druj end Alcohol Addiction Kcepfed. 
EUGENE N. BOUDREAU. M.D.. JNiyWetm-in-CW*. 
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The Principles of Neurological Surgery. By 
Loyal Davis, M.D. Second edition. Octavo of 



The Horses of the Sun. By Dr. Kathryn M. 
Whitten. Octavo of 314 pages. Boston, Meador 
Publishing Company, 1942. Cloth, $2.00. 

Pediatric (Jynecology. By Goodrich C. 
Schauffler, M.D. Octavo of 384 pages, illus- 
trated. Chicago, Year Book Publishers, 1942. 
Cloth, S5.00. 

Medical State and National Board Summary. 
By William H. Kupper, M.D. Octavo of 369 
pages, illustrated. Paterson, N. J., Colt Press. 
1942. Cloth, S4.50. 

A Manual of Endocrine Therapy. By Bernard 
L. Cinberg, M.D. Octavo of 178 pages. Brook- 
lyn, Chemical Publishing Company, 1942 
Cloth, S3.25. 

A Textbook of Surgery. By American Au- 
thors. Edited by Frederick Christopher, M.D. 
Third edition. Quarto of 1,764 pages, illustrated. 


Philadelphia, W. B. Saunders Company, 1942. 
Cloth, S10. 

The Retina. The Anatomy and the Histology 
of the Retina in Man, Ape, and Monkey, In- 
cluding the Consideration of Visual Functions, 
the History of Physiological Optics, and the His- 
tological Laboratory Technique. By S. L 
Polyak, M.D. A Fiftieth Anniversary Publica- 
tion of the University of Chicago Press. Quarto 
of 607 pages, illustrated. Chicago, University 
of Chicago Press, 1941. Cloth, $10 t 

Allergy in Clinical Practice. By Staff Members 
of the Cleveland Clinic, under the Direction of 
Russell L. Haden, M.D. Edited by J. Warrick 
Thomas, M.D. Octavo of 354 pages, illustrated. 
Philadelphia, J. B. Lippincott Company, 1941 
Cloth, §5.00. 

The Premature Infant: Its Medical and Nurs- 
ing Care. By Julius H. Hess, M.D., and Evelyn 
C. Lundeen, R.N. Octavo of 309 pages, illus- 
trated. Philadelphia. J. B. Lippincott Company, 
1941. Cloth, $3.50. 


REVIEWED 


Encephalitis — A Clinical Study. By'Josephine 
B. Neal, M.D. Octavo of 563 pages. New 
York, Grune & Stratton, Inc., 1942. Cloth, S6.75. 

The coincidence of the publication of Dr. Neai's 
latest book, A Clinical Study of Encephalitis, 
at the very onset of World War II is interesting, 
since encephalitis was one of our heritages from 
the first World War. The sequelae of that 
epidemic of encephalitis are still with us, pre- 
senting a problem to medical men in general, 
neurologists in particular, and to draft board 
and army physicians. Dr. Neal, with her four- 
teen years’ experience on the Matbeson Commis- 
sion preceded by her association since 1910 with 
the Bureaus for the Study of Infectious Diseases 
of the Central Nervous System, has a unique 
position as an authority second to none in the 
United States on encephalitis. The complete- 
ness of this study from every point of view is 
characteristic of her attitude toward the problem 
she has undertaken to face. Her observations 
and conclusions are objective and scientific. The 
book in itself is not only extraordinarily interest- 
ing reading but is a source book that will be 
valuable to students, general practitioners and, 
most of all, to neurologists, from whom post- 
encephalitic patients seek relief from their 
tragic disease. 

Kars Constable 

Surgery of the Heart. By E. S. J. King, M.D. 
Octavo of 728 pages, illustrated. Baltimore, 
Williams & Wilkins Company, 1941. Cloth, 
813.50. 

In 1896 Rehn recorded the first successful 
operation upon a living heart — the suture of a 
wound — although as early as 1650 Riolanus had 
suggested the possibility of tapping the distended 
pericardium. Surgery of the heart has pro- 
gressed rapidly since the beginning of this 
century with increasing tempo w the most recent 
vears. As Dr. White says in his introduction: 
surgeon who would attempt the treatment 


of diseases of the heart must have the courage 
and optimism of the explorer and be equipped 
to justify their exploitation.” 

Although this book consists of over 700 pages 
and although surgery of the heart has progressed 
in our day far beyond even the dreams of all 
previous time, the really practical results are still 
quite limited. It is, therefore, to the physician, 
as well as to the surgeon, that the author speaks. 
It will be possible for cardiac surgeiy to ad- 
vance only as the physician learns the possibilities 
of surgery. The lamp is but just lighted it 
needs oil. The cardiologist almost always sees 
the heart patient first. If he knows what the 
surgeon has accomplished in solving some of these 
difficult heart problems, he may aid by his en- 
couragement and knowledge in extending thi 
field. , , ,, 

The first section of the book is devoted to the 
anatomy, physiology and pathology, and special 
examinations of the heart, emphasizing the m 
recent advances found in a wide study ol t 
literature. The main body of the volume con- 
siders the surgery not only of the heart itseu 
but also of the pericardium, coronary, and great 
vessels. The frequent repetitions of the text 
and bibliography are not accidental. It is we 
aim to make each subject complete in order 
these sections may be used for rapid referc • 
This makes the work a little more dificM to 
read in continuity from cover to cover, until tne 
reader becomes accustomed to sensing an r 

way he has kept such a voluminous and autnon 
tative book up to date. ^ Fjeld 

Diseases of the Nails. By V. 

M.D. Second edition Ocavoof 193pagcs 
iiustrated. Springfield, Charles C. lno 
l 941. Cloth, S3.50. 

The second edition of this book includes some 
[Continued on pasa 830] 
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Editorial 

War Shortage of Drugs and Medical Appliances 


The subcommittee of the Committee 
ou Public Health Relations of The New 
York Academy of Medicine has done a 
noteworthy piece of work in surveying, 
with the help of representatives of lead- 
ing drug manufacturers and distributors 
and from several divisions of the govern- 
ment, forthcoming shortages in essential 
medical materials. The medical pro- 
fession has read of the shortages in the 
essential materials for industry, the 
priorities which have now been estab- 
lished in many lines, but it has more or 
less assumed that in some way the basic 
materials used in the practice of medicine 
would continue to be available. 

However, the supply of drugs from 
many foreign countries has been drasti- 
cally curtailed or completely shut off. 
Lack of shipping facilities has made 
belladonna and colchicum practically, 
unavailable. Drug substances used in 
the manufacture of war equipment — 
alcohol, phenol, glycerine, magnesium, 
mercury and zinc — are becoming less and 
less obtainable. 

The Army and Navy are taking for 
immediate use, and storing up against 
possible future needs, vast supplies of 
quinine, morphine, sulfa drugs, band- 
ages, surgical instruments, and the like. 
Lend-Lease requirements are also taking 
a heavy toll. Materials in this category 
are being sent to Britain, Australia, India, 

outh Africa, China, Free France, Soviet 

epublics, and Central and South Ameri- 


can Republics. There are priority rulings 
on materials used in packaging — tin plate 
and lead, and it is probable that the use 
of paper cartons and wooden packing 
eases will shortly be curtailed. 

Transportation is developing acute 
shortages and deliveries are being ac- 
complished under greater and greater 
difficulties. The U. S. Pharmacopoeia 
has relaxed storage requirements for 
some drugs such as ergot and made 
official substitutes for codliver oil. 

The report of The New York Academy 
of Medicine urges that hospitals and 
surgeons exercise the utmost economy in 
the employment of operating-room and 
other materials and apparatus; that in 
prescription work tablets and capsules 
be substituted fpr elixirs, tinctures, 
fluid extracts, and preparations contain- 
ing syrups and glycerine. It is atso rec- 
ommended that every step, including 
subsidy, be taken to favor the production 
in this country of certain vegetable drugs 
hitherto imported The Academy very 
sensibly urges that steps be taken to 
produce in this country previously im- 
ported or manufactured items and that 
official drugs and their preparations to- 
gether with certain newer chemical drugs 
be given priority over unofficial apd. pro- 
prietary preparations. In the Medical 
Preparedness section of this issue may 
be found the complete report, on page 
916, adopted by The New York Acad- 
emy of Medicine on March 9, 1942. 
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new illustrations and references; otherwise it is 
much the same as the first edition. 

The author has produced a small volume on 
diseases of the nails which is worthy of his great 
effort in observation, preparation, and produc- 
tion. Here one will find descriptions of all the 
common and unusual pathologic conditions that 
affect this cutaneous appendage. 

Its division into “Affections Peculiar to 
Nails," “Ungueal Manifestations of Systemic 
Diseases,” and “Congenital Affections of the 
Nails" gives one an insight into the scope of the 
work. Since many of the changes in the nails 
are not characteristic of a specific disease and 
others are fairly characteristic, the complete 
elucidation under each heading is helpful. 

Finally, there is a list of the occupations in 
which diseases of the nails are common and a 
shorter list giving the ungueal symptoms due to 
poisons such as arsenic, aniline, acetanilid, etc. 

The book is well written and well illustrated 
and is produced in a fashion to merit considera- 
tion. 

E. Almore Gatjvain 

Occupational Diseases. Diagnosis, Medi- 
colegal Aspects and Treatment. By Rutherford 
T. Johnstone, M.D. Octavo of 558 pages, illus- 
trated. Philadelphia, W. B. Saunders Company, 
1941. Cloth, S7.50. 

An excellent hook has been added to the in- 
creasing number of publications on occupational 
diseases. The author has divided his book into 
eight parts, each of which deals with a specific 
group of occupational diseases. The symptoma- 
tology of the individual occupational disease 
is discussed, and then the medicolegal aspects are 
presented, fortified with suitable case reports. 

Much of the recent literature has been in- 
cluded. The chapter on treatment of lead poison- 
ing has been brought up to date to include some 
discussion on the controversy that exists con- 
cerning calcium and phosphorus therapy. Both 
sides of the controversy are presented. The dust 
diseases, including the discussion of the rela- 
tionship of silicosis to tuberculosis, is well pre- 
sented. 

There are many excellent illustrations and x- 
ray reproductions. The films demonstrating the 
various stages of silicosis are excellent. The 
chapter on the "industrial back” is well discussed 
and the illustrations are adequate. The occupa- 
tional dermatoses are well illustrated and the 
discussions of the various types of dermatitis are 
short. 

The book is well recommended because it 
embraces, in its 558 pages, a brief discussion of 
the most important occupational diseases and 
gives the interested reader an adequate bibliog- 
raphy should more detailed information be 
desired. 

With the increasing interest in industrial 
medicine, this book has a definite place in the 
growing library on occupational diseases. 

' ' Irving Greenfieu> 

Blood Disorders in Children, By I. Newton 
Kugelmass, M.D. Octavo of 897 pages, illus- 
trated. New York, Oxford University Press, 
1941. Cloth, S10. 

This work consists of six sections and an ap- 
pendix. The subject matter covers with encyclo- 


pedic detail the diseases of the erythron, Ieukon, 
thrombon, and reticulo-endothelium system. The 
last chapter deals with the blood pictures in 
miscellaneous diseases not strictly hematologic. 

Whether for pediatrician or adult practitioner 
this book offers a “multitude" of hematology. 
At times this appears overwhelming. One 
misses the congeniality of the author that is so 
frequent in textbooks on medicine. In physics or 
chemistry, perhaps congeniality may have no 
place, but in a book on human beings one wel- 
comes it. 

The part on symptom diagnosis is confusing 
and adds little to offset the already overburden- 
some encyclopedic trend. Outstanding is the 
historical comment on the pioneers of hematology. 

Maurice Morrison 

Gynecology and Female Endocrinology. By 
Emil Novak, M.D. Octavo of 605 pages, illus- 
trated. Boston, Little, Brown & Company, 
1941. Cloth $10. 

Dr. Novak has produced a well-planned, excel- 
lently organised, and comprehensive text cover- 
ing the field of diagnostic gynecology and female 
endocrinology. A minimum space is devoted to 
topics with which the author feels the reader 
should be familiar. Though the chapters on 
anatomy, history-taking, ana gynecologic exami- 
nations have been reduced to essentials, these 
subjects have been thoroughly reviewed. . 

The text is devoted chiefly to diagnosis and 
therapy. An outstanding feature is that the 
author does not attempt to discuss operative teck- 
; . e discussion of surgical 

of operation. Such an 

organization permits the author to summarize 
in a volume of less than 600 pages the newer 
contributions that endocrinology has provided 
in the study of gynecologic physiology and 
dlS6^S6 * 

The author has correlated the anatomic 
pathology with the altered physiology of 65™] 
cologic processes which so often exists as tn 
basis for the disturbed function. As an instance, 
one can refer to his discussion of ovarian tumo • 
The practical considerations of treatment ui 
the endocrinopathies are concise yet cornple • 
With the state of developmental flux of endo- 
crinology at the present time the great value ^ 
such a review is that it can well serve as,a star 8 
point for future consideration of any given p 
lem in which the reader may be interested. 

The author is gifted with an understanding « 
the contributions from other branches of medicine 
to gynecology. Specifically, one can recomm 
his discussion of such diverse topics as , „ 
aches in Women” and “Problems of Bex-Lise. 

The wealth of illustrated, material, phot* 
graphs, photomicrographs, including c 
plates and diagrams, is outstanding a 
lucidity to the text. Moreover, the inciimionol 
selected references at the end of each P ^ 
enhances the value of the text as a 
source. . . . rw 

Gynecology and Female Endocnmhgy by un 
Emil Novak can be recommended as • 
the student, as a ready reference book for tbe 
general practitioner, and as a review 
late developments for the speeianst. 

Morris ulass 
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The Cold in Industry 


In our all-out efforts to produce the material 
needed to equip our forces and those of our 
allies, medicine has an enormous responsibility. 
We must keep the men and women fit to carry 
on their work. Probably the greatest cause of 
industrial incapacity is the common cold, and 
as yet nothing has been found to prevent it in 
the manner in which some other epidemic 
diseases are preventable. Anything in the line 
of treatment that holds forth promise must 
therefore be given trial. 

Townsend 1 successfully treated a certain 
type of acute recurrent rhinitis with staphylo- 
coccus toxoid and these patients had no return 
of the infection for at least one year. This 
type gave the history of frequent afebrile colds, 
and more or less constant pain in the neck and 
shoulders. On testing with the allergens, 
negative skin reactions were obtained. Cul- 
ture from the nasal mucous membrane yielded 

1 Townsend, K. E.: Ann. Otol., Rhin. & Laryng. SO: 
11S9 (1941). 


Staphylococcus albus in almost pure culture. 
It is recommended that this be taken during 
the active phase of the disease. 

Before treatment with the toxoid is started, 
sensitivity to its use should be determined by 
a skin test, using 100 units per cubic centi- 
meter. Treatment is effected by the sub- 
cutaneous injection of 1,000 units of toxoid per 
cubic centimeter, the dosage being increased 
over an eight-week period from 0.03 to 0.12 
cc., depending upon the severity of the skin 
reaction of the previous week. Where this 
reaction exceeds 5 cm. in diameter, the thera- 
peutic dose should not be increased. 

This low-dose method of treating this type 
of acute and chronic respiratory infections 
should be given extensive trial by industrial 
physicians. Should it succeed in achieving 
the results Townsend claims for it, it will re- 
duce substantially the number of work hours 
lost by sickness, hours that are of such vast im- 
port at present. 


Priorities Might Help 


It is always a pleasure to read an article 
which is filled with the sound medical horse 
sense of the passing generation of real clini- 
cians. Such an article is that by Smith 1 in 
our own Journal of December 15 last. Fly- 
ing in the face of the much vaunted “glamour” 
°f our dear ladies, he sings the praises of breast 
feeding! He points out that breast-fed babies 
have fewer digestive upsets, and are less sus- 
ceptible to infections of the upper respiratory 
tract. The gain in weight of the infant is 
surer and steadier in the early months and the 
chances for survival are greater. 

There are many factors which have con- 
tnbuted to the almost complete disappearance 
of breast feeding among women in the middle 
u Pper economic brackets. Their social 
obligations, the tendency to assign the care 
the . in ®“ t *° a uurse, and the pandering of 
e physician to the natural vanity of the 
ra .°" ler instead of explaining the advantages 
_ hreast feeding — all these are but a few. 
1 Smith, C. H.: N. Y. State J. Med. 41: 2395 (1941) 


Then again, with the increase in health edu- 
cation for the laity, the fear of the deficiency 
diseases and the overemphasis on the various 
vitamins has led many a mother and her 
medical adviser to view breast milk as lacking 
in adequate supply of these substances. As 
Smith show-s, from his long experience at the 
Bellevue Hospital in New York City, ascorbic 
acid is present in sufficient quantity in breast 
milk when the mother eats citrus fruits regu- 
larly. And a sufficient quantity of sunlight 
on the baby’s skin is equal to codliver oil in 
its efficacy. 

Of course, the mother must be instructed 
as to how' properly to feed her child at the 
breast. Nursing too long predisposes to 
cracked nipples and may make the mother 
irritable. During the period of weaning, 
proper guidance is necessary. But all in all, 
the old saw that, “mother’s milk is best for 
the baby and cow’s milk is best for the calf,” 
holds true, and priorities may yet help us to 
remember it. 


13“ Information on New Questionnaire — Page 920 “HSi 
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This Journal urges upon the Society a practice will give his earnest and serious 
most careful reading of the full report attention to this urgent and vital matter, 
and recommendations. It is to be hoped The Academy is to be congratulated upon 
that every physician remaining in civilian a splendid research in the public interest. 

The Doctors’ Dilemma 


Much of the attention of medical men 
is now centered upon the third enrollment 
of men under the Selective Service Act. 
The age group, 20-45, is that which 
affects most seriously the medical stu- 
dents and the younger practicing phy- 
sicians. Fortunately, the armed forces 
appear determined that the quality of 
medical services shall not deteriorate. In 
consequence, it now seems certain that 
the continuity of medical education and 
discipline will not be interrupted but that 
students in good standing in all accept- 
able medical schools will be taken into 
the Medical Administrative Corps. 

The younger graduates in medicine, 
those in reputable practice under the 
age of 36, will now be principally affected. 
Speaking at the National Conference on 
Medical Service in Chicago, on February 
15, 1942, Major Sam F. Seeley, executive 
officer of the Procurement and Assign- 
ment Service, said that as of that date 
about 25,000 enrollment cards had come 
in to the Service. There are about 65,000 
physicians in the country under the age 
of 45. No man presumably will be as- 
signed to duty by the Surgeon General 
unless first cleared by the Procurement 
and Assignment Service. It may be well 
to stress here that the P. and A. Service 
has no authority to assign anybody, at 
any time, or to any place. Medicine, 
through the P. and A. Service, is the only 
group in the United States permitted to 
render its service wholly under the direc- 
tion of physicians. All business and in- 
dustry on the contrary is now under 
government control of some sort. 

If the present arrangement for procure- 
ment is not disturbed, these physicians 
entering the armed services will be more 
nearly fitted into the places for which 
they are qualified by education and prac- 
tice than any other group. 

The outlook for the men who are not 


called to serve with the armed forces is 
not so clear. The organization of civilian 
defense still leaves much to be desired. 
The experience of other countries in this 
war as pointed out by Dr. Herman N. 
Bundeson, president of the Board of 
Health of Chicago, is that about 50 
per cent of enemy activities are directed 
toward the civilian population. If that 
is to be our experience also, one could 
wish that a little more realism, more 
adequate funds, and some authority could 
be spared by the government for this 
kind of civilian protection and especially 
for the emergency medical service, which, 
for all its willingness to serve, is ill 
equipped, confused as to organization, 
and only in a few places sufficiently drilled 
and integrated with civil protection units. 

It is difficult to understand how the 
P. and A. Service can operate to assign 
physicians not physically fit for military 
service or over age to function with a 
civilian defense organization, which does 
not seem to know just what it is, where 
it is going, or what it will do when it gets 
there. And yet this is the problem con- 
fronting those physicians who will not be 
called for duty 'with the armed forces 
but are yet charged with the proper 
medical care of the civilian population, 
which is at least as likely to be attacked 
with great viciousness as the Army or the 
Navy. 

We are inclined to feel that the organi- 
zation and immediate intensive training 
of civilian physicians and hospitals for 
care of war casualties and civilian de- 
fense is almost as important at this 
juncture as the obtaining of medical men 
for the armed forces. We hope they will 
shortly be given the serious attention 
they deserve. Medical Service, under 
O.C.D., should not become a social pro- 
gram or be left as a mere gesture on 
paper. 



George W. Cottis, M.D. 


George W. Cottis, M.D., was bora March IB, 1880, in Guelph, Ontario, 
Canada, and came to the United States at the age of eleven years. He 
supported himself as a Western Union messenger boy and later as an able 
seaman. At seventeen he entered high school, graduating a year and a 
half later. 

He then taught district school in Genesee County, later entering Cornell 
University on a State scholarship. He graduated in Medicine in 1904, 
taking an internship at Bellevue Hospital, Fourth Division, after which 
he began the practice of medicine in Batavia, New York, as assistant to 
Dr. W. D. Johnson. 

In 1912 he moved to Jamestown. Shortly after, World War I broke 
out. Dr. Cottis in 1916 applied for service in the British Army, serving 
as a member of the Harvard Unit in early 1917, in France. After America 
entered the War he was co mmis sioned in the Royal Army Medical Corps 
as first lieutenant, and was stationed at base hospitals 22 and 26 at Camiers 
and Etaples, where he did surgical work. He was ordered in June, 1917, 
near CMteau-Thierry to reinforce a casualty clearing station, then served 
in French emergency hospitals, earning the rank of captain. Shortly 
before the Armistice he applied for a commission in the American Army, 
but the war came to a close before his transfer became effective. 

Once again a resident of Jamestown, New York, Dr. Cottis became 
third vice-president of the Medical Society of the State of New’ York in 
1919. About this time he also became a Fellow of the American College 
of Surgeons when this Society was organized, and was a member of the 
Founders’ group of the American Board of Surgery. From 1920 to 1931 
he served as delegate from Chautauqua County to the State Society, and 
was first vice-president of the Eighth District Branch, 1924-1927, be- 
coming president of that body in 1926. At this time also he was a member 
of the Board of Censors of the State Society. In 1928 he was elected an 
alternate delegate to the A.M.A. in which capacity he continued to serve 
through 1932, acting also during the same period as vice-speaker of the 
House of Delegates of the State Society. In 1930, he was appointed by 
Governor Roosevelt a member of the New’ York State Health Commission 
on which body he served with distinction. 

In 1933, he became a trustee of the Medical Society of the State of New 
York in which capacity he served through 1940, becoming chairman of 
the Board of Trustees for the year 1938. In 1941, he served as president- 
elect. 

Dr. Cottis is also an honorary member of the Western New’ York Sur- 
gical Association, and chief of Emergency Medical Service in Jamestown. 
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Symposium on Trauma — Its Early Treatment 


TREATMENT OF HEAD INJURIES 

Fred W. Geib, M.D., Rochester, Nesv York 


T HERE is no set routine of treatment in these 
cases and the literature is full of variations 
of opinion. In the past two decades there has 
been a slow but steady recognition of certain 
fundamental therapeutic procedures. We will 
not take up in detail the neurological aspects 
of these cases, but will consider the immediate 
problems that confront the physician or sur- 
geon who is summoned to the bedside of the 
patient. 

Accident 

The care of the patient at the scene of the 
accident is usually out of our control. By the 
time an ambulance arrives, he has been moved 
about by willing but medically ignorant lay- 
men. Frequently he is taken to the hospital 
in an ordinary car because an ambulance is not 
available or because the well-meaning specta- 
tors think it is the proper thing to do. Frac- 
tures, spine injuries, shock, respiratory em- 
barrassment, etc., mean nothing to the laity. 

Actually, the patient should be wrapped in 
all available clothing to keep him warm, placed 
in a prone position very gently, and no attempt 
should be made to straighten crooked legs, etc. 
11 ait until more expert help arrives before 
moving him. This all sounds very well to say 
and reads well but it is done only occasionally. 
IVe might as well accept the situation, because 
there appears to be very little we can do to 
change it. The laity exchange common sense 
for excitement at the scene of a serious acci- 
dent. 

Shock 

The patient is brought into the emergency 
room. Serious cases are in shock and we 
direct our initial treatment to combating this. 
If the patient is critically injured and in des- 
perate condition, it is expedient not to move 
mm very much. Do not take off his clothes ; 
just loosen them about the neck and waist, 
ihe temperature at this time is often sub- 
normal; even if it is normal, the patient may 
“ e eo 'd and clammy. Blankets and hot-water 
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bottles are placed about him. If he is vomit- 
ing, or bleeding from nose or mouth, he should 
be placed on his side if possible, to prevent 
aspiration. Likewise, if his color is poor, be 
certain that the tongue has not fallen back 
into the pharyngeal area. Suction should be 
available at the bedside in case he vomits, or 
blood and mucus fill the throat. Under this 
regimen, the greater percentage of these cases 
will recover from the initial or primary shock. 
We shall discuss supplementary remedy under 
the subjects of fluids and medication. 

Oxygen 

For the past two years, we have been using 
nasal oxygen in cases that show anoxemia and 
air hunger. It improves the blood oxygena- 
tion, as shown by the return of normal color, 
and reduces the marked respiratory effort. It 
appears to conserve the strength of the patient 
and may quiet him. Cerebral edema is in- 
creased by anoxemia and we think that oxygen 
has a definite usefulness in this type of ease. 
If the patient is restless and does not tolerate 
a nasal tube, or if bis nasal passages are filled 
with blood, we suspend a large funnel over his 
mouth. Thus he will receive oxygen because it 
is heavier than air and will gravitate into his 
mouth and about his face. Oxygen tents are 
too cumbersome and too complicated to use at 
this time. We believe that this is a valuable 
therapeutic measure in such cases, and helpful 
in general shock. Also, it is available at any 
hospital and easy to use. Six to 8 L. a minute 
is the average flow of oxygen used. 

Injuries 

Many cases of head injury are complicated 
by chest, abdominal, bone, and laceration in- 
juries. Fractures can be splinted, pillows, 
and sand bags, or traction splints may be 
used, but no reduction or manipulation should 
be done. Immobility is all that is needed at 
this stage. It is important to check the ab- 
domen and place a urinal in bed to collect a 
specimen when the patient voids. Test the 
urine for sugar, especially in older patients, 
because diabetes is not uncommon. 

If the patienthas a serious abdominal injury 
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To the Editor 


April 13, 1942 


You are doubtless familiar with the difficulties 
involved in getting camp physicians 
The Boy Scouts of Greater New York operate 
a number of camps aiound New York City, chief 
of which aie the Ten Mile River Scout Camps 
which house 3,500 Scouts and leaders at a time 
during the months of July and August 
Normally we have used nine physicians, all of 
whom have been licensed to practice in New York 
State Under the existing conditions we me pre- 
paied to adjust oui plans to opeiate with as few 
or as many medical men as we can obtain and to 
compensate men as it becomes necessary 
In the past, considering most of the men have 
been interns, w e have paid S200 00 for the season 
of two months We have adjusted oui salaia 
schedule upwaid so we will pay S300 00 a season 
for the men we may be able to secure Should 


we be able to secure only a few men who would 
have to assume responsibility foi the entire 
plant, u e, of couise, n ould have to be prepared to 
pay consideiably above the scale as outlined 
While we would piefer to have men for the 
entn e eight w eeks’ season, w e w ill be glad to eon- 
sidei men foi periods of two weeks oi longer 
We feel that m view of the importance of 
Scout training and the camping experiences m 
piepaung boys foi then latei service on behalf 
of the nation that the camps should be continued, 
and, of couise, health education and the pre- 
vention of accidents and illness is a mattei of 
pnmaiy importance 


Sincerely yours, 

Alfred C Nichols, Jit 

Director of Camping 


Physician Wrongly Reported 


To the Editor 

Some days ago a booklet entitled “The Vassal 
Diet’’ was brought to my notice It asserts that 
I have used or recommended this diet Even 
the name of Mr Vassar was unknown to me 
A publication of mine is w rongly reported as refei - 
ring to this diet and one-sidedly as to its contents 
which applied to anothei Viennese preparation 
that mav or mav not be similar to the Vassar 
diet 


A letter n inch I sent to the enterprise remained 
unansw ered It forbade any use of my name and 
requested the withdrawal of this or any similar 
advertisement from circulation 
Will vou be so kind as to publish this letter 
Respectfully J ours, 

Albert Mdelleu-Dehaw, M U 
239 Central Park West, New York Citj 
April 2, 1942 


Buy U. S. Defense Bonds and Stamps 
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Compound Comminuted Fractures 
All these eases are operative cases. Meticu- 
lous operating-room technic should be em- 
ployed. Imbedded bone fragments must be 
removed and rough, depressed areas smoothed 
off and raised. Do not cut off the dural tags 
so long as they are attached. Smoothe them 
out over the brain. Deeply imbedded frag- 
ments that cannot be seen from the surface 
should be left strictly alone and no probing 
done. More damage than good will be done 
by probing. Horax in a recent paper shows a 
very satisfactory way of removing such frag- 
ments, but the equipment and experience 
necessary may not be available. The impor- 
tant thing is to clean up the wound and try to 
close the skin flaps accurately. These cases 
are drained. 

Infected Scalp Wounds 
When a wound becomes infected, open it at 
the most dependent area and insert a soft 
rubber drain. Do not open it wide because 
the outer table may be exposed and dry out. 
Also, the skin edges will retract and leave a 
wide scar. 

X-Rays 

We are not concerned with the fracture of 
the skull, but with the damage to the contents 
of the skull. 1,2 There is not one indication 
for an immediate x-ray of the skull. What 
are you going to do after you have it? It 
doesn’t change the treatment one iota. The 
moving and the handling may shock the pa- 
tient additionally and may rob him of the slim 
chance of survival. There may be the ques- 
tion of a depressed fracture. It is advisable 
to raise a depressed fracture when the condi- 
tion of the patient warrants such an operation. 

e must consider the cases as semielective 
procedures. Glaser and Shafer have reported 
the end results in 91 patients who have had 
immediate, late, and elective operations for 
depressed fractures. 2 They conclude that 
ie surgery performed was not a factor in pre- 
senting sequelae. This is a splendid paper 
and is well worth reading by all of us who see 
head injury cases. 

Fluids 

patient in shock may not respond to the 
4met-and-wamith treatment. He may have 
lost a great deal of blood. Plain 5 to 10 per 
ce! « glucose and normal saline solutions, given 
«ow\y m amounts of 100 to 500 cc., are helpful 
ut not sustaining. We use whole blood in 
- 'ere hemorrhage cases and blood serum in 


all other cases. Blood serum is available in 
our blood bank and can be given without re- 
gard to blood type. About 200 cc. of blood 
serum is given slowly and then more can be 
given as the condition of the patient demands. 
Hypertonic fluids are contraindicated in shock. 
All our severely injured cases are typed and 
matched routinely as soon as they are brought 
into the emergency ward. In this way valuable 
time is saved when the order goes out to give 
blood. Blood serum is of tremendous help 
and is becoming available for use in more and 
more hospitals. The severely injured and the 
unconscious patients are automatically put on 
“nothing by mouth” until the surgeon re- 
sponsible for the case changes this order. This 
procedure prevents the patient from choking 
on or aspirating fluids. 

Medication 

Morphine, sedatives, and hypnotics are not 
used during the acute phases of the condition. 
They will mask the most important sign we 
have to observe — the degree of consciousness. 
Morphine also has a tendency to increase in- 
tracranial pressure. 4 Morphine may be needed 
to ease pain and so decrease shock in cases 
that have other fractures. We have seen dis- 
astrous results following the use of adrenalin. 
Caffein hypodermically, or coffee by rectum, 
may be used safely. Time and time again we 
are asked about using pheaobarbital when the 
patient is restless or having convulsions. If 
there is any chance of its masking symptoms, 
do not use it. In convulsive complications, 
use it, but remember that the question of a 
subdural or extradural hemorrhage must be 
ruled out. When we use it, we give only l /< 
grain hypodermically at one time and repeat 
the same dose from time to time. This pre- 
vents overdosing the patient. Of course, in 
convulsive complications we give intraven- 
ously an initial larger dose of Vs to 1 grain. 
Subsequent amounts are given as indicated. 

Tetanus Antitoxin 

All laceration cases receive tetanus anti- 
toxin. When there are no shock or head 
symptoms, the antitoxin is given immediately. 
If the patient has been in shock, or has been 
unconscious, tetanus antitoxin is not given for 
twenty-four hours. If his condition is poor, 
and he is hovering between life and death for 
several days, we delay giving him the anti- 
toxin during this time and may never give it. 
Practically all children have had horse-serum 
injections, and many are sensitive to it. Never 
give tetanus antitoxin in a head injury case 
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that requires immediate attention, and it is a 
life-or-death matter, then one must disregard 
the head injury and operate when the general 
condition will permit. Chest injuries in older 
people give us more concern than fractures. 
The nasal oxygen helps more than anything 
else in these cases. 

Lacerations 

All lacerations should be sutured as soon as 
possible. If the patient is in a critical condi- 
tion, it is necessary only to prevent active 
bleeding by using clips, packs, or clamps. The 
scalp bleeding may be controlled by applying 
clamps to the galea and pulling them back over 
the skin edges. One must take great care in 
repairing the most trivial scalp wound to pre- 
vent infection or granulation, because one 
never knows whether a skull operation will 
not be necessary in a few hours or days. As 
soon as the patient improves and is out of 
shock, the following procedures are carried out. 

Shave a large area about the wound, so that 
there is no chance for hair to drag across the 
wound. The hair along the border can be 
held down by using green soap solution. Take 
care that no hair strands are missed at the 
laceration edges. 

The wound is then washed with tincture of 
green soap and irrigated with sterile saline. 
Small sponges can be used to wash the soap 
over the wound. Do not use cotton balls 
because they fray, and we all know how hard 
it is to find such blood-soaked strands in a 
wound. The procedure should be repeated 
until the wound is clean. 

It may be necessary to anesthetize the area 
before anything can be done. A loose pack 
soaked with 2 per cent novocain is placed in 
the wound. If this is not effective, local may 
be injected into the scalp some distance from 
the cut edges. 

So far very little discomfort has been suf- 
fered by the patient. The next step is to in- 
vestigate every cranny, to pick out hair, dirt, 
and old blood clots, and cut out devitalized 
tissue. The skin edges should be trimmed of 
any suspicious-looking devitalized tissue. All 
this can be done gently and without much dis- 
comfort in many cases where local anesthesia 
has not been used. 

What active antiseptics should be used at 
the time of closure? Sometimes we use ether 
as a solvent and antiseptic before closing the 
wound. The use of iodine and alcohol has 
been given up because both the substances are 
cneat coagulative agents. Water-soluble an- 
tiseptics can be used, and they do not produce 


the pain that tincture-soluble antiseptics do. 
As a rule we use any one of the commercially 
prepared tincture antiseptics. We believe 
that it is the careful cleansing and ddbride- 
ment of the wound that counts rather than 
the effect of antiseptics. 

If a bleeding vessel can be isolated, it is tied 
off with fine gut. We do not bury any suture 
material in the subcutaneous tissue. Silk or 
dermal sutures are used to close the skin edges 
and they are not placed any closer together 
than is necessary to get accurate close approxi- 
mation of the wound. 

If large skin flaps have been raised by the 
trauma, sterile sponge rubber can be placed in 
the outer dressings to produce mild constant 
pressure on the flaps. The wound is dressed 
daily to be examined for infection. 

Small rubber tissue drains are used in 
wounds when it is impossible to clean them 
satisfactorily, and the drain is inserted at the 
most dependent portion of the wound. The 
drain is loosened at the end of twenty-four 
hours and slowly shortened so that it comes 
out on the third or fourth day. 

In some cases it is not advisable to do very 
much to the wounds. It may be six or twelve 
hours before they can be completely cleaned 
up. Occasionally a patient receives first 
medical attention hours after the laceration 
has occurred. If the wound is dry and the 
soft tissues glazed, it is not advisable to close 
it without drainage. The longer a wound 
goes without closure, the more apt one is to 
drain it. If a wound cannot be closed imme- 
diately, try to keep it from drying out by ap- 
proximating the skin edges with adhesive 
straps. This will give a better chance to close 
it tightly some hours later. 

Compound Fractures 
All compound fractures should be reduced 
to simple fractures as soon as possible. Tins 
applies to the skull too. We have been told 
to suture the pericranial tissues over the frac- 
ture line. Personally I have rarely seen 
enough tissue to use for such a suture. 1 D 
plain compound fractures, follow the sam e 
procedure for repair of the wound as if t e 
fracture did not exist. When blood or cere- 
brospinal fluids drain from an ear, the car is 
washed with an antiseptic and a sterile dress- 
ing is applied to cover the entire ear. f>o 
antiseptic is put into the canal and no probing 
or otoscopie examination is done. No cotton 
is used to plug up the canal and dam back the 
fluid. All such procedures are liable to stir up 
an infection with a resulting meningitis. 
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are attached in a manner that permits snug 
application of the splint. If such apparatus 
is not available, a broad board may be passed 
beneath the patient without moving him and 
the head, trunk, and legs securely fastened 
thereto, or a ladder type of wooden splint may 
be used as a substitute. For the thoracic and 
lumbar injuries, the method of rolling the 
patient onto a stretcher, back up, as suggested 
by Stookey, is effective protection. Rough 
handling, lifting the patient by the shoulders 
and legs, or rolling, except in log fashion, are 
to be strictly avoided. 

When admitted to the hospital all patients 
with physical findings indicative of spinal 
cord or nerve root damage should be placed 
on an air or sponge rubber mattress. The 
traditional board beneath a hard mattress is 
unessential, even though neural damage has 
not been sustained. • If an injury of the cer- 
vical region is suspected, halter traction should 
be temporarily applied following the removal 
of the splint used during transportation. 
Supportive measures for the treatment of 
shock, if present, are to be instituted, and the 
patient should be made comfortable with 
narcotics, provided complaints or signs sug- 
gesting brain or visceral injury are not present. 
At this time a roentgen-ray study of the region 
under suspicion should be carried out with the 
patient in bed and without undue manipula- 
tion. I| injury of the spinal cord or nerve 
foots has not been sustained, it is frequently 
advisable to keep the patient under observa- 
tion for twenty-four to forty-eight hours before 
subjecting him to treatment directed at the 
reduction of the deformity. In some in- 
stances in which injury of the spinal cord or 
nerve roots is present, measures directed at 
a re-alignment of the damaged bone, particu- 
a - dislocations, are to be instituted as 
soon as shock or other complications have 
ueen brought under control. 

Fracture, Dislocation, and Fracture-Dis- 
ci catiori of the Vertebral Column With- 
ut Injury of the Spinal Cord or Cauda 
uquina 

Under this heading are included the frac- 
« a nt3 dislocations uncomplicated by 
P na cord and cauda equina injury and the 
r J, ra j vertebral fracture associated with 
lm ' cil “ bain resulting from encroachment 
fn™ * '‘ e nerve roots at the intervertebral 
'f er,s - Uhis latter group is relatively 
rw l ’ aD “ usually the pain subsides following 
zdtr.r ' 0tl the fracture. Occasionally, rhi- 
5 may be required at a later period to 


bring the pain under control. Needless to 
say, accurate diagnosis of all fractures and 
fracture-dislocations of the vertebral column 
cannot be made without detailed roentgeno- 
graphie studies of the implicated area. At- 
tempts to reduce suspected bony injuries 
before such an examination has been com- 
pleted are not justified. Associated lesions 
of traumatic origin involving other structures 
must be given proper consideration, multiple 
injuries being frequently encountered. Once 
the issues have been evaluated and it has been 
determined that the major consideration is 
the reduction of the bony lesion of the verte- 
bral column, the choice of method to be em- 
ployed will depend on the vertebral level of 
the injury and the character of the deformity. 

Cervical Injuries 

Several methods have been devised for the 
reduction of traumatic lesions of the cervical 
vertebrae. We have given most of them a 
trial; however, the results have not been 
consistently gratifying. These procedures 
have been arranged in four groups for con- 
venience of discussion. (1) The most con- 
servative and the commonly employed one — 
traction by means of a halter — has given the 
least satisfactory results. Furthermore, this 
method is poorly tolerated by the patient; 
ingestion of food and fluids is difficult and the 
application of sufficient weight to eSect re- 
duction of the fracture often produces pressure 
necrosis of the skin over the lower jaw or 
occipital region of the scalp. (2) Stookey’s 
method 1 of permitting the head to hang un- 
supported over the end of a firm mattress with 
the patient lying supine can be used only in 
fully cooperative patients. Even under ideal 
conditions the results following this procedure 
have not been uniformly good in our hands. 
(3) Taylor’s method 5 of manual reduction 
under anesthesia has been successfully em- 
ployed, but the inherent dangers during the 
manipulation and the difficulty in maintaining 
a complete reduction after it has been attained 
preclude its general applicability. (4) In 
our experience direct skeletal traction using 
the tongs designed by Crutchfield 3 has given 
most satisfactory results (Fig. 1). Any desired 
degree of flexion or extension of the cervical 
spine may be obtained by appropriate selec- 
tion of the site for exerting traction. Patients 
so treated are comfortable and may lie on 
either side or on the back, and the movements 
of the jaw are unrestricted. Rarely, the outer 
table of the skull is found to be soft; conse- 
quently, in such instances the weight for trac- 
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without doing a skin test. We have seen very 
severe reactions from horse serum that almost 
caused death, because of too early adminis- 
tration of the antitoxin after shock and un- 
consciousness. Likewise, in several cases, the 
latent reactions in very closely compensating 
cases have proved almost fatal. 

We do not have the time to take up the 
routine orders, the use of lumbar puncture and 
of hypertonic fluids, and the indications for 
craniotomies. W e have discussed these points 
in detail in a previous paper. 5 

Following extensive injuries to the skull and 
in osteomyelitis of the skull, there are cranial 
defects. These may be important from a 
plastic viewpoint, as well as from the consider- 
ation of lack of protection to the brain under- 
lying them. Grant and Norcross have re- 
viewed all the methods of cranioplasty within 
time memorial. 6 The author has devised a 
vitallium skull plate operation and will now 
show a moving picture of the first operation 
performed. 7 


Summary 

1. Treat the patient for his shock and do 
nothing that may increase shock. 

2. Oxygen is very helpful for relieving re- 
spiratory effort and anoxemia. 

3. Meticulous care should be given all scalp 
wounds. 

4. Blood serum is of great help in cases of 
prolonged or severe shock. 

5. Do not x-ray the skull immediately. 

6. Bedside observation and constant vigi- 
lance through the first few hours may save 
what appears to be a hopeless case. 

1100 Park Avenue 
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TREATMENT OF FRACTURES OF THE SPINE WITH AND 
WITHOUT NEURAL INJURY 

Jefferson Browder, M.D., and Richard Grimes, M.D., Brooklyn 


T HE recorded observations relative to the 
effect of trauma to the vertebrae, the 
spinal cord, and the nerve roots have estab- 
lished the important features in the diagnosis 
of these lesions in the vast majority of patients 
so injured. Several clinical entities have 
been delineated, and the pathologic physiology 
pertaining to each is fairly well understood. 
There still exists, however, considerable di- 
versity of opinion concerning therapy, and it 
is with this aspect of the subject that the dis- 
cussion in the present paper is concerned. 

In an effort to present our experiences as 
objectively as possible, the cases of “fracture 
of the spine” which have come under our care 
at the Kings County Hospital during the past 
ten years have been reviewed. Although 
many methods of treatment have been tried, 
only those that have given consistently good 
results will receive detailed consideration. 
There were a total of 401 cases, 255 with frac- 
ture, dislocation, or fracture-dislocation, with- 
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out clinical evidence of neural damage; 125 
with both bone and neural injury; and 21 with 
evidence of neural damage without roent- 
genographic findings of vertebral fracture or 
dislocation. The series does not include un- 
complicated fractures of the transverse anu 
posterior spinous processes of the vertebrae. 
Also excluded are those cases in which the 
spinal cord and nerve roots were damaged by 
penetrating foreign bodies. The mortality 
for the entire series was 16.9 per cent. 

Treatment for all patients with clinical 
signs suggesting a vertebral column fracture 
should be instituted by the ambulance sur- 
geon or others who may be required to assume 
the responsibility of transportation. - 
manipulations should be carried out in a man- 
ner that minimi zes the possibility of increas- 
ing the deformity of the vertebral column. 
In order to accomplish this the spine must be 
splinted. A satisfactory method for immo- 
bilization of the cervical spine is the applica- 
tion of a broad aluminum splint to the pa- 
tient's back, including the hips, constructed 
with an extension that has been molded to 
receive the occiput. Properly placed straps 
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Pig. 3. Adjustable apparatus for the sup- 
port of the head and chest used during reduction 
of a lower thoracic or lumbar vertebra fracture 
and the application of the cast. The apparatus 
was devised in order to prevent stretching of the 
brachial plexus, a complication that we oc- 
casionally encountered in using the Watson- 
Jones or Davis method. 

the vertebral column. All of these maneuvers 
have in common this principle — hyperexten- 
sion of the vertebral axis. Whether this be 
accomplished slowly by placing the patient, 
lying on his back, across a convex surface, the 
curvature of which is gradually increased 
(Bradford frame, Roger bed, etc.) or by hav- 
ing the hyperextension more rapidly attained 
(Davi3 method, Watson-Jones method, etc.) 
depends on the type of lesion, the age, the 
status of nutrition, and the cooperativeness of 
the patient. The use of an extension frame 
of the Bradford type for cooperative patients 
usually results in satisfactory reduction. 
Many patients encountered in a city hospital 
are somewhat refractory; therefore, one is 
often obliged to resort to a more rapid reduc- 
tion followed by fixation with a piaster cast 
Uu ™§ the past seven years we have used a 
modification of the Davis method for the re- 
duction of lumbar and lower thoracic bone in- 
Une fi, the patient under general 

anesthesia .(rectal, intravenous, or some type 

0 mualation anesthesia) and lying prone 
un a fracture table, the distal one-third of both 
egs is well padded and tied together. The 
egs are then securely attached to a block and 

arrangement swung from an overhead 
ar. The trunk and head are supported by a 
inw 6 ^ constructed so that it does not 
erfere with the application of a cast after 
has been accomplished (Fig. 3). 

1 Patient in the desired position, the 
to 6r e ^ rem dies are drawn upward in order 
vprt k i* 6 hyperextension of the lumbar 
at fh r **j c °i um n, while the operator, standing 

e side, stabilizes the trunk with one hand 
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and applies pressure with the other over the 
site of the fracture or dislocation. In some 
instances it becomes necessary alternately to 
flex and extend the lumbar spine to break up 
an impacted fracture or to disengage a locked 
dislocation. Throughout all such maneuvers 
the patient is maintained in the suspended 
position and, following reduction, a full trunk 
plaster cast is applied. After a period of two 
and one-half to three months of bed rest, a 
spinal brace may be substituted for the plaster 
cast and the patient may be made ambulatory. 
Physical activity should be limited for another 
month. In the average case the spinal brace 
is worn for seven to eight months. 

Fracture of the Sacrum 

Injury of this part of the spinal column may 
be associated with fracture of other portions 
of the pelvic ring. There were nine fractures 
of the sacrum in the present series. The frag- 
ments were not displaced; therefore, bed rest 
for a minimal period of two months was the 
only form of therapy used. 

Fracture, Dislocation, and Fracture-Dis- 
location of the Vertebral Column with 
Injury of the Spinal Cord and/or Cauda 
Equina 

There were 146 cases in the series that pre- 
sented clinical evidence of injury to the neural 
structure within the vertebral canal. In 125- 
cases there was roentgen-ray evidence of bone 
injury, whereas 21 showed no evidence of frac- 
ture or dislocation of the vertebrae although 
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Fig. 1 . Appearance of the traction apparatus 
with Crutchfield tongs in position. 


tion should not be increased too rapidly, lest 
the pins break through the bone. Infection 
of the scalp or the skull has not been encoun- 
tered, although in some instances the apparatus 
has been left in place for ten weeks. In all 
cases except one in which skeletal traction was 
employed the tongs were inserted shortly after 
the injury. The patient, representing the ex- 
ception, had sustained a dislocation of the sixth 
on the seventh cervical vertebra six and one- 
half months previous to the institution of the 
treatment. A good reduction of the disloca- 
tion was obtained but not until the weight used 
for traction had been progressively increased to 
50 pounds over a three-day period. Our ex- 
perience indicates that skeletal traction should 
be continued for not less than four weeks and, 
in some instances, for a slightly longer period, 
particularly in dislocations. Although re- 
duction may be effected in a few hours, sec- 
ondary displacements frequently occur -when 
the traction is discontinued too soon. Follow- 
ing removal of the skeletal traction, the neck 
should be immobilized by a brace or plaster 
cast for an additional five or six months, or 
occasionally longer according to indications. 
Satisfactory results may be obtained by using 
any type of cervical brace which adequately 
immobilizes the neck. Although it would be 
advantageous to completely support the head, 
as yet no apparatus accomplishing this has 
been constructed. 

Thoracic Injuries (Ti to Tix, Inclusive) 

As shown in Table 1, fractures of this por- 
tion of the thoracic spine (the fixed part of the 
vertebral column) are relatively infrequent. 

If a mild compression of one of these vertebral 
bodies is limited to its anterior aspect, applica- 
tion of a fixation apparatus that immobilizes 
the thoracic and lumbar spine in a mild posi- 
tion of hyperextension without an attempt at 



Fig. 2. Position for closed reduction of a loner 
thoracic or lumbar vertebra fracture. 


reduction will give satisfactory functional le- 
sults. Injuries that have compressed the 
vertebral body to two-thirds of its normal 
width or more should be, reduced using the 
Ryerson automobile-jack method. 4 While this 
procedure for the reduction of a fracture of a 
thoracic vertebra is not uniformly successful, 
it theoretically offers maximum hyperexten- 
sion of a relatively short segment of the spine. 
Associated fractures of the pedicles, laminae, 
or posterior spinous process of the involved 
vertebra are a distinct contraindication for the 
use of this method. With the patient lying in 
the supine position the head of the jack is 
placed directly beneath the posterior spinous 
process of the affected vertebra. Slowly the 
patient is elevated by the jack, while a mild 
counter pressure is applied over both the 
sternal and pelvic regions. Following ade- 
quate hyperextension, a fixation cast js ap- 
plied incorporating the head of the jack. The 
latter is removed after completion of the pro- 
cedure. The period of bed rest is variable, 
two weeks may be advisable for some, notably 
those of advanced years, whereas younger 
patients are kept in bed to advantage for a 
longer time. The total period of fixation in a 
hyperextended position, either by means of a 
brace of the Taylor type or a light plaster 
jacket, should not be less than four months. 

Lower Thoracic and Lumbar Vertebral 
Injuries 

The tenth, eleventh, and twelfth thoracic 
vertebrae are included with the lumbar verte- 
brae, since the treatment of fractures or dis- 
locations implicating any of these segments o 
the spinal column involves the same principles- 
As obtained for bony injuries affecting me 
cervical region, several methods have been 
described for the re-alignment of deformities 
of traumatic origin involving this portion ol 
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reason that all abnormal alignments of the 
cervical vertebral column associated with 
evidence of spinal cord injury should be cor- 
rected as soon as possible. This may be ac- 
complished in fresh injuries within a few hours 
time by properly applied traction. This 
manner of reduction does not interfere with 
respirations that are already frequently em- 
barrassed. The mortality in this group of 
cervical cord injuries was 51.1 per cent. The 
patients who survived were largely those pre- 
senting clinical evidence of partial interrup- 
tion of the cord. Traction should be continued 
in these for the usual four- to six-week period. 
Immobilization of the neck by brace or plaster 
cast should then be instituted if the patient is 
physically capable of assuming the erect 
posture in bed or is to become ambulatory'. 
As in simple fractures of the cervical verte- 
brae, immobilization of the neck is to be con- 
tinued for a period of six to eight months. 

Spinal Cord Injuries of the Thoracic 
Region (Ti to Tex, Inclusive) 

There were only 18 cases of injury of the 
spinal cord between the first and ninth thoracic 
vertebral levels, inclusive. If fracture is pres- 
ent, the treatment for this is no different from 
that outlined for uncomplicated fractures in 
this region, with the exception that a plaster- 
of-paris jacket should not be applied lest 
decubitus results. Following reduction, a 
blanket roll should be placed beneath the 
sponge-rubber mattress in a suitable position 
to maintain mild hyperextension of the verte- 
bral column. If only a partial physiologic 
interruption of the spinal cord is present, a 
plaster-of-paris jacket or a suitable brace may 
be applied at the end of three months and the 
patient may be allowed out of bed. A spinal 
support should be worn for an additional 
period of four to six months. 

Spinal Cord and Nerve Root Injuries of 
the Thoracolumbar and Lumbar Regions 
In all, there were 39 cases of injury of the 
distal spinal cord and/or cauda equina. 
Many presented physical signs of a bizarre 
nature, difficult of precise interpretation. 
I his was especially true in those instances in 
vv'bich the bone lesion involved the twelfth 
thoracic and/or the first lumbar vertebrae, 
m all cases, existing bone deformation should 
e re( Iuced and the patient should be placed 
on.a sponge-rubber mattress as suggested for 
eaons located in the thoracic spinal cord, 
he reduction of a dislocation may not be 
completely maintained by this method; 


however, plaster casts should never be used 
when, complete analgesia aud anesthesia of the 
skin over the buttocks are present. Follow- 
ing some improvement in partial lesions of the 
cauda equina, it becomes necessary to apply 
a brace or a comparable means for the support 
of the back. Subsequent treatment of these 
patients will depend on the degree of recovery 
in function of the lower extremities. 

Injuries of the Cauda Equina in the Sacral 
Region 

There was only 1 instance of fracture of the 
sacrum with associated injury of the regional 
sacral roots. Treatment for the local lesion 
was bed rest on a sponge-rubber mattress. 

Care of the Urinary Bladder, Bowel, 
Skin, and Skeletal Musculature 
The treatment of vertebral fractures and the 
commonly associated spinal cord and nerve 
root injury would present relatively few 
difficult problems were it not for complica- 
tions. Urinary' sepsis, decubitus ulcers, and 
contractures of involved extremities are the 
outstanding ones. The appearance of any of 
these should be considered an indication that 
inappropriate therapy had been instituted or 
that proper measures had been carried out in 
an incompetent maimer. Clinical evidence of 
irreparable neural damage should not deter 
the surgeon from inaugurating any treatment 
that may be an aid toward prolongation of life. 

Urinary Bladder 

There does not appear to be unanimity of 
opinion among those of experience regarding 
the treatment of the retention of urine which 
commonly follows spinal cord or cauda equina 
injuries. The majority of patients with this 
complication are catheterized, and the urine is 
drained away as soon as it is discovered that 
the urinary bladder is distended. This almost 
invariably leads to a cystitis and, later, 
pyonephritis, a single catheterization being 
sufficient to inoculate the bladder. The three 
methods that have been tried by us have been: 
(1) emptying of the bladder by intermittent 
catheterization, followed by' irrigation with 
an antiseptic solution; (2) the use of an in- 
dwelling catheter with periodical irrigation of 
the bladder by means of a Y-tube arrange- 
ment, Munro’s tidal drainage method, or 
McKenna’s apparatus; and (3) manual ex- 
pression of the urine by suprapubic pressure 
on the fundus of the bladder. The first of 
these methods should never be resorted to 



870 


BROWDER AND GRIMES 


[N. Y. State J. M. 


obvious damage of the spinal cord or cauda 
equina had been sustained. In the instances 
in which no roentgen-ray evidence of bone in- 
jury was present and subsequent opportunity 
was afforded to examine carefully the area 
under suspicion at autopsy, there were find- 
ings indicating that the spinal cord had been 
damaged by a dislocated vertebra that had 
spontaneously reduced itself. 

From a therapeutic point of view the major 
question that confronts the surgeon is whether 
the spinal cord or cauda equina has been 
completely or partially interrupted by the 
trauma. Partial physiologic interruption of 
the cord usually denotes hematomyelia per se. 
Complete interruption, on the other hand, 
usually signifies that the fiber tracts have been 
severely contused or this in association with 
hemorrhage into the gray columns. Hema- 
tomyelia may be limited to a relatively s mal l 
zone, especially in the cervical region, with 
motor dysfunction of the forearms and hands 
and minimal, if any, clinical evidence that the 
commissural or long tracts have been in- 
volved. The hemorrhage may implicate the 
spinothalamic and pyramidal tracts pre- 
dominately in one-half of the cord, producing 
motor paralysis on the same side as the lesion 
and loss of appreciation of pain and tempera- 
ture on the opposite side. Then, too, relatively 
large hemorrhages into the gray column bi- 
laterally result in motor paralysis and a 
sensory dissociation somewhat comparable to 
that observed in syringomyelia. These trau- 
matic syndromes have been more completely 
described in a previous communication.® In 
any event, the function of the dorsal columns 
is the last to be abolished in hematomyelia. 
In the thoracolumbar region the pathologic 
alterations are frequently a combined spinal 
cord and nerve root injury. Seldom are 
clinical findings observed indicative of a pure 
hematomyelia implicating the lumbosacral 
swelling of the cord. Only 3 such cases have 
been observed in this series. The injuries of 
the cauda equina are varied, depending upon 
the degree of trauma inflicted. 

Considerable importance has been attached 
by some to the presence or absence of a spinal 
subarachnoid obstruction as demonstrated by 
the Queckenstedt test in the case of spinal cord 
and cauda equina injuries. These authors 
have considered the presence of a block suffi- 
cient indication for laminectomy. However, 
we have observed both partial and complete 
obstruction of the spinal subarachnoid space 
released by re-alignments of the fractured or 
displaced vertebrae, while in other instances 


the subarachnoid block has persisted for 
several days following reduction. Several 
cases of incomplete spinal cord lesions have 
revealed progressive improvement in function 
during a period when complete spinal sub- 
arachnoid obstruction could be demonstrated. 
For example, a patient with clinical evidence 
indicating a partial lesion of the cervical spinal 
cord of traumatic origin recently came under 
our care. Roentgen-ray examination dis- 
closed no abnormalities of the vertebrae. A 
complete spinal subarachnoid block was re- 
peatedly demonstrated, and this persisted for 
seven days, during which time there was a 
progressive improvement in function of the in- 
volved extremities. In brief, it is our opinion 
that the continuance of a demonstrable spinal 
subarachnoid obstruction after re-alignment 
of a fracture or fracture-dislocation of verte- 
brae is not in itself sufficient evidence to war- 
rant the performance of a laminectomy. A 
subarachnoid block associated with clinical 
evidence of increasing spinal cord dysfunction 
is an indication for operation. Lastly, opera- 
tion for the release of a complete spinal sub- 
arachnoid block coexisting with clinical find- 
ings indicating the presence of a complete 
physiologic interruption of the cord since the 
time of the injury may, on theoretic grounds, 
be indicated. In our experience, however, 
operation under these conditions is a futile 
gesture and has long since been abandoned. 
There were only 131aminectomiesperformed in 
this entire series. Eleven of these were on 
patients with evidence of complete physio- 
logic interruption of function of the spinal 
cord. No improvement followed operation 
and all 11 patients subsequently died. 

Cervical Spinal Cord Injuries 
In the present series there were 88 instances 
of injury of the cervical spinal cord, 72 associ- 
ated with fracture, dislocation, or fracture- 
dislocation of the cervical vertebrae and 1C 
cases without bone lesion demonstrable by 
roentgen-ray examination. After consider- 
able experience with several methods, it is at 
present our practice to apply direct skeletal 
traction as soon as feasible following ad- 
mission to the hospital. While it is probable 
that the maximum narrowing of the vertebral 
canal occurs at the time of injury and that the 
disturbance of function in the vast majority 
of patients with spinal cord injuries is due to 
alterations within the cord itself, one cannot 
say that encroachment upon the lumen of the 
vertebral canal by a displaced vertebra may 
not exert some deleterious effect. It is for this 
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gesting spinal cord or cauda equina injury 
should be placed on an air or sponge-rubber 
mattress upon admission to the hospital. 
There is no substitute for this precautionary 
measure. Three or four hours on an average 
hospital mattress is sufficient time to produce 
ischemic changes in the skin and subcutaneous 
tissue overlying body prominences which fre- 
quently result in necrosis and ulceration. 
Even an equal distribution of weight to all cu- 
taneous surfaces in contact with the bed, as 
obtains when a patient is on a sponge-rubber 
mattress, is not enough precaution to prevent 
decubitus sores. If complete functional inter- 
ruption of the spinal cord or cauda equina is 
present, gentle massage of the skin, over bony 
prominences in particular, is to be carried 
out every four to six hours for the first week 
following injury. This may be accomplished 
without moving the patient by compressing 
the mattress with one hand and massaging 
with the other. The sacral region and the 
heels are the most vulnerable points and, 
therefore, require major attention. A bed 
cradle should be placed over the legs and 
feet lest the bed clothes produce necrosis of 
the tips of the great toes. 

For the prevention of foot drop some type 
of support should be devised, constructed 
with a soft surface that comes in contact with 
the soles of the feet. It is unwise to apply 
adhesive plaster directly to the plantar sur- 
faces and attach it to a traction apparatus as 
is frequently done in other conditions for the 
prevention of foot drop. After the patient 
had recovered sufficiently to permit passive 
movement of the paralytic extremities with- 
out producing pain in the back, full flexion, ex- 
tension, and rotary movements of each im- 
plicated joint should be carried out twice or 
three times daily. Before and after these 


manipulations, the skeletal muscles should be 
massaged without undue rubbing of the skin. 

The treatment of the skin, joints, and skele- 
tal muscles in patients with vertebral injury 
without evidence of neural damage is in no 
wise different from that accorded any patient 
confined to bed for a long period. 

Summary 

1. Tbe case bistories of 401 patients ad- 
mitted to tbe Neurosurgical Service of the 
Kings County Hospital in a ten-year period 
(1930 to 1940) have been reviewed. 

2. Methods for the immobilization of the 
spine during transportation have been sug- 
gested. 

3. The use of skeletal traction for cervical 
fractures, the automobile jack for thoracic 
fractures, and the authors’ modification of the 
Davis method for the reduction of fractures 
of tbe lower thoracic and lumbar spine have 
been described. 

4. Fractures of the vertebrae and/or dis- 
locations associated with neural injury 
should be reduced as promptly as the general 
condition of the patient permits. 

5. The relatively infrequent indications for 
laminectomy are emphasized. 

6. The management of urinary retention 
without catheterization has been outlined. 

7. The use of the sponge-rubber mattress 
for the prevention of cutaneous ulceration is 
advocated. 
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the treatment of injuries to the abdomen 

Fenwick Bebkman, M.D., New York City 


THE subject of treatment of injuries to the 
abdomen is a large one, as it includes not 
0 ~ y Penetrating wounds but also other types 
oi mtra-abdominal injuries in which penetra- 
'on has not occurred. Any one of the pelvic 
of abdominal organs may be injured and, as 
e treat ment of each differs, it is necessary 
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for the surgeon in charge to have not only a 
knowledge of abdominal surgery but also 
ability in diagnosis, judgment, and operative 
skill. The diagnosis of these many conditions 
is of such great importance that it is difficult 
to entirely separate it from the treatment. 

Today, with the large number of accidents 
on our highways, abdominal injuries have be- 
come much more common than they were in 
the past. Such injuries may be frequently 
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since patients so treated almost unfailingly de- 
velop signs of urinary bladder and renal in- 
fection. Most surgeons elect to use the in- 
dwelling catheter in conjunction with irriga- 
tion. . The Y-tube method presents but few 
technical difficulties and is probably the one 
most widely employed. Some degree of 
urinary tract infection, however, may be ex- 
pected to accompany its use. Our experiences 
with Munro's tidal drainage and the apparatus 
of McKenna have been too limited to criti- 
cally appraise then effectiveness. In an 
effort to eliminate the use of an indwelling 
catheter, we have extensively employed manual 
expression of the urine by suprapubic pres- 
sure. Furthermore, the use of this procedure 
facilitates the establishment of automatic 
urination. The method of manual expression 
of the urine by suprapubic pressure should be 
instituted by a competent person who is 
familiar with the procedure. Difficulty may 
be encountered in overcoming the spasticity 
of the internal vesicular sphincter during the 
first twenty-four to forty-eight hours follow- 
ing injury. The abdominal pressure re- 
quired to initiate the flow of urine may pro- 
duce some discomfort in instances in which 
the spinal cord lesion is incomplete or if the 
lesion has implicated the distal cord or cauda 
equina. The important details of the method 
as used by us are as follows: A mark with 
weak silver nitrate solution is made across the 
lower abdomen, halfway between the sym- 
physis pubis and the umbilicus. Whenever 
percussion or palpation indicates that the 
fundus of the bladder has reached this level, 
manual expression of as much urine as pos- 
sible is to be carried out. It cannot be too 
strongly emphasized that the urinary bladder 
must be emptied whenever the fundus reaches 
the mark on the abdomen and not at stated 
intervals. If the procedure is executed with 
care each time the bladder fills to the stated 
level, one can expect automatic emptying to 
take place sometime between the tenth and 
twenty-fifth day following injury. An indica- 
tion that automatic micturition is about to be- 
come established is the ease with which ex- 
pression of the urine is accomplished. Prick- 
ing the sole of an analgesic and anesthetic foot 
at the instant slight pressure is applied over 
the fundus of the bladder may also aid in 
initiating the urinary flow. Although the 
bladder cannot be completely emptied by 
this method, infection is extremely rare. If 
this complication does arise, one may resort 
to catheter drainage and irrigation. After the 
development of automatic micturition, criti- 


cal attention directed toward the urinary ap- 
paratus is no longer required. 

There should not be any question as to the 
desirability of establishing automatic empty- 
ing of the bladder in the management of uri- 
nary retention resulting from traumatic lesions 
of the spinal cord or cauda equina. The 
intelligent cooperation of the staff is a prereq- 
uisite if successful results are to be expected. 
Ideally, patients with such a dysfunction 
should never have a urethral catheter passed; 
however, there are some in whom retention of 
urine cannot be treated by any other method. 
An obese abdomen precludes the possibility of 
manual expression of the urine by suprapubic 
pressure. Elderly patients who may have 
thin vesicular musculature, possible diverticuli 
of the bladder, or urethral obstruction from 
hypertrophy of the prostate should never be 
treated for urinary retention of traumatic 
origin by this method. In this series the blad- 
der was ruptured in 3 patients of advanced 
years before the lesson was learned. Lastly, 
urethral stricture of inflammatory origin may 
be encountered, requiring instrumental dilata- 
tion before suprapubic pressure for the evacua- 
tion of urine can be successfully instituted. 

Rectum and Anal Sphincters 
An injury of the spinal cord or cauda equina 
that is followed by urinary bladder dysfunc- 
tion will almost invariably disturb the normal 
action of the rectum and the anal sphincters. If 
a severe degree of shock exists immediately 
after the injury, relaxation of the sphincters 
and total incontinence of feces may be pres- 
ent. More often, the external anal sphincter 
is flaccid, while the internal sphincter is in a 
state of complete contraction. It is unusual 
for a patulous anal canal to remain so for more 
than a few days, the eventual outcome of a 
“cord rectum” being a spastic internal a mu 
sphincter with retention of feces. The easies 
and most effective means of fecal elimination 
under these conditions is the irrigation of the 
rectum and distal sigmoid using a large recta 
tube. It is advisable to carry out a digital 
examination of the rectum once a week o 
insure against fecal impaction. It is unwise 
to administer cathartics, since repeated in 
voluntary fecal evacuations will ensue, necessi- 
tating repeated handling of the patien m 
order to change the bed linen. 

Skin, Joints, and Skeletal Musculature 
Is stated in the introductory remarks, all 
patients with clinical evidence even sug- 
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gesting spinal cord or eauda equina injury 
should be placed on an air or sponge-rubber 
mattress upon admission to the hospital. 
There is no substitute for this precautionary 
measure. Three or four hours on an average 
hospital mattress is sufficient time to produce 
ischemic changes in the skin and subcutaneous 
tissue overlying body prominences which fre- 
quently result in necrosis and ulceration. 
Even an equal distribution of weight to all cu- 
taneous surfaces in contact with the bed, as 
obtains when a patient is on a sponge-rubber 
mattress, is not enough precaution to prevent 
decubitus sores. If complete functional inter- 
ruption of the spina] cord or cauda equina is 
present, gentle massage of the skin, over bony 
prominences in particular, is to be carried 
out every four to sis hours for the first week 
following injury. This may be accomplished 
without moving the patient by compressing 
the mattress with one hand and massaging 
with the other. The sacral region and the 
heels are the most vulnerable points and, 
therefore, require major attention. A bed 
cradle should be placed over the legs and 
feet lest the bed clothes produce necrosis of 
the tips of the great toes. 

For the prevention of foot drop some type 
of support should be devised, constructed 
with a soft surface that comes in contact with 
the soles of the feet. It is unwise to apply 
adhesive plaster directly to the plantar sur- 
faces and attach it to a traction apparatus as 
is frequently done in other conditions for the 
prevention of foot drop. After the patient 
had recovered sufficiently to permit passive 
movement of the paralytic extremities with- 
out producing pain in the back, full flexion, ex- 
tension, and rotary movements of each im- 
plicated joint should be carried out twice or 
three times daily. Before and after these 


manipulations, the skeletal muscles should be 
massaged without undue rubbing of the skin. 

The treatment of the skin, joints, and skele- 
tal muscles in patients with vertebral injury 
without evidence of neural damage is in no 
wise different from that accorded any patient 
confined to bed for a long period. 

Summary 

1. The case histories of 401 patients ad- 
mitted to the Neurosurgical Service of the 
Kings County Hospital in a ten-year period 
(1930 to 1940) have been reviewed. 

2. Methods for the immobilization of the 
spine during transportation have been sug- 
gested. 

3. The use of skeletal traction for cervical 
fractures, the automobile jack for thoracic 
fractures, and the authors’ modification of the 
Davis method for the reduction of fractures 
of the lower thoracic and lumbar spine have 
been described. 

4. Fractures of the vertebrae and/or dis- 
locations associated with neural injury 
should be reduced as promptly as the general 
condition of the patient permits. 

5. The relatively infrequent indications for 
laminectomy are emphasized. 

6. The management of urinary retention 
without catheterization has been outlined. 

7. The use of the sponge-rubber mattress 
for the prevention of cutaneous ulceration is 
advocated. 
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the treatment of injuries to the abdomen 

Fenwick Bbekman, M.D., New York City 


T^HE subject of treatment of injuries to the 
abdomen is a large one, as it includes not 
°my penetrating wounds but also other types 
?. uitra-abdominal injuries in which penetra- 
ion has not occurred. Any one of the pelvic 
abdominal organs may be injured and, as 
_ne treat ment of each differs, it is necessary 
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for the surgeon in charge to have not only a 
knowledge of abdominal surgery but also 
ability in diagnosis, judgment, and operative 
skill. The diagnosis of these many conditions 
is of such great importance that it is difficult 
to entirely separate it from the treatment. 

Today, with the large number of accidents 
on our highways, abdominal injuries have be- 
come much more common than they were in 
the past. Such injuries may be frequently 
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complicated with those of other parts of the 
body, and it often becomes a difficult question 
for the surgeon to decide which should be 
attended to first. Penetrating wounds of the 
abdomen, both those due to gunshot and others 
that are the result of stabs, are found more 
commonly among the population of our large 
cities. In late years these conditions have 
also increased in number. Of course, in war- 
time they are by far the most common forms 
of abdominal injuries, though subcutaneous 
wounds of the viscera occasionally occur due 
to the impact of large, spent fragments of 
shells or the caving in of a house, dugout, or 
trench. 

The management of a case of suspected 
intra-abdominal injury of the nonpenetrating 
type is most important, for operation should 
not be undertaken until a thorough physical 
examination and laboratory investigation have 
been completed. There is nothing to be 
gained by rushing the patient to the operating 
room, as was so often done in the past, and 
much harm may result. 

It is now known that some types of abdomi- 
nal injuries are better treated without opera- 
tive intervention and, consequently, if a 
correct diagnosis can be obtained, the injured 
person may be saved from further shock. 
Moreover, the general condition of a shocked 
individual may often be improved and, by 
choosing the proper time for operation, the 
chances for recovery are increased. Conse- 
quently, the diagnosis of the intra-abdominal 
condition is the first and most important fac- 
tor leading up to treatment. 

Most deaths from internal hemorrhage 
occur rapidly following the injury, for the 
bleeding in these cases is usually from large 
vessels and, therefore, little can be accom- 
plished by operation in order to save life. The 
hemorrhage in many cases of laceration of the 
spleen, liver, or kidneys soon ceases if large 
vessels are not torn, for a clot forms on the 
wound surfaces. This clot, however, may be 
displaced some time later and hemorrhage 
may again occur. Therefore, in many cases, 
operative intervention should not be under- 
taken until the clot has formed and the pa- 
tient shows signs of improvement from the 
effects of the primary hemorrhage and shock. 

A patient whose systolic blood pressure is 
below SO must never be operated upon, and it 
is far better to wait, if possible, until it has 
been raised to at least 90 before operation is 
undertaken. 

If some hollow viscus has been ruptured, 
operative intervention is absolutely necessary 


in order to prevent extension of infection from 
contamination of the peritoneal cavity. This, 
again, should not be attempted until the con- 
dition of the patient has improved sufficiently 
from shock. 

Thoracic injuries mayoften produceabdomi- 
nal signs that are similar to those of an intra- 
abdominal injury and, not infrequently, ex- 
ploratory laparotomies are performed because 
of this. However, through proper physical 
examination and x-ray investigation, the in- 
jury within the chest can usually be demon- 
strated and further risk from an abdominal 
operation averted. 

Retroperitoneal hemorrhage causes physical 
signs that are similar to those of intra-abdomi- 
nal injuries. The hemorrhage in these cases 
may be the result of bleeding from a fractured 
pelvis, a ruptured kidney, or from small ves- 
sels in the lumbar gutters. The patient is 
necessarily shocked, the abdominal muscles 
are rigid and boardlike, and intestinal disten- 
tion follows within twenty-four hours. The 
surgeon, therefore, is at first unable to decide as 
to the lesion or part that is involved. Undue 
haste to operate may result in a catastrophe; 
while, on the other hand, if a careful study is 
made during the time the patient is being 
resuscitated, a more exact diagnosis often may 
be reached. It is a common experience, I 
find, especially in injuries in children, to have 
the patient admitted to the hospital in deep 
shock with a rigid, boardlike, tender abdomen 
and at operation to discover no intraperitoneal 
injury but a retroperitoneal hemorrhage. The 
child would have done far better if the true 
condition could have been ascertained in the 
beginning, for it would have thus averted a 
needless operation. There are always, how- 
ever, a large number of cases of abdominal 
injuries in which a preoperative diagnosis 
cannot be made and, in these, the surgeon 
must not hesitate to explore at a time when, 
in his judgment, the patient's condition has 
improved sufficiently to withstand operation. 

An individual suffering from abdominal 
injury when admitted to the hospital is im- 
mediately placed between warm blankets so 
that the body heat may not be lost h i' 1 ; 1 
state of shock, the foot of the bed is raised. 
Nothing is allowed by mouth. Judicial use 
of parenteral fluids is of help in bringing the 
patient out of his primary shock. . These, 
however, must not be given too rapidly, es- 
pecially if venoclysis is used, since it may cause 
a rise in blood pressure and thereby increase 
internal hemorrhage. Normal saline solution 
may be used, but blood plasma or whole blood 
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are far better if obtainable. All of this, how- 
ever, must be done with caution if hemorrhage 
has not been checked. Five hundred cubic 
centimeters of blood given to a shocked indi- 
vidual who is suffering from loss of blood can do 
no harm, but more may raise the blood pres- 
sure to a height that may increase the bleed- 
ing. 

A complete physical examination, including 
rectal examination, is then made without, 
however, subjecting the patient to too much 
exposure or undue disturbance. Opiates, 
which are most useful in all eases of trauma, 
should then be given freely. Pulse rate and 
blood pressure readings taken every half hour 
are most useful as a means of informing the 
surgeon of his patient’s condition. Frequent 
hematocrit readings to ascertain the concen- 
tration of the blood cells and the checking of 
the specific gravity of the blood by the use of 
the falling drop method are accurate means 
through which to differentiate between shock 
and internal hemorrhage. Though blood 
counts and hemaglobin readings have been 
superseded by these newer and more exact 
methods, these facts should nevertheless be 
obtained and recorded for future use. The 
blood of the patient must, of course, he typed 
and cross-matched to be prepared for trans- 
fusion. If there is the least suspicion of a 
rupture of the stomach or intestines, a roent- 
genogram should be obtained of the abdomen, 
with the patient in a sitting or standing posi- 
tion, in order to detect air within the perito- 
neal cavity. The absence of this roentgeno- 
graphic finding, however, does not entirely 
rule out injury to some part of the intestinal 
tract. 

Retroperitoneal hemorrhage is compara- 
tively common, following trauma of the abdo- 
men in children. The diagnosis can be reached 
only by the method of exclusion and, conse- 
quently, in many cases surgical exploration 
becomes necessary when the child has recov- 
ered sufficiently from shock. 

Wounds of the kidney may occur from 
rather trivial violence. There is usually 
severe shock, with marked tenderness in the 
costovertebral angle, spasm of the lumbar 
muscles, and hematuria, though gross blood 
m the urine is not always present. Most of 
these injuries heal without operative inter- 
vention. Therefore, expectant treatment 
should be instituted. Exploration, however, 
must be done if the hemorrhage continues, as 
exemplified by an increase of fullness in the 
Sank accompanied by a steadily rising pulse 
rate; if there is persistence of the hematuria; 


or if severe secondary bleeding occurs from 
the renal pelvis. Specimens of urine, there- 
fore, should be saved in order that the surgeon 
may study his ease by comparing their blood 
contents. If the kidney is badly damaged, 
an extravasation of urine into the retroperi- 
toneal space is not uncommon. Here, opera- 
tion must be done. The retroperitoneal space 
must be drained, and the kidney, or at least 
part of it, must be removed, depending upon 
the findings. Nephrectomy should be done 
through a lumbar incision and nexrnr through 
the transperitoneal route. But, before this 
is undertaken, the surgeon must be satisfied 
that the other kidney is functioning. Once 
the kidney is exposed there is little chance of 
saving it, and a nephrectomy is done, follow- 
ing which the wound is closed about a drain. 
A perinephritic abscess may develop following 
injury to a kidney. This, of course, should 
be drained in the usual manner. 

Fractures of the pelvic bones cause large 
retroperitoneal hematomas in the pelvis 
which cause symptoms of an intraperitoneal 
injury. This injury may be accompanied by 
rupture of the posterior urethra or perhaps 
the bladder. Laceration of the bladder due 
to a fracture of the pelvis is usually through 
that part not covered with peritoneum, and 
an extravasation of urine supervenes into the 
space of Retzius. Whenever there is sus- 
picion of injury to this viscus, a catheter must 
be passed in order to investigate. If the 
catheter’s passage is obstructed in the region 
of the triangular ligament, a laceration of the 
membranous portion of the urethra should be 
strongly suspected. If the catheter enters 
the bladder and blood-free urine is obtained, 
injury to it can be ruled out. If, however, a 
scanty amount of blood-stained urine is ob- 
tained and, following injection of a sterile 
solution, only part of it returns, a wound of 
the bladder is almost certain. If there are no 
indications of injury to the bladder or the 
urethra, operative intervention is unnecessary. 
When, on the other hand, there is evidence of 
laceration of the urinary vesicle or of injury 
to the membranous urethra, a superpubic 
eystostomy should be performed as soon as 
the patient recovers sufficiently from shock, 
and appropriate measures should be taken to 
repair the damage. 

The liver is composed of soft, parenchyma- 
tous tissue enclosed in a tense, fibrous 
capsule. Though partly protected from direct 
violence by the ribs, it is subject to compres- 
sion that may cause a true rupture, the result 
of bursting force. The wounds, in eonse- 
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quence, are often large and ragged; sometimes 
there is a single fissure, but more often there is 
an extensive stellate tear. There are marked 
symptoms of hemorrhage and shock. The 
abdominal signs at first may be localized but 
soon become general, and often death rapidly 
follows. There is a difference of opinion 
among surgeons as to the advisability of 
operating in all these cases of rupture of the 
liver. Those who advocate expectant treat- 
ment argue that when the tear in the liver is 
extensive it is impossible to obtain hemastasis 
by either suture or packing and, if a clot has 
formed, the manipulation at operation only 
tends to renew the hemorrhage. The other 
school of thought, on the other hand, advo- 
cates operative intervention following the 
resuscitation of the patient. 

If a diagnosis of laceration of the liver can 
be definitely established, we think it is well to 
treat the patient expectantly. A diagnosis, 
however, is so often in doubt that exploration 
is frequently necessary. In this case the 
wound in the liver, if small, is sutured with 
heavy catgut on large, round, curved, blunt- 
pointed needles. Several rows of mattress 
stitches are used so that no dead space is left. 
The ends of the sutures should be tied, not too 
tightly, over small pieces of muscle obtained 
from the abdominal wall to prevent the stitches 
from cutting through. Large, stellate, fissure 
wounds can only be packed, and this is un- 
satisfactory as the gauze easily slips away. 

Rupture of the spleen is treated satisfac- 
torily by splenectomy. Though there have 
been case reports in which small lacerations 
have been sutured, this is not to be recom- 
mended. If the hilum of the organ is torn, 
death supervenes rapidly from hemorrhage 
but, if the splenic pulp is merely lacerated, the 
bleeding often ceases for a time after a clot has 
formed. All patients with ruptured spleens, 
however, must be operated upon, for it is well 
known that secondary hemorrhage from the 
splenic pulp is a common occurrence. Opera- 
tive intervention should not be undertaken un- 
til the patient recovers sufficiently from shock. 

Lacerations of the stomach and intestines 
are far more serious injuries than the others 
that have been described. These injuries 
generally occur when the organs are distended 
either after a full meal or when there is in- 
testinal distention. They are usually the 
result of a severe, sharp blow upon the abdo- 
men. Laceration of the large intestine is 
much more serious than that of the stomach 
or small intestine because of the greater in- 
fectious quality of its contents. The shock 


to the patient is severe, and peritonitis soon 
follows from contamination. Early diagnosis 
and operative intervention are, therefore, of 
the greatest importance. The diagnosis may 
at times be made by means of the x-ray. 

Surgical exploration is indicated, with but 
few exceptions, in all cases of penetrating 
wounds of the abdomen. These exceptions 
are small stab wounds of the lower part of the 
chest or lumbar region of the back. All pene- 
trating wounds due to bullets or other missiles 
must be explored as soon as recovery from the 
initial shock has occurred. If the patient is 
first seen later than thirty-six hours following 
injury and if his condition is improving, a 
watchful waiting, expectant treatment may 
be established. Bullet wounds are far more 
serious than stab wounds, for the amount of 
intra-abdominal damage is greater and the 
extent of the injury cannot be nearly so easily 
estimated before operation. The apparent 
course of the bullet should, therefore, be in- 
vestigated in each individual case, so that the 
extent of the injury may be established before 
operation. The direction taken by the bullet 
can usually be learned by finding the wounds 
of entrance and exit, for the course is generally 
a straight line projected between these two 
points. If no wound of exit exists, the bullet 
is occasionally found somewhere beneath the 
skin; otherwise, the position of its lodgment 
must be sought by means of the x-ray. When 
there is more than one bullet, the problem of 
ascertaining the course of each may be diffi- 
cult. It should be remembered that the intra- 
abdominal contents may be injured by bullets 
that enter the body in regions far from the 
abdominal parietes, and it is only by estab- 
lishing the direction of the missile that its 
progress can be correctly established. 

Close range shotgun wounds are almost 
always fatal, since a large portion of the ab- 
dominal wall may be torn away by the ex- 
plosion. At longer ranges there are multiple 
small penetrations from the shot. In the 
latter type of injury the treatment should be 
expectant, since it is impossible to trace and 
remove each small pellet. 

The preliminary treatment of a patient with 
a penetrating wound of the abdomen is similar 
to that of one suffering from a nonpenetrating 
injury. It must always be borne in mind, 
however, when dealing with penetrating 
wounds, that damage to the bowel is probable 
and that progress of infection from contami- 
nation, among other factors, depends upon the 
time interval between injury and repair of the 
intestine. Full prophylactic doses of tetanus 
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antitoxin must be used in all such eases il 
caused by firearms. 

If large vessels have been torn, the patient’s 
condition fails rapidly and death may occur 
within the space of a few hours. The types 
of injury in which most help can be given are 
those in which the intestines have been per- 
forated by a bullet; in these there is some 
hemorrhage, but the most important indica- 
tion is the early closure of the perforations 
and, thereby, the prevention of widespread 
contamination of the peritoneal cavity. 

General anesthesia, preceded by suitable 
premedication, should be used when operating 
upon any type of intra-abdominal injury. 
Spinal anesthesia is contraindicated because 
of the shock or hemorrhage. If a stab of the 
abdominal wall is only to be explored, it is 
permissible to use local anesthesia; but, if 
later it be discovered that the peritoneal 
cavity has been involved, a general anesthetic 
must be substituted. 

When exploring a stab wound of the ab- 
dominal wall, the tract may be followed down 
by opening up each succeeding layer sepa- 
rately. This is necessary, since infections in 
these wounds are not at all uncommon and, 
since the muscles of the abdominal wall shift 
m position, the tract is not at all continuous. 
Having been opened widely, the wound is 
then lightly packed with vaseline gauze. If, 
however, it is discovered that the peritoneal 
cavity has been entered, a separate incision 
for its exploration can be used. 

I repeat again that abdominal exploration 
must be done in all cases of penetrating 
wounds of the abdomen due to missiles. This 
is best accomplished by means of a long, para- 
median incision through which the entire 
abdominal cavity can be explored. If all the 
abdominal contents are not then accessible, 
the incision may be enlarged by making suit- 
able transverse or oblique extensions. The 
more experienced a surgeon, the longer are his 
incisions, for he well knows that through ready 
access to the abdominal contents he can the 
more easily accomplish his aims. After hav- 
ing obtained free access to all the organs within 
m peritoneal cavity, a systematic search is 
hen begun in order to discover the extent of 
e damage. This may be far from where it 
was at first suspected because of the capacity 
0 much of the abdominal viscera to shift in 
position. It should also be remembered that 
■' ere yer a bullet has perforated a loop of 
m stine, there is necessarily a wound of exit 
nn , frequently, more than one loop may be 
evolved. A not at all uncommon experience 


is to overlook an intestinal perforation, after 
carefully repairing others, and have the pa- 
tient die a few days later from peritonitis. I 
believe that there is nowhere in surgery in 
which the old adage “more mistakes are made 
by omission than by commission" is more 
applicable than when operating upon gunshot 
wounds of the abdomen. The liver, gall- 
bladder, and spleen are first inspected. The 
stomach is then examined and, if a perforation 
is found on its anterior surface, there is surely 
one through the posterior wall. The duode- 
num is traced along its full extent and the 
pancreas is examined. Then the small intes- 
tine is investigated by beginning at the duo- 
denojejunal junction and carefully following 
it down to the cecum. Each loop of intestine 
is gently delivered and after inspection returned 
again before the succeeding one is brought 
out through the wound. This method 
is far less shocking to the patient than when 
the intestines are entirely eviscerated at once. 
The large intestine is then followed through 
from the ileocecal junction to the rectosigmoid 
and, finally, the pelvic organs are examined. 

Gunshot wounds of the liver are shattering 
in character and should be treated by packing 
about the surface opening. The track of the 
bullet must never be investigated or packed, 
since further unnecessary damage is produced. 
Cholecystectomy is performed when the gall- 
bladder is damaged. 

Wounds of the spleen are treated by splen- 
ectomy. Those of the pancreas should be 
packed and drained to allow' exit of the pan- 
creatic secretions. The body of the pancreas 
can be exposed by entering the lesser perito- 
nealsac either through the gastrocolic omen- 
tum or the transverse mesocolon. 

Bullet wounds of the stomach may be diffi- 
cult to expose if high in the cardia. Wounds 
on the anterior surface are easily closed, using 
a double row of fine chromic catgut stitches. 
Those on the posterior surface, if near the 
greater curvature, can be exposed by entering 
the lesser peritoneal sac through any one of 
the avascular spaces in the gastrocolic omen- 
tum. If, however, the perforation of the 
posterior wall is high, it can be repaired only 
through a transgastric approach. 

Bullet wounds of the mesentery seldom call 
for resection of the bowel, except when lacer- 
ated close to the intestinal border. Small 
hematomas of the mesentery may be disre- 
garded; larger ones should be opened and the 
bleeding vessels secured. Isolated perfora- 
tions of the intestines are closed as simply 
and quickly as possible with lines of fine 
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chromic gut sutures, taken through all the the peritoneal cavity has shown gratifying 
layers, and reinforced with peritoneal stitches, results in warding off peritonitis following 
Resection of the intestines may be necessary contamination. It is used by placing 10 Gm. 
when there are multiple, adjacent perfora- of the sterilized crystals in the abdominal 
tions, when the gut is severely lacerated, or cavity before the wound is finally closed, 
when the circulation to a section has been Drainage of the peritoneal cavity is thought 
impaired. Wherever there is a choice, how- by many to be unnecessary and undesirable 
ever, this more serious operative procedure if the toilet of the peritoneum has been carried 
should not be undertaken, for it carries a far out satisfactorily. However, leakage may 
higher mortality rate than when perforations occur, and it seems permissible to place a 
are simply closed. If the decision is to resect, small cigarette drain so that it may establish 
the simplest and most expedient type of a fistula if this complication should arise. The 
operation should be chosen. The form of drain, however, must not be in contact with a 
anastomosis that has given the individual line of suture. Drainage of the abdominal 
surgeon his best results is the one to be used, wall should always be done when intestinal 
but the technic must be neither complicated perforation has occurred, 
nor time-consuming. Extensive search for bullets is time-consum- 

Wounds of the large intestine carry a far ing and unnecessary and, unless the missile 
higher rate of mortality than do those of the lies free within the abdominal cavity, its 


small. If a perforation of this part of the 
intestinal tract is found, the surgeon should 
remember that there may also be a perforation 
through the retroperitoneal segment of the 
wall of the gut. To expose this the lateral 
leaf of the peritoneum should be incised. 
Whenever difficulty arises in closing perfora- 
tions of the colon, the bowel contents may 
be side-tracked by performing a double- 
barreled colostomy proximal to the point of 
injury by simply pulling a loop of gut up 
through a small intramuscular abdominal 
incision and passing a glass rod through the 
mesentery beneath it. Sutures to fix the 
bowel to the abdominal wall are unnecessary 
and should not be used, since they may cause 
leakage of intestinal contents. The loop may 
be opened after twenty-four hours. If the 
damage to the bowel is great and speed is 
called for, the lacerated loop of large intestine 
may be “exteriorized.” The small intestine, 
however, must never be so treated. Intesti- 
nal anastomosis by means of mechanical de- 
vices, such as the Murphy button, has long 
been abandoned as undesirable. 

After having closed the perforation, atten- 
tion is then directed to the contamination of 
the peritoneum. All intestinal contents, 
detached tissue, and blood clot must be 
systematically removed by means of a sucker 
or gauze sponges. Irrigating the peritoneal 
cavity is no longer advisable, since it spreads 
contamination more widely. The recent 
introduction of the sulfonamide drugs has 
placed a valuable means of defense against 
peritonitis in the hands of the surgeon. These 
drugs are now used extensively in combating 
peritoneal contamination, as well as perito- 
nitis. The local use of sulfanilamide placed in 


removal should not ordinarily be undertaken. 

The late treatment in all types of cases of 
intra-abdominal injury is as important as the 
preoperative treatment or the technic used 
during operation. Early distention is often 
present, though infectious peritonitis has not 
developed. The patient should be constantly 
watched for the appearance of peritonitis or 
introperitoneal abscess. Though paralytic 
ileus is the most common form of intestinal 
obstruction following intra-abdominal in- 
juries, mechanical lesions are not unknown. 

Complications of the respiratory system 
frequently occur; atelectasis appears during 
the first thirty-six hours and pneumonia later. 

The intestinal tract of the postoperative 
patient, as well as that of the preoperative, 
must be placed entirely at rest. Nothing 
should be given by mouth. The patient 
should be kept absolutely quiet by means of 
frequent doses of morphine. Distention is 
combated by gastroduodenal drainage by 
means of suction. The Miller-Abbot tube is 
of advantage in many cases if it can be passed 
into the duodenum early enough. Cathartics 
or laxatives must not be used. Enemas or 
irrigation of the colon are only useful w'ieii 
the intestinal walls have regained their tone. 

The most important problem during tins 
period is the balancing of the body fluids an 
the maintenance of the protein level, m 
mediately after operation, shock and hemor- 
rhage must be combated. This is best accom- 
plished by means of blood transfusion. ie 
laboratory is a most necessary guide in decid- 
ing whether to give normal saline, glucose 
solution, whole blood, or only plasma in but 
ing up fluid reserve of the body. Treatmen 
with -vitamins must also not be neglected. 



THE TREATMENT OF HYPERTRICHOSIS BY 
ELECTROCOAGULATION* 

Charles Lerner, M.D., New York City 


T HE problem of eradicating unwanted hair 
has taxed the ingenuity of man throughout 
the ages. Prior to the invention of electrical 
devices, there was no means by which hair 
could be permanently removed. In 1875 
Michel, 1 an opthaknologist, applied galvanic 
current in the treatment of entropion. Soon 
afterward, dermatologists began using the 
same method for hypertrichosis. 

With the development of diathermy as a 
therapeutic agent, dermatologists had reason 
to believe that it might successfully be em- 
ployed in removing hair. However, the 
limitations of the original diathermy machines 
appeared to thwart their hopes. Eitner 2 
(1910) maintained the feasibility of this 
method and pointed out that the early failures 
were due to inadequate rheostat control. 

The way in which diathermy was expected 
to produce epilation was by coagulating the 
tissue adjacent to the hair with a high fre- 
quency current of high voltage, just as the 
albuminous part of an egg is coagulated by 
cooking. This action differs from that of 
electrolysis, in which a direct current of low 
voltage is used to inactivate the tissue by 
breaking it down with the release of hydrogen 
bubbles and the formation of sodium hydrox- 
ide. 

In the application of diathermy, if two 
large electrodes of equal size are placed on 
opposing surfaces of the body, the passage of 
current from one to the other is resisted by the 
tissues, thus producing an elevation of tem- 
perature in the tissues themselves. This is 
known as medical diathermy. If, however, 
one of the electrodes is made small (less than 
h. inch in diameter), the resistance becomes 
concentrated in the tissue nearest the small 
pole and enough heat is generated at that 
pomt to coagulate the tissue. 

Reasoning from this principle of shifting 
he area of highest resistance by reducing the 
relative size of one electrode, it might be ex- 
reaction of the s mall pole to a 
needle point and inserting it into a hair fol- 
icle until the papilla is reached would destroy 
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the hair-producing part of the follicle. It 
seemed that this might be accomplished with- 
out injury to the epidermis by a proper ad- 
justment of tbe electrocoagulating apparatus. 

This hope was first realized in the nineteen 
twenties by several experimenters in Europe. 
Bordier, 3 of Lyons, is generally regarded as 
the first to demonstrate the success of the 
method. Certainly, he was a pioneer in 
the field and the most enthusiastic advocate of 
the new technic. Bordier maintained that the 
destruction of the hair root was due to coagu- 
lation of the vessels that supply it with nutri- 
ment. He advised the use of a tempered 
steel needle of suitable elasticity with a point 
0.2 mm. in diameter and insulated over its 
entire length except at the point. 

Following Bordier’s success, his technic was 
tried by a number of other physicians, many 
of whom developed certain modifications of 
their own. Lanzi 4 (1924) was able to confirm 
Bordier’s conclusions that electrocoagulation 
was simpler, more practical, and less dis- 
figuring than electrolysis for this purpose. 

Katz 6 in the same year reported Ids own 
experience but maintained that insulation of 
the needle was unnecessary, since the heat 
was concentrated at the point in any case, 
and by proper placing of the needle the papilla 
alone would be affected. He emphasized the 
small amount of pain produced by diathermy 
as compared with electrolysis. He also 
pointed out that scarring was the result of 
faulty technic, and when it did occur it was 
probably less than that caused by electrolysis. 
This conclusion was confirmed by Halla. 8 
These authors also emphasized the rapidity 
of the diathermy method by which about 50 
hairs could be removed in ten or fifteen min- 
utes as compared with an hour by electrolysis. 

Rostenberg 7 (1925) was the first in this 
country to recommend electrocoagulation for 
hypertrichosis. He used a current of about 
80 milliamperes and recommended ten to 
twenty seconds for the removal of each hair. 
He attributed the high effectiveness of this 
method to the fact that the coagulation 
spreads over an area large enough to include 
destruction of the papilla even if the needle 
does not touch it. He also mentioned the 
reduction of pain, absence of scarring, and 
low percentage of recurrences. 

In 1927 van Putte 8 in Holland reported 
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success with needles that he made for himself 
of watchmaker’s wire. The steel was slightly- 
heated to render it flexible and was then 
polished down to a point 0.1 mm. in diameter, 
increasing to 0.2 mm. at a distance of 5 mm. 
from the point. No insulation was used on 
the needle shaft. Van Putte applied 40 to 
SO milliamperes of current for one second. 

Mezei 9 (1929) advocated the use of multiple 
insulated needles placed in a holder and each 
point separately inserted into each follicle in 
a given area. The ourrent is then turned on 
and maintained until coagulation is completed. 
In order to determine the amount of current 
required, a test is made on one hair and the 
result is multiplied by the number of needles 
to be used. This multiple method is said to 
be no more painful than when one hair is re- 
moved at a time. 

Reports by von Buben 10 (1926), Kren 11 
(1927), and Weidenfeld 12 (1927) further sub- 
stantiated the observations of earlier workers 
as to the satisfactory results obtained by 
electrocoagulation. Von Buben noted the 
greater rapidity and reduced pain. Kren 
advocated the insulated Kromayer epilation- 
needle with the distal 2 mm. of surface un- 
protected. Weidenfeld used 3 milliamperes 
of current for three seconds and had minimal 
recurrence. 

By 192S electrocoagulation had become 
the method of choice in Europe, as indicated 
by Kende 13 in review of the subject. Nor 
has the enthusiasm for it lessened since that 
time, as shown by more recent reports of 
Pidrola 14 (1933), Cumberbatch 15 (1937), Ca- 
teula 16 (1939), and Ducourtioux 17 (1939). 

Recognizing the fact that individual pa- 
tients react differently to the treatment, 
Pidrola recommended a preliminary removal 
of no more than 12 hairs to serve as a guide 
to the optimum amount of time and current 
to use for each patient. Cumberbatch ad- 
vocated the use of a fine platinum-iridium 
needle. He also emphasized the need for 
care and dexterity and a thorough under- 
standing of the technic in order to secure the 
best cosmetic results. 

Apparatus 

The current used is a highly damped oscil- 
latory discharge, oscillating at a frequency 
above 1,000,000 cycles per second; it is 
obtained from a small portable, spark-gap 
type of high-frequency apparatus. The cur- 
rent density controlling mechanism is of a 
potentiometer type. An auxiliary switch 
provides a high and low current for other uses 


so that the unit can be used for electrodesic- 
cation and electrocoagulation of various 
lesions if desired. N o milliamineter is required, 
since the calibrated scale on the current den- 
sity control is a correct guide for desired dos- 
age. 

Technic 

The technic concerning asepsis, positions 
of the patient and operator, and other details 
is essentially that of electrolysis. The needle 
is inserted with the usual precautions, and the 
current is turned on by means of a foot switch 
that should require only slight pressure. 
Utilizing a current of approximately from GO 
to 75 milliamperes, the foot switch should he 
pressed for one second, three or four times, 
and the hair removed with forceps without 
resistance. 

Comment 

Most observers recommend the use of 
feeble current and prefer several applications 
of one or two seconds; this permits of greater 
exactitude and is better adapted for the vari- 
ous types of hair. My own experience with 
electrocoagulation so far has borne out the 
favorable reports of others. In order to over- 
come the fear of producing scars and to deter- 
mine the optimum amount of current and 
time of application, I experimented on the 
volar surface of my left forearm. The hairs 
were clipped to a length of approximately 
Vs inch from the skin surface so that the 
direction into the follicle could be more ac- 
curately followed. The intensities of current 
experimented with varied from approximately 
125 to 60 milliamperes, beginning at the upper 
part of the forearm and decreasing as I pro- 
ceeded toward the wrist, removing a few 
hairs with each decrease of current, carefully 
avoiding the removal of those that were close 
neighbors. I found that a current intensity 
of approximately 60 to 75 milliamperes was 
almost painless when applied intermittently 
for a total time of about three seconds. 

Eighty-two clinic patients and 21 in private 
practice were subsequently treated by this 
method. Hairs were removed from the 
cheeks, chin, the upper lip, the breasts, and 
the upper and lower extremities. Only 6 
patients of the entire number treated com- 
plained of some pain, but none stated that it 
was unbearable. Some developed immediate 
perifollicular erythematous reactions that 
were more intense than those of others and on 
investigation those patients were found to 
have some general vasomotor disturbance, 
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particularly hypotension. The impression 
was gained that all reactions on the face were 
generally less intense than those on the covered 
parts of the body. All evidence of reactions 
had disappeared within three weeks. 

Although results with the insulated needle 
were not appreciably better than those with 
the uninsulated, the insulated needle should, 
in my opinion, be preferred because its use 
tends to give the operator a sense of security 
against scar production. It is important, of 
course, to be acquainted with the character- 
istics of the apparatus used and to test it on a 
patient or the operator himself to determine 
the optimum current and time. Needless to 
say one must be able to enter a follicle with 
the needle and contact the papilla. A skillful 
operator can thus remove approximately 200 
hairs in an hour. It is inadvisable, however, 
to treat contiguous hairs or to make immediate 
repeated attempts in the same follicle after an 
initial failure. 

In my opinion, the electrocoagulation 
method, though safe in the hands of an ex- 
perienced dermatologist, could prove in- 
effective, destructive, and disfiguring if used 
by an amateur. Since it is really electro- 
surgery, its use should legally be limited to 
licensed physicians. 

Conclusions 

1- One hundred and three patients, 21 of 
which were private cases, were treated by 
electrocoagulation for the removal of super- 
fluous hair. 

2. The outstanding advantage of the 
method over that of electrolysis is speed; 
approximately 200 hairs can be removed by a 
skillful operator in one hour. 

3. Pain is minimal and well tolerated when 
a current of approximately 60 to 75 milli- 
amperes is used intermittently for a total of 
three or four seconds. 

I- No scarring resulted from the treat- 
ment in any of the patients or on my own 
forearm on which a current of greater inten- 
sity was deliberately used. 

5. No regrowth of hair has occurred after 
a Period of six months. 

6. From these observations I believe 
electrocoagulation to be the method of choice 
for the removal of undesirable hair and, in my 
opinion, will ultimately supersede electrolysis. 
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Discussion 

Dr. Paul Gross, New York City — Dr. Lerner 
is to be congratulated on his fine paper for several 
reasons, of which I want to mention only one. 
He is known as an excellent dermatologist who 
has done a great deal of research work, particu- 
larly in radiotherapy and electrosurgery. His 
interest has been concerned with major problems 
of dermatology, in particular those of malig- 
nancies of the skin. The fact that he has de- 
voted enough time to the improvement of the 
methods of removal of superfluous hair, proves 
that he has an understanding of the cosmetic, 
social, and psychologic difficulties and agonies 
to which women of all ages, afflicted with hyper- 
trichosis, are subjected. I dare say this is a 
distinction for a modem dermatologist. 

If I attempt to add a few remarks to his pres- 
entation, it is due to the fact that I have realized 
for many years that we dermatologists have 
neglected this field and actually have surrendered 
it to the layman with most unfortunate results, 
both to the patient and to the dermatologist. 
It was out of these considerations that I took up 
endothermy epilation as soon as Bordier pub- 
lished his technic in 1924. 

My equipment consisted of a spark-gap dia- 
thermy machine, an x-ray timer permitting 
exposures up to one-twentieth of a second, and 
a milliammeter of the thermocouple type, with 
a scale from 0 to 100 miliiamperes. After an 
experimental period, I was able to dispense with 
the timer and found the use of the bipolar sur- 
gical current of the spark-gap diathermy ma- 
chine, with exposures of approximately one 
second, most satisfactory. 

I can summarize my results in a great number 
of private cases as cosmetically excellent and 
permanent. There is no doubt about the supe- 
riority over electrolysis. I should like to give a 
few practical points that have guided me in the 
use of diathermy epilation. 

1. It would be misleading and cause unde- 
sirable results if we assume that the concentra- 
tion of the heat produced by diathermy forms 
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a cone with the tip at the needle point and widen- 
ing downward. Actually, there is a concentra- 
tion of heat around the needle point which 
decreases downward and upward, and the proper 
current will be the one that gives sufficient co- 
agulation in an area around the point of the 
needle and no coagulation further up, particu- 
larly at the surface of the cutis. As can be 
seen, this postulate can hardly be fulfilled for the 
short-rooted lanugo hair. Nevertheless, it is 
possible to destroy even the papilla of the lanugo 
hair without visible scarring, showing the margin 
of safety of this technic. 

2. The efficiency of the high-frequency cur- 
rent does not allow any compromise in accuracy 
and skill, particularly if the best cosmetic result 
is to be obtained. Recurrences are bound to be 
as high as in electrolysis because of the anatomic 
peculiarities of the hair follicle under the skin 
surface beyond the control of the operator’s eye. 
This disadvantage is amply counteracted by the 
speed of the method. I have removed as many 
as 300 hairs in fifty minutes, and yet I consider 
not the speed itself but the time factor that per- 
mits the operator to perform the most important 
step of the operation — namely, the entering of 
the needle carefully, skillfully, and leisurely — as 
the greatest advantage. Electrolysis, requiring 
twenty to thirty seconds exposure for one hair, 
is sometimes an unbearable strain for the oper- 
ator as well as for the patient. Diathermy epi- 
lation can really be a relaxation for the physician, 
after a busy office hour with talkative patients, 
and even after a treatment of fifteen minutes, 
one can see and feel that something has been 
accomplished. 

3. Dr. Lemer, as well as other writers, men- 
tions a certain milliamperage as a guide in se- 
lecting the strength of the current for diathermy 
epilation, but the current is so low that it will 
barely register on the ordinary low meter range 
of one to one thousand, of even a thermocouple 
instrument. It can only be measured accurately, 
as mentioned before, with a meter reading from 
0 to 100 or 200 milliamperes. It is not abso- 
lutely necessary to be guided by the milliampere 
meter. It is more important that the current 


destroy the hair papilla in such a way that the 
hair can be easily removed without visible co- 
agulation at the skin surface. This can be 
accomplished with a needle which is not insu- 
lated, but an insulated needle is preferable. For 
many years I have been using such an insulated 
needle but so far I have not found one with an 
insulation that would last the lifetime of the 
needle. Of course I insist on keeping my needles 
in an antiseptic solution, and I have found that 
the Bard Parker solution is one which will not 
affect insulation. 

4. In recent years the short-wave diathermy 
has become a favorite, and superiority has also 
been claimed for it in diathermy epilation. I 
have tried several machines but so far have not 
reached a conclusion. I believe we should make 
a concerted effort to ascertain whether the energy' 
output of a short-wave machine is as well suited 
for epilation as that of the spark-gap machine. 
My impression is that the current is not so 
flexible as that produced by spark gap. 

In closing, I wish to say that I agree with all 
of Dr. Lerner’s conservative presentation. That 
electrocoagulation is a method to be used by a 
physician only should be particularly stressed. 
This is admitted even by A. F. Niemoeller in his 
book, Superfluous Hair and Its Removal, advo- 
cating electrolysis as the safest and best method. 
Niemoeller quotes the editor of Hygeia, saying 
that “with diathermy epilation, there is more 
scarring, more discomfort and a larger percentage 
of recurring hair than there is with electrolysis, 
and that about the same number of hairs may be 
removed per hour by either method, if properly 
performed." May I say to this that in my ex- 
perience exactly the opposite is true. In seven- 
teen years I have never had the slightest com- 
plaint about scarring, and only a small percentage 
of patients discontinued treatment because of 
being discouraged by pain or lack of result. 
Many patients would only express one regret 
namely, that I had not asked them to have them- 
selves photographed before and after treatment 
so that other unfortunate victims of hypertri- 
chosis could be encouraged about the success of 
this method. 


What is the age at which a person may expect, 
according to averages, to Eve just as long again? 
At age 35 the expectation of life is itself 35 years, 
so that a white person at age 35 may expect, ac- 
cording to averages, to Eve to age 70, which 
happens to be the oft-quoted biblical "three score 
years and ten." No doubt it is this figure that 
Dante had in mind in the opening fines of his 
Divine Comedy, where he refers to hxmself as 
bein' 7, halfway on the road of life. W riting this, 
supposedly in 1300, he was then 35 years old. 


This halfway station, when a man’s expecta- 
tion of life is equal to his age, is somewhat van- 
able according to changes in mortality, hufc mu 
less so than the average length of life. Acco - 
ing to mortality in the United States, the form 
figure has varied only from about 33 to the p 
ent 35— that is, by two years— m the last four 
decades, during which the average lengt 
has increased by almost 15 years.— 

Statistical Bulletin, Metropolitan Life Insurance 
Company 



OBSTETRIC PROBLEMS ARISING EROM EXCESSIVE SIZE 
OF THE INFANT 

Karl M. Wilson, M.D., Rochester, New York 


T HE birth of a fetus of tremendous size has 
been occasionally recorded, yet it is after 
all a rare occurrence and is cause for comment 
when it does take place. De Lee 3 records that 
in 64,000 cases on his service only 15 were born 
weighing more than 12 pounds or 5,443 Gm. 
and that all but 1 of them gave rise to serious 
dystocia. Hobbs and Serivner 3 in 1933 re- 
cord 1 stillborn fetus weighing 7,700 Gm. 
(16.94 pounds) and giving rise to serious dys- 
tocia. Still larger authentic cases are on 
record but they are extremely rare. 

Comparatively little attention has been 
paid to the problem of labor in connection 
with the fetus of unusually large size, and yet 
there are problems of an extremely serious 
nature to both mother and child which may 
arise because of the unusual development of 
the fetus. The difficulties that may arise are 
of such a nature as to play a real part in caus- 
ing fetal and neonatal mortality, as well as 
maternal morbidity and mortality, and would, 
therefore, seem to warrant further study of 
the problems involved. 

There are a number of well-recognized fac- 
tors that may cause the excessive development 
of the fetus, as well as certain others concern- 
ing which we know little or nothing. Among 
the former, for example, may be included such 
factors as multiparity, prolonged pregnancy 
resulting in the postmature over-developed 
fetus, and diabetes. In general, also, though 
of course not always, the woman who is her- 
self of unusual size tends to give birth to large 
children. It is also a matter of note that the 
woman who leads a sedentary life during the 
latter part of her pregnancy and who subsists 
on a diet too rich in carbohydrates will prob- 
ably give birth to a child of unusual size. 
Various types of monstrosities should also be 
included. Of fetal factors that might influ- 
ence the rate of growth of the child, for ex- 
ample, such as unusual activity of the pitui- 
tary body, we know practically nothing. 

Provided the pelvis is of normal dimensions, 
the mere size of the fetus is unlikely to cause 
any serious dystocia unless it weighs 4,000 
Gm. or more. So for the purposes of this 
•study I sh all present the outcome of a series of 
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infants in which the birth weight attained or 
exceeded this figure. This series represents 
observations on 406 women who gave birth to 
495 infants weighing 4,000 Gm. or over. This 
latter figure represents 8.3 per cent of the de- 
liveries occurring in the corresponding period 
of time, so it is obvious that the birth of babies 
of large size is a rather frequent occurrence. 
As would be expected, there were no multiple 
pregnancies in the series. From the above 
figures it is also apparent that the woman who 
has once given birth to a child of excessive size 
shows some tendency to repeat the process in 
subsequent pregnancies. Thus, 336 of our 
series of women each gave birth to a single 
child of excessive size, while 70 of them gave 
birth to 2 or more such infants, and 2 of them 
actually gave birth to 5 each. 

Grouped according to the weight at the 
time of birth, this series is shown in Table 1. 


table x 


Birth Weight, Gm. 

4.000 to 4,499 

4.500 to 4,999 

5.000 to 5,499 

5.500 to 6,000 

Number of Infanta 

399 

S2 

11 

3 


Total 495 


The particular points to be discussed include 
the effects of such large infants on the course 
of labor, the menace to the mother, the fetal 
mortality and morbidity and, finally, the pro- 
cedures to be followed when confronted with 
this situation. 

The effect on the course of labor in many 
cases may be slight; thus, in 76 instances the 
duration of labor was four hours or less, and 
1 woman in the series delivered a living infant 
weighing 5,3S0 Gm. spontaneously after a 
three-hour labor. On the other hand, 45 
women had prolonged labors of twenty-four 
hours or more, in each instance the prolonga- 
tion being due to uterine inertia, probably 
caused by the unusual distention of the uterus. 

Operative interference was resorted to in 85 
instances or 17.7 per cent of all deliveries — not 
a particularly high incidence— while labor was 
artificially induced on 28 occasions, this being 
done to prevent further excessive development 
of the fetus (Table 2, following page). 

When dystocia occurs in connection with an 
unusually large child, it is of interest to note, 
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TABLE 2. — Operative Procedures Employed 


Lo*y forceps 40 

Mid forceps lg 

Breech extraction X2 

Breech extraction and craniotomy 1 

Podalic version g 

Podalic version and craniotomy 2 

Craniotomy # 1 


Cesarean section (low cervical and classic) 5 


provided the pelvis is normal, that the diffi- 
culty is seldom the result of au excessive size 
of the head but rather is to be regarded as 
shoulder dystocia, resulting from the great in- 
crease in the general bulk of the child's body 
with a corresponding increase in the circum- 
ference of the shoulder girdle. The course of 
events is often represented by a possibly rather 
easy birth of the head, and then difficulty is 
encountered on account of the large shoulders 
and body, this unfortunately occurring at a 
time when it is too late to resort to measures 
other than those that may well result in injury 
or death to the child. The factors involved 
appear to be the result of impaction of the 
shoulders in the pelvis and their failure to ro- 
tate or to be rotated artificially. For similar 
reasons, difficulty may also be encountered 
after the application of forceps, even outlet 
forceps. Several times wehave had the experi- 
ence of applying forceps when the head was at 
the outlet and yet, on making traction, ad- 
vance failed to occur, the difficulty here being 
due not to the size of the head but to the resist- 
ance offered by the shoulders at the superior 
strait. 

In addition to the dystocia factor, other 
difficulties may also arise on the maternal side, 
thus in 32 of our patients a postpartum hemor- 
rhage of 600 cc. or more occurred, an incidence 
of 6.4 per cent. In each case the excessive 
blood loss was the result of uterine atony 
which, in turn, was probably the result of the 
extensive distention to which the uterus had 
been subjected. Another maternal accident 
was the occurrence of six third-degree tears, 
four in primiparas and two in multiparas. 
These occurred in spite of episiotomies per- 
formed before the extension of the head and, 
again, were definitely caused by the additional 
tension incident to the delivery of the large 
shoulders. Fortunately, all healed satisfac- 
torily after primary repair. The incidence of 
puerperal infection was fortunately no greater 
than average, and there were no maternal 
deaths in the series. 

Turning now to the results insofar as the 
fetus is concerned, we find that there were 24 
who were born dead or who died within the 
first two weeks of life, representing a fetal mor- 


tality of 4.8 per cent — not unduly high, per- 
haps, but yet definitely above the general 
clinic level of 3.5 per cent. Some of these 
fetal deaths doubtless could not have been 
prevented but, on the other hand, it must be 
admitted that a number of them could have 
been avoided had other procedures been fol- 
lowed at the time of delivery. The fetal death 
rate when considered in connection with the 
size of the offspring may be seen in Table 3. 


TABLE 3 


Birth Weight, 
Gm. 

Number of 
Infants 

Deaths 

Mortality, 

Percentage 

4,000 to 4.499 

399 

13 

3.2 

4,500 to 4,999 

82 

4 

4.8 

5,000 to 5,499 

11 

4 

3(3.0 

5,500 to 6,000 

2 

3 

100.0 

Total 

495 

24 



From the above figures, it is obvious that 
the fetal death rate increases rapidly for every 
500 Gm. of weight above 4,500 Gm., becoming 
unduly high in those infants weighing 5,000 
Gm. or more. In analyzing the possible causes 
for these fetal deaths, it is found that dystocia 
was the responsible factor in 16, or two-thirds, 
of the cases, and almost invariably the dys- 
tocia was due to the unusual size of the 
shoulder girdle and the generally increased 
bulk of the child's body. In the other 8 cases 
fetal death was due to factors in which the 
unusual size of the baby apparently played no 
part. 

In addition to the fetal deaths, a number of 
birth injuries to children born alive also oc- 
curred, there being 6 examples of Erb’s palsy, 

1 of which was unfortunately permanent, and 
3 fractured clavicles. Again these injuries 
were the result of difficulty in extracting the 
shoulders after the birth of the head. 

In searching for possible causes for the oc- 
currence of unusually large children in this 
series, a number of conditions that may have 
played a contributory part in connection with 
some of them are noted, while in many it is 
impossible to offer any explanation for the 
occurrence. Multiparity played an obvious 
part, only 8S of our series being primiparous 
women, while 114 pregnancies occurred m 
what theFrench call the "grande multipara 
that is, the woman who has undergone five or 
more pregnancies. Unusual size of the mother, 
particularly obesity, may have played its part 
in a good many instances, for in 142 women 
their nonpregnant weight was 72.5 Kg. (1G0 
pounds) or more, 122 of these being multipa- 
ras No figures are available on the size of 
the fathers, which might well play a part also. 
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Diabetes was not an important factor, since 
the series includes only 3 such women; while 
postmaturity, always a difficult matter to 
determine accurately, may perhaps have been 
a possible factor in 6 instances. 

Advancing age of the mother has been sug- 
gested as a possible contributory factor, and 
this is to some extent borne out in our series. 
Thus, 206 pregnancies occurred in women over 
30 years of age, 85 of them being over 35. On 
the. other hand, 289 pregnancies occurred in 
women under 30. 

The possible contributory factors of exces- 
sive size are tabulated in Table 4. 

TABLE 4.— Possible Contributory Factors to 
Excessive Size of Fetus 


Multiparity 407 

(Grande multipara) 114 

Excessive size of mother (72.5 Kg., 160 
pounds, or over) 142 

Diabetes 3 

Postmaturity 6 


Coming to suggestions as to the lines of pro- 
cedure to follow in dealing with this problem, 
it would first seem that there are certain pro- 
phylactic measures that might well be given 
consideration. Under normal conditions of 
intra-uterine life, the fetus acquires almost its 
entire supply of body fat during the last two 
months of pregnancy. This is well brought 
out by the chemical analyses of Michel, as 
recorded by Bar. 1 For example, the body of 
a fetus weighing 1,024 Gm. at the end of seven 
months’ pregnancy will contain 18.66 Gm. of 
fat, while the body of a fetus of average size 
(3,335 Gm.) at term will contain 392 Gm. of 
fat. It is also a common observation that in 
the case of the fetus of unusual size a consider- 
able proportion of its increased weight is due 
to a marked increase in its body fat which, in 
turn, results in a considerable increase in the 
general bulk of the body without any neces- 
sarily striking change in the size of the head 
measurements. Another fairly well-estab- 
hshed fact would make it appear that the chief 
source of the fetal body fat is to be found in 

acental 

n . . ■ . ■ ■ o 

points, it would appear rational to at least 
make an attempt to control the size of the de- 
veloping fetus by restricting the supply of fat- 
orming foods during the last few weeks of 
Pregnancy. This may be done by the so- 
called Prochownick diet in which the carbo- 
hydrate intake particularly is materially re- 
duced during this period — that is, the last 
w ght to ten weeks of pregnancy. One should 


not expect too much from this procedure, but 
I have had some success with it, making use of 
it particularly in patients who give a history 
of previous difficult labors when the difficulty 
was apparently due to the unusual size of the 
baby. Adequate exercise and avoidance of a 
too sedentary life should also be advised. 
Induction of labor would also have a most 
decided place in the management of this con- 
dition when prenatal examination in the last 
week reveals a child of unusual size and, in 
particular, when the patient gives a history of 
previous difficult labors because of large size 
children. Furthermore, prolongation of preg- 
nancy beyond the expected date of confine- 
ment should not be permitted. Cesarean 
section will also have a real place in the han- 
dling of these difficult situations. In our series 
a number of babies would undoubtedly have 
been saved had cesarean section been done, 
particularly in those 3 patients whose weight 
exceeded 5,500 Gm. 

I find it particularly difficult to lay down 
specific rules as to when cesarean section 
should be performed. To adopt it as the mode 
of procedure for delivery of all unusually large 
babies would obviously involve the perform- 
ance of a great many unnecessary operations, 
and yet, generally speaking, when it is chosen 
as the mode of procedure, it will have to be 
more or less elective. So often the difficulty 
in delivery arises after birth of the head when 
cesarean section cannot be thought of. A 
few generally applicable rules may be sug- 
gested, but they admittedly will not fill all the 
situations that may arise. If the pelvis be 
contracted to any marked degree, the decision 
is easy and cesarean section would be the pro- 
cedure of choice. In our series only 12 women 
showed any degree of pelvic contraction, 
and the contraction in each instance was 
slight, so this was not a problem. In women 
who give a history of having lost 1 or more 
children as the result of large-child dystocia 
and who again present themselves with a large 
child at the end of pregnancy, elective ce- 
sa rean section should be given most serious con- 
sideration no matter what the type of pelvis 
may be. Again, in women seen at the end of 
pregnancy with a child that appears to be of 
really great size, approaching 5,500 Gm. or 
over, the best results for both will in most in- 
stances be obtained by abdominal delivery. 
Often in these situations one may be easily 
misled by the fact that the pelvic measure- 
ments are normal and that therefore the pel- 
vis will permit the passage of a baby of almost 
any size. Such, of course, is not the case and. 
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actually, it would require a pelvis of unusually 
large proportions — a justomajor pelvis — to 
accommodate sucli a cliild. Before resorting 
to cesarean section in such a case, it would be 
most desirable, if possible, to have a radio- 
graph taken to assure oneself that one was not 
dealing with some form of monstrosity. In 
time, it is not too much to hope that prenatal 
radiographic measurements may be so per- 
fected as to facilitate more accurate estima- 
tions as to the actual size of the fetus. 

Abnormal presentations of large children 
also present a situation that may well warrant 
resort to cesarean section. Difficulty at de- 
livery due to shoulder dystocia after the head 
is born too often resolves itself into some forci- 
ble means of extraction with no regard to the 
welfare of mother or child. De Lee 2 offers 
several suggestions that may at times prove of 
value in the presence of this emergency. He 
suggests first hooking a finger in the posterior 
axilla to draw the shoulder down or, failing 
this, to attempt a similar maneuver on the 
anterior shoulder. If unsuccessful, pass the 
whole hand into the birth canal, free the pos- 
terior arm, and draw it down and outside; or 
again failing in this effort, make a similar at- 
tempt to bring out the anterior arm, these 
procedures being carried out even at the risk 
of a fractured clavicle or humerus. If the 


baby is already dead, cieidotomy or even evis- 
ceration may be necessary. 

Summary and Conclusions 

A series of 406 women who gave birth to 
495 infants weighing 4,000 Gm. or over is pre- 
sented. The gross fetal mortality was 4.8 per 
cent, but it was found to become progressively 
higher as the weight of the child increased and, 
unfortunately, was 100 per cent in 3 instances 
where the birth weight exceeded 5,500 Gm. 
The difficulty was almost invariably due to 
shoulder dystocia. In addition to the fetal 
deaths, a number of birth injuries such as Erb's 
palsy and fractured clavicles also occurred. 
There were no maternal deaths. Methods of 
procedure are discussed, including dietary 
measures, induction of labor, and cesarean 
section. The largest infants in the series were 
2 who weighed 6,000 Gm.; both were born 
dead. The largest living child, in the series 
weighed 5,410 Gm. and was delivered by 
cesarean section. The largest living child 
born spontaneously weighed 5,350 Gm. 
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CARE OF BABIES IN AIR RAIDS 

In view of the general possibility of air raids 
on American cities, particularly in the coastal 
zones, the American Committee on Maternal 
Welfare regards it as important that American 
mothers understand and prepare well in advance 
for the task of protecting their babies. The com- 
mittee is composed of the leading medical, pub- 
lic health, nursing, and hospital organizations of 
the country, and can thus speak with author- 
ity. 

Aside from the immediate need of shelter from 
bomb explosions, the most important fact to keep 
in mind, the English have learned, is that the 
mother’s mental attitude is baby’s best guaran- 
tee against air raids. 

“However frightened you may feel," the com- 
mittee quotes from instructions issued by the 
British National Baby Welfare Council, “keep 
outwardly calm and unflurried, so that the child's 
confidence in your own protectiveness may not 
be shaken. Never speak of the raid in the child’s 
hearing if you can avoid it. Mental impressions 
are formed very much earlier than most people 
realize. Many problem cases of the present day 
owe their condition to parents having talked 
continually in the presence of children about past 
and future air raids, about their own terror, and 


the effect of this on the child. The following 
words are as true today as when they were written 
thousands of years ago: ‘In quietness and con- 
fidence shall be your strength.’ ” 

When the raid signal sounds, the first move 
should be in the direction of the nearest shelter. 
If there is no shelter, take the baby to the safest 
room in the house, or to a closet under, the stairs 
or under a table or bed, so that he may be pro- 
tected from flying debris, which presents the 
most frequent danger. Take with him garment- 
enough to keep him warm according to the sea- 
son, a basket or pillow on which he can lie, a 
first aid outfit in case of need; a toy to amuse 
him, his bottle of milk and a bottle of water, to- 
gether with extra diapers and related equipment. 
The baby's e3rs should be blocked with cotton 
wool to minimize the effects of concussion, leaving 
plenty outside so that it may easily be withdrawn 
afterward. . , , , , . , • 

If the raid should come while the baby. i= 
away from either house or shelter— for an airing 
in the park, for instance— find the nearest wail or 
ditch, however low, place the baby on the ground 
beside it, with pillows from the baby carriage or a 
heavy coat under and over him, and he down be- 
side him. s 



THE TREATMENT OF ETHMOIDITIS 

John R. Honiss, M.D., Rochester, New York 


T HE occurrence of uncomplicated acute 
catarrhal ethmoiditis parallels the occur- 
rence of the ordinary common cold. One 
might well judge it to be one and the same 
thing. The ethmoid sinuses, because of their 
position, are the most vulnerable of the sinus 
groups, and it is probably impossible to have a 
real acute rhinitis without some involvement 
of the ethmoids. 

If the infection is not severe and the pa- 
tient’s resistance good, the process lasts a few 
days. The nasal congestion subsides, the 
temperature becomes normal, the discharge 
thickens, and one may consider the attack 
ended. Local treatment, I believe, should be 
discouraged. Certainly, as emphasized by 
Peters, 1 the promiscuous use of the various 
nose drops flooding the market does more 
harm than good. It is safer to depend on sane 
general measures. 

When, however, the acute symptoms do not 
subside in a reasonable length of time and 
there is evidence of increased pressure in the 
nose, together with lack of drainage and the 
presence of localized pain and headache with 
some temperature, then one is dealing with 
what may be called ethmoid retention. 

General measures, with rest in bed, liquid 
and soft diet, and the application of mild 
silver preparations to the ethmoid area as a 
jnle give satisfactory results. Aspirin, code- 
*ne, and hot towels to the face will often allay 
pain and pressure symptoms. 

When these fail to relieve, one has to look 
for the complications of ethmoid involvement. 
Kelly 1 says: “The first one to consider is 
antritis.” Localizing symptoms will put one 
on guard. There may be some frontal pain or 
tenderness, some tenderness over the anterior 
wall of the antrum, or perhaps pressure symp- 
toms about the eye. There is apt to be some 
shadow on transiUumination or x-ray. 

I do not advocate washing a “hot” maxillary 
sinus, but when the usual conservative meas- 
ures have not given the desired relief in a 
reasonable time and when we have waited for 
the local membrane congestion to quiet down, 
then I have no hesitation in making an ex- 
ploratory puncture. 

Several other writers on this subject have 
mentione d, the frequent occurrence of antritis 
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with ethmoiditis and it is well to remember 
that possibility. There have been articles 
also on the danger of antrum irrigation. These 
dangers have been emphasized to such an ex- 
tent that I am afraid a considerable number 
of practitioners think of antrum puncture as 
a last resort. If it is done carefully, with ade- 
quate anesthesia and with due respect for the 
parts involved, I fail to see the reason for ap- 
prehension. Many times the antrum wash 
helps to unlock the anterior ethmoid area; 
it also relieves frontal congestion. I find the 
antrum trocar and cannula one of the most 
valuable parts of my equipment. 

Another method which has proved helpful 
through the years for a stubborn ethmoid is 
the argyrol tampon as recommended years ago 
by Dowling. Properly placed and repeated a 
few times, it promotes drainage. Owing to 
tightness in the upper part of the nose and 
ethmoid region, the placement of the pack may 
have to be preceded by the application of a 
small amount of 1 per cent neosynephrin or a 
0.25 per cent ephedrine in physiologic salt 
solution or, in sensitive cases, a cocaine solu- 
tion. The pack is left in place from fifteen 
minutes to half an hour. The virtue of the 
pack is not in its antiseptic qualities, but in 
its ability to draw the liquid elements from the 
tissues, thereby reducing swelling and pro- 
moting drainage. Gable 3 states: “The col- 
loidal silver preparations help by osmosis.” 
That seems to be a logical explanation. 

Still another approach for relieving pressure 
and unlocking the ethmoid is infraction of the 
middle turbinate. 

The method employed by Shambaugh 4 for 
draining the ethmoid is satisfactory in cases of 
low-grade chronic infection. “X-rays are 
taken to rule out frontal, maxillary, and sphe- 
noid involvement. The nasal passages and 
nasopharynx are then cleansed with a sterile 
normal saline solution. The patient’s head is 
then hyper&xtended in the Proetz position and 
the nasal passages filled with a 0.25 per cent 
ephedrine in physiologic salt solution. Alter- 
nate light suction and release of suction are 
applied with a hand bulb for from four to six 
times on each nostril, and if frank mucopus is 
obtained or blown out into a towel when the 
patient sits up, the diagnosis of ethmoid sup- 
puration is made. Several treatments of this 
type will usually give relief.” 
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In hyperplastic or polypoid ethmoiditis, 
where most of the cell membranes have under- 
gone degeneration and the middle turbinate is 
but a shell of its former self, the remedy is 
self-evident. 

Many patients with this condition suffer for 
years without much complaint. Their sense 
of smell and taste may be very slight, but they 
come in because the nares are filled with polypi 
and nasal breathing is practically impossible. 

In those well along in years and in those who 
for one reason or another will not permit a 
thorough exenteration, I have temporized in 
the treatment and have removed the polypoid 
masses with snare and forceps without going 
into the cells. Although one does not take any 
particular pride in this sort of work, it does 
give relief for varying periods of time and can 
be justified in certain cases. 

When, however, the patient presents orbital 
symptoms, disturbances of vision, headaches, 
etc., then more complete work is indicated. 
This necessitates hospitalization. If the eth- 
moid area is crowded, owing to a thickened or 
deflected septum, a thorough resection should 
be done. After this has healed, the ethmoid 
work may be done through a wider approach 
and under better vision. The polypoid tissue 
is followed into the various cells and removed. 
Speed is not attempted. When one group of 
cells is removed, the area is sponged dry and 
the local anesthetic reapplied. This is done 
repeatedly until all cells within reach have 
been opened and the infected membrane re- 
moved. It is not an easy job. It takes time 
and patience, but I think thoroughness will be 
rewarded. Mithoefer 5 notes that “the intra- 
nasal ethmoid operation done carefully is not 
done often enough.” Complete exenteration 
in the true sense of the word is probably not 
often accomplished, owing to the varied anat- 
omy of the ethmoid capsule. The turbinate 
is saved whenever possible. Sometimes only 
the posterior portion or the anterior tip needs 
to be sacrificed. 

With the ethmoid area well cocainized, the 
sphenoid sinus may be entered and drained if 
there is evidence of infection there. Infection 
in the ethmoid is not likely to clear up if there 
is a neighboring sphenoiditis. 

After-care is important in that adhesions 
between the septum and turbinates and be- 
tween the turbinates and the outer capsule 
wall must not be allowed to form, and the 
cases should be followed for weeks or months. 

If there is an accompanying chronic maxillary 
sinusitis, a radical Caldwell-Luc is done some 
time after the ethmoid operation. 


It becomes apparent then that relief of 
ethmoid infection is not always a simple prob- 
lem. It is usually associated with infection in 
one or more of the neighboring sinuses and it 
will not be cured until appropriate treatment 
is given these. 

Twenty years ago very radical work in the 
ethmoid area was advocated. Some time 
later the pendulum swung the other way and 
an exceedingly conservative attitude pre- 
vailed. Does it not seem proper to assume 
that between these two extremes, perhaps, 
one may take a reasonable attitude? When 
symptoms warrant, thoroughgoing surgery, as 
in any other field, should be the procedure. 

If a hyperplastic or suppurative ethmoidi- 
tis is associated with a severe asthma and if, 
as is sometimes the case, there is also an in- 
fection of the maxillary sinuses and sphenoids, 
one is faced with no small problem. 

You have all seen the result of partial 
measures. As a rule they are disappointing to 
both patient and operator. The background 
of the asthmatic patient is apt to he marked 
by nervous instabilities and often definite 
allergic symptoms. Any simple operative 
procedure may temporarily give relief for a few 
days, only to be followed by a recurrence of 
symptoms. 

Given this type of case, a thorough study 
should be made of the sinuses with every 
means we have. If, after this examination, it 
is found that besides a chronic ethmoiditis 
there is also a badly deflected septum causing 
impaction of the middle turbinates, a definite 
maxillary sinus infection, and also an infection 
of the sphenoids, we are faced with the problem 
of advising our patient. This means a resec- 
tion of the septum at one time, the exentera- 
tion of the ethmoids and drainage of the 
sphenoids at another, and a radical Caldwell- 
Luc on the maxillary sinuses at still another 
time. I believe, as Crowe 6 advises, that unless 
the patient is willing to go through tliis pro- 
cedure, it is better to let the nose entirely 
alone. 

Even with this radical procedure one cannot 
promise complete relief in all cases, but one 
can often predict fewer and less severe attacks 
as well as an appreciable amount of comfort. 

In the March 1, 1941, issue of the Journal, 
Grove 7 reported the results of sinus surgery 
in 200 cases of asthma. He stressed the good 
record in those cases where complete surgery 
is done and he also emphasized. that the re- 
sults with the radical operation in the maxil- 
lary sinuses are twice as successful as those in 
which a window resection is done. 
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In summing up, I think it is fair to say that 
in the majority of uncomplicated ethmoid in- 
fections conservative methods will give very 
good results, but when the hyperplastic or sup- 
purative ethmoid is encountered, with an 
accompanying sphenoiditis and antritis, then 
as complete surgery as possible should be done. 

277 Alexander Street 
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Discussion 

Dr. Arthur Palmer, New York City — The 
treatment of simple acute ethmoiditis usually 
presents no great problem. Complications of this 
condition may be severe and require careful 
judgment in their management. Orbital cellu- 
litis, seen more often in children than in adults, 
"ill frequently resolve without suppuration 
under nonsurgieal measures. Chemotherapy is 
a definite aid in this connection. If suppura- 
tion occurs, external incision and drainage are 
indicated. As a rule, intranasal surgery is to 
be shunned in the presence of acute infections. 

the care and cure of the patient suffering from 
chronic ethmoiditis will often tax the resources 
of the most skillful otolaryngologist. Medical 
treatment should place emphasis-upon the value 
of prophylaxis, climate, diet — including vitamin 
balance and other general measures, as the use 
autogenous vaccines, exercise, and hygiene — 
as well as upon the local treatment of the condi- 
tion. 

Briefly, the local treatment should be di- 
rected toward the maintenance and improve- 
ment of the physiologic functions of the nose and 
amuses. The following are useful: nasal tam- 
pons saturated with isotonic ephedrine solutions, 
f 6 b* f uctl0n combined with irrigation, infrared 
pt therapy and at times long- or short-wave 
lathermy, the use of silver preparations locally, 
ana desensitization in the presence of allergy, 
n ail types of chronic ethmoiditis, except the hy- 
perplastic with the presence of polyps, nonsurgieal 
reatment should be given some weeks and per- 
haps months of trial. 

1 some geaeral disease appears to be re- 

3 chronic sinus infection, conservative 

measures have been entirely satisfactory in a 
ted percerita £ e °f cases. There is, however, a 
0 ea< :-' to blame too many general conditions 
udq 0 ri! ron * c s musitis. If operation is decided 
j sur §eon must possess precise anatomic 
ledge and manipulative skill and he must 


proceed with greater caution than in any other 
type of nasal surgery. The importance of re- 
moving all diseased membrane in the ethmoid 
labyrinth has often been stressed by certain 
otolaryngologists. It is only rarely possible 
to remove all diseased membrane with 
safety. It is questionable, indeed, whether 
removal of all diseased tissue has ever been 
effected with the patient surviving the operation. 
While the intranasal approach to the ethmoid 
often proves satisfactory, the external approach 
is doubtless safer and should be employed es- 
pecially when adjacent sinuses, as the antrums 
and frontals, are involved. 

Ethmoiditis and Asthma. — In a study of 100 
consecutive cases of bronchial asthma at the 
New York Hospital, the sinuses were found to 
be involved in 89 per cent, the antrums in 82 per 
cent, the ethmoids in 69 per cent, the sphenoids 
in 66 per cent, the frontals in 46 per cent of the 
cases. More than one group of sinuses was in- 
volved in 73 per cent. 

"With full recognition of these findings, we 
have nevertheless made it an inflexible rule 
never to perform an ethmoidectomy or any other 
type of sinus operation simply because the pa- 
tient has bronchial asthma. We believe that 
the indications for operation are the same re- 
gardless of the presence of a bronchial asthmatic 
condition. Too often have radical surgical meas- 
ures left the patient with an incurable atrophic 
rhinitis and scar tissue formation, with subse- 
quent suffering from incapacitating head pains 
and many times little or no permanent relief of 
the asthma. In the presence of sinus disease, 
most patients suffering from bronchial asthma 
will be improved temporarily at least by treat- 
ment, whether it be medical or surgicaL Few pa- 
tients will be cured. Much the same policy in 
respect to surgery may well be applied in the 
presence of an allergic membrane in the nose and 
sinuses. If mechanical obstructions due to the 
presence of polyps, spurs, or deviated septums 
exist, they should be corrected surgically. We 
have proved to our own satisfaction that me- 
chanical obstruction in tbe nose often has an un- 
favorable effect in that it aggravates the allergic 
or vasomotor disturbance of the mucous mem- 
brane. 

Dr. Frederick J. O’Connor, Syracuse, New 
York — I have beard with interest and pleasure 
this paper of Dr. John Honiss. One perceives 
in it much that has not been written. Acute 
ethmoiditis occurs about as frequently as the 
common cold. When patients do not recover 
early there is some reason, e.g. : 

1. Unusual virulence of the offending organ- 
ism responsible (a) for the epidemic prevailing 
at the time, or (b) for the individual case, or a 
diminished resistance of the patient, who may 
be suffering from some general debility or con- 
valescing from some other condition. 
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2, Some or all of the so-called normal anoma- 
lies of the ethmoid: (a) infundibular cells; (b) 
bulla frontalis; (c) concha bullosa; (d) a posterior 
ethmoidal cell, extending posteriorly and lying 
above the sphenoid sinuses, or a posterior eth- 
moidal cell extending into the maxillary sinus, 
creating the so-called double maxillary sinus; 
(e) extension of the foveola well into the roof of 
the orbit. 

A rhinologist, to be safe, should fortify himself 
by being thoroughly familiar with some or all of 
the following works, Zuckerkandl, Onodi, Hajek, 
Warren B. Davis, and with the specimens that 
Mosher has collected in his laboratory. 

3. What one likes to think of as physiologic 
anomalies: (a) regular, honest hay fever, which 
occurs regularly season after season and is no 
more than that; (b) hay fever and infection — 
there is no reason why a hay-fever sufferer might 
not also have an ethmoidal sinusitis; (c) allergy 
to the organism causing the ethmoidal sinusitis. 
Again the rhinologic problem must be studied 
on an endocrine basis. 

Treatment 

1. Preventive: (a) increasing body resist- 
ance — vitamins, cold vaccines, sun lamps; (b) 
isolation of cases to prevent spread; (c) chemo- 
therapy — sulfadiazine. 

2. Symptomatic: (a) treating symptoms as 
they arise (headache, general malaise, nasal 
obstruction) — shrinking sprays. Dr. Wishart 


of Toronto, Canada, is a strong advocate of sys- 
tematic, thorough shrinking. 

3. Heat: (a) short wave — inductotherm; (b) 
hot or cold compresses; (c) steam. 

4. Operation: I feel that so long as one’s 
hand is not forced by an apparent impending ex- 
tension of the infection into the surrounding 
areas, one would do well to be slow to operate. 
Lyman Richards advocates caution, although he 
says that many times it takes courage to wait. 
One should never let his operation be more ex- 
tensive than the condition demands. Exentera- 
tion of the ethmoid is done much less frequently 
today than it was twenty-five years ago. There 
are three surgical approaches to the ethmoid— all 
three have their advocates and in the skilled hand 
all three give good results: (a) the intranasal 
ethmoidectomy; (b) the external ethmoidec- 
tomy; (e) the transantro ethmoidectomy. 

Concerning nasal operations: Mr. Norman 
Patterson said: “Operations on the nose should 
when possible be avoided.” Extensive opera- 
tions are frequently performed when there is no 
possible justification for them. It is often the 
case that the patient who would have made a 
good recovery from the disease never recovers 
from the operation. Dr. Mosher has called ex- 
enteration of the ethmoid, “the easiest operation 
that could cause a patient’s death." 

In conclusion, please let me leave with you 
Dr. Shurley’s three “guardian angels”: (1) 
common sense; (2) surgical judgment; (3) study 
of the individual. 


SAVE THE PIECES! 

In this day of flying missiles and bodies hur- 
tling through space, injuries to the external ear 
are quite common. When an ear is nearly 
severed, it is often surprising how promptly it 
will heal when kept clean and accurately and 
promptly sutured in place. The ears have it, 
when it comes to circulation! But if all or part 
of the structure is detached, chances of success 
are negligible. 

In such an instance, however, as with finger 
tips or ends of noses, save the piece! Skin it 
clean and tuck the cartilage into a subcutaneous 
pocket upon the abdominal wall. Here it will 
remain clean and viable, to be invaluable in sub- 
sequent reconstructive surgery. After the acci- 
dental wound has healed and the defect is estab- 
lished, the cached cartilage may be inserted 


about the meatus through a postaurieular in- 
cision and pressure dressings applied. After 
several weeks or months the cartilage and over- 

a skin may be raised from the side of the 
as a flap pedicled ventrally. Denuded 
surfaces may be covered with a free split skm grail- 
Restoration of maldeveloped or mutilated ears 
is notoriously unsatisfactory. Utilization oi 
maternal ear cartilage grafts in the former haa 
proved to be singularly helpful, cartilage anu 
cornea being the two human tissues which ca 
be successfully transplanted from one individua 
to another. Prompt preservation of the pa- 
tient’s own ear cartilage, in cases of accidents 
severance, will save future time and trouhie. 
And the patient will be grateful for a superior 
end result. — Rocky Mountain M .J . 


A doctor stopped his car on a country road 
and asked a little boy how far it was to Russel- 
ville. 


The little boy answered: 
miles the way you’re going, 
around it ain't but three. ’ 


“It’s about 35,999 
, but if you turn 
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CLINICOPATHOLOGICAL CONFERENCE 

March 26, 1942 

Fourth Medical Division of Bellevue Hospital 


History 

This was the fourth Bellevue admission of 
a 73-year-old white man of Greek extraction, 
who entered the hospital on January 9, 1942, 
with chief complaints of cough and anorexia 
of three months’ duration. For two months 
this cough had been productive of moderate 
amounts of ■ mucopurulent sputum. For two 
weeks slight blood-streaking was present. 
Twelve years prior to this admission, the 
patient’s weight was 254 pounds; one year 
before, it was 180 pounds, three months be- 
fore, 178 pounds, and at the time of this ad- 
mission, 153 pounds. Some hoarseness had 
been present for three months. Increasing 
weakness accompanied these symptoms. The 
patient’s statement that he had had difficulty 
in swallowing was not borne out by observation 
in the ward. The only other complaint was 
constipation of two months’ duration. The 
character of the stools was not noted. No 
nausea, vomiting, eructations, or diarrhea was 
noted. The genitourinary system was nega- 
tive except for nocturia (two to six times 
nightly). 

The past history revealed that the patient 
had had a gallbladder operation thirty years 
before, with postoperative adhesions. Five 
years before, he had been admitted to the 
Neurological Service for weakness of the left 
hand. Fibrillary twitches of the left hypothe- 
nar muscles and of both gastrocnemii were 
reported. N-rays showed early hypertrophic 
osteoarthritic changes. The clinical im- 
pression was “syringomyelia, midcervical 
region.” Upon discharge from the hospital, 
paresis of this extremity improved, and no 
further complaints about this condition were 
brought forth. Other admissions to Bellevue 
Hospital had been for (1) acute otitis media, 
(2) phimosis. 

On admission in the present instance, the 
temperature was 99.6 F., pulse 64, respira- 
ions 20, and blood pressure 170/90. Physical 
examination revealed an elderly white male 
appearing chronically ill, hoarse, almost 
aphonic, but neither dyspneic, orthopneic, 
nor °yanotic. The skin showed no petechiae, 


purpura, or jaundice. There was a hard 2.5- 
cm. fixed nodule above the right clavicle, and 
a movable hard nodule in the right axilla. A 
few small left posterior cervical nodes were 
present. The head and scalp were negative. 
The pupils were equal, regular, and reacted to 
light and accommodation. There was no 
nystagmus or palsies. The sclerae were 
white, the conjunetivae pale. Examination 
of the fundi showed sclerotic vessels, but no 
exudates, hemorrhages, nor arteriovenous 
nicking. The ears, nose, and throat were 
negative. Direct laryngoscopy did not 
reveal any pathologic changes except for 
thickened, reddened vocal cords. The trachea 
was in the midline; there were no tracheal tug 
and no dilated neck veins, and the thyroid was 
not palpable. The chest revealed increased 
anteroposterior diameter with scoliosis to the 
left. The lungs were resonant throughout. 
Over both lower axillae, and posteriorly at the 
very base, a few medium moist and coarse 
rales were heard. The heart was not enlarged ; 
A 2 was greater than P». There were no thrills 
or murmurs. Regular sinus rhythm was 
present. A right rectus incisional scar was 
present in the abdominal wall. A hernia was 
present at the site of the incision. The right 
lobe of the liver could be felt 5 inches below 
the costal margin. The spleen was definitely 
palpable. There was no clubbing, cyanosis, 
or edema of the extremities. The pedal pulses 
were of good quality. Rectal examination 
revealed a normal-sized prostate with a small 
hard nodule high up on the right lobe. The 
reflexes were physiologic. 

Laboratory Findings 

The urinalysis on admission showed a 
specific gravity of 1.026, acid reaction; the 
remainder of the findings were not significant. 
Fasting blood sugar on January 21 was 211, 
on February 2, 181, and on February IS, 164. 
Daily urines (collected), taken two hours after 
meals, were reported as showing 0-2 plus 
glucose. The blood nonprotein nitrogen was 
36, and the Wassermnnn was negative. The 
electrocardiogram showed no findings of diag- 
891 
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nostic significance. The red blood count was 
5,300,000, with 90 per cent hemoglobin, the 
white blood count 8,700, with 78 per cent 
polymorphonuclears. The cells were normal. 

X-ray Reports 

An esophagram showed no organic lesion of 
the esophagus. Extrinsic pressure of the mid- 
third of the esophagus was observed in the 
left oblique and was due to aneurysmal dila- 
tation of the aorta at the base of the aortic 
arch. The heart was not enlarged. There 
was slight widening of the arch of the aorta. 
There were interstitial changes at the roots 
of both lungs and thickening of the pleura on 
the right (January 13). 

Gastrointestinal Series 

Examination revealed no evidence of any 
intrinsic lesion of the stomach or duodenal 
bulb. In the third portion of the duodenum 
there was a rounded, translucent area asso- 
ciated with an abnormal spreading of the 
mucosal folds. “My opinion [Dr. BuckstemJ 
is that we are dealing with a tumor of the 
duodenum with partial intussusception (i eb 
ruary 2). A repeat x-ray on February 5 re- 
vealed identically the same findings as pre- 

^ After initial work-up on the Surgical Serv- 
ice, before the gastrointestinal series was done, 
the working diagnosis of bronchogenic car- 
cinoma was made. The impression of the 
chest consultant was that the pulmonary 
symptoms were due to chronic bronchitis and 
laryngitis. Essential hypertension and dia- 
betes were secondary diagnoses. 

Course 

The patient’s hoarseness and cough showed 
improvement. The blood-streaking disap- 
peared. The diabetes was well controUed 
on a C 130 low-fat diet without insulin. The 
patient was transferred to the Medica Service 
with a radiologic report of P^ible ^dena 
neoplasm and transferred back to the buigic 
Service for consideration for exploratory 
. There however, he went rapidlj 

ZThti V ' «£ 

oneration went into pulmonary edema. De 
Ste lugfetation, circulator,’ f.tta. P*> 
SSd, and the patient expired on the forty- 
seventh hospital day. 

Clinical Impressions 


the roentgenologic appearance suggests an 
intussusception, I cannot conceive of tins 
taking place in a segment of duct which is 
retroperitoneal. Carcinoma is a better bet. 
Patient has a hard node above the right 
clavicle which may be metastatic. 

Dr. Allan R. Aronson (House Note): 
Because of hepatomegaly and splenomegaly, 
as well as relative frequency of different types 
of duodenal tumors, J believe lymphosarco- 
matosis is the most likely diagnosis. 

Dr. Max Trtjbek (February 2 ): As sug- 
gested by Dr. Aronson, because of spleno- 
megaly, we may be dealing with a lymphoma- 
tous type of tumor amenable to radiation 

Dr P Doran (surgical consultant) : Probable 
metastatic malignancy from the duodenum. 

Discussion 

Dr. Zachary Sagal: The patient was ad- 
mitted to the surgical wards because of y 
nhagia with the possibility of carcinoma 
the esophagus as the cause of this underlyi 6 
symptom. However, his betoio, into 
did not bear out this complaint. Thecougn 
with the blood-streaked sputum i ®J r th f su b- 
gradually disappeared, as weU as theju^ 
jective and objective hoarseness. waS 

findings were diabetes mellitu , . 

easily controlled on diet alone, and f 

hypertension. The £ 

syringomyelia was ® a j e v J dence 0 f the 
admission, mere was » . . j m . 

disease on the patie ^ a “ oms were 
portant among the patients ynp j 

Increasing weight loss nausea, ajrexm 
asthenia. Biopsy, 

supraclavicular and axi ry mega ly and 

been of immense value 

splenomegaly along J ? Significant findings, 
tioned nodes were the signmcan 

The small nodule on an neoplastic 

prostate may have been ie x-ray re- 

changes, but that is no .^ular) ; n the 
vealed a large filling , m I cannot 

third portion of the ^uo “ ' , ace ; n 
conceive of mtussusception takij ig 

the third portion of the du . toaeum _ In 
firmly bound down by th P ossJb ility of 
the ward, I mentioned the &»*P the 

a large biliary ca!c " cannot be cor- 

duodenum. Tins, 1 cholecys- 

r elated with the other bnmngs The 

tectomy was done thirty j ,i„nde- 


tectomy was done thirty y ^ ^ duode - 

gastrointestinal series^ enema was not 

num, was negative. right- and left- 

done. I believe that both ngn 
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sided large bowel malignancies with me- 
tastases can be ruled out. Right-sided malig- 
nancy is usually accompanied by anemia, 
which was not present in this case; left-sided 
malignancy by obstructive signs and symp- 
toms, which also played no part here. Cirrho- 
sis of the liver with splenomegaly must be 
considered in the differential diagnosis, but 
this cannot explain the whole picture. Pri- 
mary carcinoma of the liver is a rare lesion 
that we should think of, but the rigid criteria 
for this diagnosis exclude it here. The supra- 
clavicular metastatic nodes caused broncho- 
genic carcinoma to be considered a possibility, 
but it will be noted again that the pulmonary 
signs cleared, and the roentgenologic evidence 
was against it. 

In retrospect, the presence of nodes, the 
splenomegaly, the widening of the base of the 
heart, make one think that malignancy origi- 
nating in the lymphatic system is the most 
likely diagnosis. Thus my first diagnosis is a 
lymphoma. 

Leukemia is partially ruled out by the nor- 
mal blood count. If an aleukemic leukemia 
had been present, the patient should have had 
a severe anemia. It is also possible, in view of 
his previous neurologic symptoms, that the 
primary source of this lesion was a neoplasm 
of the central nervous system. 

The mode of exitus is difficult to explain. 
The heart was not enlarged; only moderate 
hypertension was present and the electro- 
cardiogram showed no significant changes. 
It is hard to conceive that 1,200 cc. of fluid 
could have precipitated pulmonary edema. 
A gradual onset is more likely, and lym- 
phomatous infiltration into the myocardium 
13 a ?ain a possibility to be thought of. 

Da. Emanuel Appelbaum: I believe that 
some form of lymphosarcoma is the most 
likely diagnosis. Primary carcinoma of the 
duodenum should have been considered, but 
its rarity in the third portion would tend to 
rule this out. The enlarged spleen is of im- 
portance and suggests that the lymphosar- 
coma is of the giant follicular type. 

Dit. Arnold Koffler: The x-ray report of 
partial intussusception makes me believe that 
the third part of the duodenum was abnor- 
roally free or that the tumor originated from 
a more proximal portion of the duodenum, 
cry- Httle attention has been paid to the 
airly marked compression of the esophagus. 
Aneurysmal dilatation as well as mediastinal 
glands may well have produced this picture, 
th R AIennasch Kalkstein: In view of 
e m ultiple lymph node enlargements, the 


splenomegaly, and the mediastinal pathology 
with esophageal compression, which is most 
likely due to enlarged mediastinal lymph 
nodes, a lymphogenous process is the most 
likely diagnosis. However, the possibility of 
a carcinoma arising in a bronchus with diffuse 
lymphatic and hematogenous spread has not 
been eliminated. Bronchoscopy was not per- 
formed. A small tumor can be readily over- 
looked even in the presence of widespread 
metastases. Although there is no direct evi- 
dence in this case, the thyroid as well as the 
bronchi should be suspected as the possible 
source of neoplastic dissemination to the ret- 
roperitoneal lymph nodes. If this is the case, 
splenomegaly may be the result of an old 
malarial infestation in a Southern European. 

Dr. Louis F. Bishop: There was no defi- 
nite evidence of cardiac disease. Other 
causes of marked moisture in the lungs could 
have been present. Hypostasis and medi- 
astinal compression may have been factors in 
producing this picture. 

Pathology 

Dr. Roger W. Steinhardt (Gross Pa- 
thology): On section of the chest, some free 
fluid was encountered in both pleural cavities, 
but the striking finding was the mediastinal 
lymphadenopathy, which extended from the 
hilar region of the lungs to well above the arch 
of the aorta. These nodes were firm, homo- 
geneous, matted, and surrounded, but did not 
obstruct the trachea, esophagus, and aorta. 
They hugged the major branches of the aorta 
and could be traced to the supraclavicular 
nodes seen clinically. The heart was normal 
in size, but the myocardium of the left ven- 
tricle was hypertrophied, and there was some 
dilatation of the ascending aorta, but no 
aneurysm. The lungs showed small, scattered 
yellowish nodules in the pleura, and except 
for slight congestion and edema were normal. 
Exploration of the bronchial tree revealed no 
evidence of tumor. The liver was enlarged, 
weighing 2,300 Gm., and on section showed a 
few small nodular infiltrations. The spleen 
was greatly enlarged, weighing 800 Gm. On 
section it presented a mottled appearance, 
caused by yellowish raised areas against a 
deep purple background. The pancreas on 
section showed several small areas of infil- 
tration. The prostate was slightly enlarged, 
but no evidences of tumor could be found. 
On opening the duodenum, a plum-sized tumor 
extending from a long narrow pedicle 1 cm. 
above the papilla of Vater could be seen. On 
its surface four ulcerations, each about l /j to 



804 


DIAGNOSIS 


IN. Y. State J. M. 


1 cm. in diameter, were noted. On section, the 
tumor was similar in appearance and con- 
sistency to the lymph nodes. The pedicle of 
the tumor was not involved. The remainder 
of the gastrointestinal tract was negative. 

Discussion 

Dr. Max- Wilhelm Jobannsen: In ret- 
rospect, it is always easy for us as patholo- 
gists to make the correct clinical diagnosis. 
The outstanding findings were an easily palpa- 
ble spleen, an enlarged liver, and hard pal- 
pable lymph nodes in the supraclavicular 
region. The symptomatology presented was 
not conclusive, particularly as most of the 
patient’s complaints improved while in the 
ward. Hepatomegaly and splenomegaly are 
frequently the expression of cardiac failure. 
This patient had no evidence of diminution of 
cardiac reserve. Portal cirrhosis or occlusive 
lesion of the hepatic vein or portal vein throm- 
bosis exhibits usually, in addition to the 
splenomegaly, some ascites. There was no 
mention of this in this particular ease. Other 
infrequent entities or, still better, syndromes, 
such as Banti’s or hemochromatosis, etc., are 
just mentioned because I believe the diagno- 
sis should only be made after the more fre- 
quent and therefore more likely diagnoses 
have been excluded. Hodgkin’s disease, or 
other forms of lymphoblastomas, and leuke- 
mia seem to me to cover better than anything 
else the findings encountered in this patient. 
The definite differentiation between Hodg- 


kin's disease and, for instance, lymphosarcoma 
can only be made on histologic examination. 
The differentiation of an aleukemic leukemia 
was mentioned previously by Dr. Sagal. 
Tumor was present in the enlarged lymph 
nodes, in the duodenal polyp, spleen, liver, 
and pancreas. The histology of the tumor 
was uniform in the sections. Tumor areas 
of the involved organs were overrun and re- 
placed by small round cells usually staining 
deep blue. There was no recognizable pah 
tern. The bone marrow failed to reveal any 
findings indicative of leukemia. Carcinoma 
of the duodenum is unlikely, and, per se, 
could not explain the splenomegaly, because 
of the rarity of carcinomatous invasion of the 
spleen. 

Anatomic Diagnosis 

Lymphosarcoma involving: 

Pleura 

Lung 

Liver 

Pancreas 

Spleen 

Duodenal polyp 

Mediastinal, supraclavicular, mesenteric, 
and periaortic lymph nodes 
Hypertrophy of left ventricular myocar- 
dium. 

Bilateral pleural effusion. 

Acute endobronchitis. 

Benign hyperplasia of prostate (mild). 


What is the age at which the greatest number 
of deaths occur? In the United States, as con- 
stituted today, more persons die at age 71 
than at any other age, except in the first year of 
life. In 1939 — the latest year for which we 
have data available — there were 108,846 deaths 
of infants under 1 year of age and about 30,000 
deaths of persons at age 71 . — Statistical Bulletin, 
Metropolitan Life Insurance Company 


A lawyer got into an argument with a phy- 
sician over the relative merits of their respec- 
tive professions. „ 

“I don't say that all lawyers are crooks, saw 
the doctor, “but you’ll have to admit^that your 
profession doesn’t make angels of men.' 

“No,” retorted the attorney, “you doctor’ 
certainly have the best of us there/' If ear. 
State Med. Jour. 


SEX EDUCATION FOR EVERYBODY 
The American Medical Association has issued 
a series of booklets entitled: “Sex Education for 
the Adolescent,” by George W. Corner and 
Carey Landis; “Sex Education for the Ten Year 
Old,” by M. Marjorie Bolles; “Sex Education 
for the Pre-school Child,” by Harold E. Jones 


i Katherine Read; “Sex Education for the 
iman at Menopause," by Carl G. Hartman. 
I “Sex Education for the Mamed Couple, 
Emily Hartshorne Mudd. ... 

Ibese pamphlets are available for tho public 
he cost of 15 cents per single copy. 
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CONFERENCES ON THERAPY 

'THESE are stenographic reports, slightly edited, of conferences by the members of 
the Departments of Pharmacology and of Medicine of Cornell University Medical 
College and the New York Hospital, with collaboration of other departments and in- 
stitutions. The questions and discussions involve participation by members of the staff 
of the College and Hospital, students, and visitors. The next report will appear in the 
June 1 issue and will concern “The Use of Diuretics.” 

Treatment of Rheumatic Fever 


Dk. Eugene F. DuBois: Fortunately, we 
have as our main speaker today Dr. Homer 
Swift of. the Rockefeller Hospital, who is going 
to talk to us about the treatment of rheumatic 
fever. 

Dr. Homer Swift: In our discussion of 
rheumatic fever are included the active cardiac 
manifestations of the disease, for consideration 
simply of rheumatic arthritis and the acute 
mtoxication would hardly be worth an hour’s 
time. We have therapeutic agents that are 
effective in controlling these arthritic mani- 
festations but, if we consider the disease as a 
whole, it would require many hours. 

Obviously, our treatment of any disease is 
conditioned largely by our knowledge of that 
malady, by our conception of its nature and 
etiology, and by the effects of drugs and other 
therapeutic measures that are at our disposal. 

Ihe therapeusis of rheumatic fever involves 
i great deal more than the mere treatment of 
he individual. With the concept of the dis- 
ease most widely held today, it is also a public 
lealtli problem. Unfortunately, the people 
most often affected are usually encountered in 
at class of society which is least able to care 
or itself either medically or economically. 
1 Serous investigations have strikingly dem- 
onstrated among the British that it is ordi- 
naruy a disease of poverty. Probably a spot 
map of the cases in New York City would re- 
a similar tendency and would reveal that 
, e majority of rheumatic patients come from 
e poorer class of society. From such data 
1 appears that the broader aspects of treat- 
ment lead us into the field of public health, for 
'ore it possible to limit markedly the effect of 
'e early ravages of rheumatic fever there 
ouid probably be a marked drop in the inci- 
ence of severe heart disease in the third and 
miirth decades. 

Rheumatic fever has various stages. We 
car *' est ' one as the acute stage, 
severe toxic manifestations, high fever, 


and exudative phenomena, such as is well il- 
lustrated by an acutely involved rheumatic 
joint, which is painful, swollen, red, hot, and 
tender, from which, under proper conditions, 
you can aspirate a certain amount of exudate. 
At this stage, if there were an accompanying 
carditis, one could doubtless find many poly- 
morphonuclear cells in the most intensively 
involved portions of the heart. With peri- 
carditis there is a serofibrinous effusion; with 
pleurisy, an exudate containing much fluid and 
many white blood cells. The patient at this 
period is usually extremely toxic. The labo- 
ratory findings will demonstrate rather striking 
abnormalities: There will probably be com- 
paratively high leukocytosis, not so marked 
as in pneumonia, but between 10,000 and 
20,000 white blood cells per cubic millimeter, 
and at this time the erythrocyte sedimenta- 
tion rate is usually rapid. 

At the other end of the active disease, when 
it has become chronic, these striking and easily 
elicited manifestations mentioned are rarely 
present. Fever is low grade or equivocal; 
leukocytosis is not marked and may not even 
be present. The erythrocyte sedimentation 
rate, while abnormal, is not nearly so rapid as 
in the early acute stages of the disease. In 
this subacute or chronic stage, according to 
our experience, one encounters relatively few 
exudative phenomena. The histopathologic 
abnormalities in this period are proliferative 
in nature. These proliferative lesions are 
most easily studied in subcutaneous rheumatic 
nodules, which clinically last for weeks to 
months. These lesions, moreover, comprise 
practically the only tissue that can be easily 
excised during the life of the patient, and nu- 
merous histopathologic studies have demon- 
strated them to be essentially proliferative and 
granulomatous in nature. The submiiiary 
rheumatic nodules (so-called Aschoff bodies) 
in the hearts of patients who succumb to active 
rheumatic carditis contain similar cellular 
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components. As the granulomas disappear, 
they leave scars. In this granulomatous stage 
the disease may persist for months and some- 
times for years. Moreover, the scars contain 
1 largely collagen, which is the tissue in which 
the primary injurious effect of the “rheumatic 
poison” exerts its chief action. 

The protean picture of rheumatic fever re- 
sults from varying combinations of the acute, 
subacute, and chronic manifestations and is 
conditioned to a considerable degree by the 
relative amount of involvement of the various 
organs. 

In most patients the onset is characterized 
by acute toxic and exudative symptoms and 
signs. A few patients quickly pass out of this 
stage and go on to recovery without any further 
trouble. Most of them, on the other hand, re- 
cover only partially, then have one or more 
alternating cycles of improvement and re- 
lapses; and as time goes on the chronic mani- 
festations become more conspicuous, consist- 
ing of low grade fever, high pulse rate, signs of 
progressive carditis, abnormal but low-grade 
increased erythrocyte sedimentation rate, and 
slight leukocytosis. A common feature of the 
disease at this late stage is an abnormal tem- 
perature and pulse response to relatively 
slight physical or emotional exertion. Prob- 
ably most patients after recovery from a 
single attack could lead fairly satisfactory 
lives with the cardiac damage resulting from 
this primary attack, provided they escaped 
further recurrences of the rheumatic infection. 
The great importance of rheumatic fever is 
that a patient who has once suffered from the 
disease is liable to one or more subsequent 
attacks, and with each there is increasing car- 
diac involvement. By and large one may say 
that the amount of heart disease a rheumatic 
patient suffers later in life is roughly propor- 
tional to the number and severity of attacks 
of rheumatic fever he has previously experi- 
enced. Whether each one of these attacks a 
patient may suffer year after year, or even with 
intervening well periods of three to five years, 
is a relapse of an old chronic condition or is a 
new attack is a matter of opinion; and up to 
the present no conclusive evidence can be ad- 
duced to support either side of the argument. 
From both prophylactic and therapeutic 
points of view, it is important to remember 
that they occur; hence, it is necessary to con- 
sider the circumstances whence they seem to 
arise and to alter those circumstances in so far 
as such alterations are amenable to beneficial 
influences. 


Some environmental influences, already 
mentioned, which may be of etiologic impor- 
tance require additional consideration. These 
are the social status, the home surroundings, 
and the familial incidence of rheumatic fever; 
the latter has been well investigated by Dr. 
Wilson and others. Where these familial tend- 
encies arise, I think, is a matter for more 
study, for one cannot dismiss the subject with 
a bare statement that either heredity or en- 
vironment is the dominant factor. The pic- 
ture at best is complicated, for in those fami- 
lies where multiple cases are demonstrable 
often there are also special opportunities for 
infectious agents, classifiable as respiratory, 
to be transmitted from one person to another. 

At this point the possible etiologic role of 
hemolytic streptococci in respect to rheumatic 
fever should be discussed. I believe that role 
to be an important one. Moreover, it seems 
to me that we have argued ourselves into a 
state of defeatism concerning the etiology of 
rheumatic fever because of the peculiar evo- 
lution of our current knowledge of this disease. 
If we should consider, perfectly objectively, 
certain well-established relationships, perhaps 
we might demonstrate some factors that are 
subject to control. 

For example, from Denmark, where both 
hemolytic streptococcic sore throats and rheu- 
matic fever are officially reportable, Madson 
and his coworkers have reported several senes 
of epidemics, occurring in various years, 
where outbreaks of streptococcic angina were 
followed by significant rises in rheumatic 
fever in the streptococcic-infected population. 
The peaks in the streptococcic epidemics pre- 
ceded those in the rheumatic fever cases by 
two to four weeks. 

In the British Navy, Green observed the 
following relationships. In training _ ships 
where young recruits ivere introduced in two 
different categories, the incidence of strep o- 
coccic sore throats was maintained at a high 
rate, and numerous cases of rheumatic fever 
occurred among the infected _ youths, une 
group of boys who were training to become 
technicians were admitted to the ships every 
three months; the others, training to become 
common seamen, entered the ships every wee 
or two. This mode of admitting boys to the 


his coworkers in England to be the most a 

able for maintaining a high sick rate among 
experimental animals subjected to cer U P 
zootic diseases. Interrupting the cons 
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introduction of new susceptible subjects re- 
sulted in a drop in the epizootic diseases in the 
animal colonies. Likewise, limiting the ad- 
mission of new classes of naval recruits to 
three monthly intervals was followed by a 
marked drop in streptococcic sore throat and 
a nearly complete disappearance of new cases 
of rheumatic fever. The relationship seemed 
statistically significant. 

The high incidence of significant increases 
in so-called antistreptolysin 0 in the serum of 
rheumatic fever patients indicates that most, 
if not all, of these patients are suffering from 
hemolytic streptococcic infections. 

Finally, in chemoprophylaxis, to be dis- 
cussed more fully, there is highly suggestive 
evidence of a significant etiologic role of hemo- 
lytic streptococci. When the administration 
of a drug prevents the occurrence of both a 
specific infection and a secondary condition, 
possibly due to that infection, there is gTeat 
probability that the primary infection and the 
secondary condition are causally connected. 
One must, of course, admit that the same drug 
uiight be prophylactically effective in two dif- 
ferent and nonrelated diseases in the same 
person; but, when all of the above-mentioned 
phenomena are considered, one emerges with 
a firm conviction that the etiology of rheu- 
matic fever is closely linked to hemolytic 
streptococcic infections. 

fn connection with this sketchy discussion 
of hemolytic streptococci and rheumatic fever, 
one naturally should try to answer the question 
of how these microorganisms cause this pecul- 
iar disease in certain infected people and not 
m others when the tissues of both groups have 
been invaded by hemolytic streptococci. One 
can best answer that on the basis of tissue re- 
actions peculiar to the rheumatic subject and 
cite the protean manifestations of syphilis as 
an “lustration of the result of differing tissue 
reactions. During his entire morbid life, a 
syphilitic individual is harboring the same 
s ram of spirochete: first, the localized chan- 
cce, then the widespread roseola; then peri- 
? s without any visible active rash, followed 
J successive rashes or visceral lesions ever 
more and more localized but increasingly fo- 
ca v intense until the tertiary gummatous 
V * e Is fcached. Artificial reinfection at any 
will, if at all effective, induce lesions 
ually encountered in the patient at that 
i. Obviously, the differences in the syphi- 
•’ are . c * Ue 1° the patient's peculiar partial 
munity and tissue reactivity, 
in lb's hasty sketch of a rough parallel 

syphilis and rheumatic fever, we must con- 


sider the therapeutic indications of the latter 
at various stages. In the presence of the acute 
disease, we must try to combat the toxic mani- 
festations. That is obvious, if we can. No 
single specific strain of streptococcus has been 
demonstrated as the cause of the disease, but 
many different types appear to be implicated. 
We have no antitoxic serums that will combat 
these acute manifestations. In fact, a strange 
phenomenon is that many antistreptococcus 
serums, when given to these patients, make 
them worse. That is an old observation that 
has been repeatedly reported by physicians 
attempting serotherapy. 

In the acute stage there are usually high 
fever, rapid pulse rate, and exudative migra- 
tory polyarthritis. Fortunately, to combat 
them we have certain drugs with remarkable 
properties. In all of the field of therapeutics, 
there are few, if any, more marked effects than 
those induced in these acute rheumatic mani- 
festations by suitably given doses of salicyl- 
ates, neocinchophen (mentioned because of 
historical interest), and aminopyrine (pyrami- 
don). The third acts more strikingly and 
rapidly in reducing the fever, eliminating the 
toxicity, and reliering the polyarthritis of 
rheumatic fever than any other drug I have 
encountered. 

The side actions of these various drugs are 
known to you. The least dangerous, but 
probably the most troublesome, are those of 
the salicylates and are included under the 
general term of “cinchonism.” Neocincho- 
phen has similar side actions, with the addi- 
tional possibility of hepatic damage. Amino- 
pyrine, as you know, has an untoward effect 
in depressing the function of the blood-forming 
organs in certain patients, which eventually 
may lead to a serious or fatal granulopenia. 
Fortunately, in our experience we have seen 
only 1 individual with rheumatic fever where 
the drug had to be withdrawn because of a 
dangerously low white blood count. But in 
view of the side actions of this drug, if the pa- 
tient develops a white blood count as low as 
4,000 or 5,000, one naturally discontinues its 
use. 

What are the relative advantages of each of 
these drugs? Salicylate is probably the safer, 
but the peculiar benefits from aminopyrine, 
in my opinion, arise from the fact that many 
patients with a marked acute rheumatic car- 
ditis and secondary congestive manifestations 
involving the gastrointestinal tract tolerate 
salicylates poorly; in such patients amino- 
pyrine is the drug of choice because of its lack 
of unpleasant gastrointestinal irritation. Pa- 
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tients can take aminopyrine and digitalis to- 
gether much more easily than they can take 
salicylates and digitalis because each of the 
latter induces nausea and vomiting in the 
higher dosage. Digitalis is. indicated, I think, 
in patients with acute rheumatic carditis in 
whom heart failure with congestive manifes- 
tations has occurred. One encounters the 
opinion that this drug has no beneficial effect 
in acute rheumatic carditis, but I feel that 
perhaps these therapeutists have not given it 
with full appreciation of all of the complicating 
factors. Unfortunately, in these patients the 
electrocardiogram is a less reliable guide than 
in the case of simple congestive heart failure 
because digitalis and rheumatic carditis induce 
similar electrocardiographic pictures; so, in 
giving this drug, one must be guided by a care- 
ful study of the patient who is evincing these 
peculiar manifestations of acute cardiac dam- 
age. 

When a patient in the acute stages of the 
disease has been rendered symptom-free, the 
antirheumatic drugs are gradually withdrawn. 
In checking the effect both of giving and with- 
drawing these drugs, a chart is most useful 
whereon one documents daily the various 
symptoms and signs and the dosage of drugs. 
The relationship between drug therapy, natu- 
ral resistance, and symptoms will thus stand 
out more clearly. Too rapid withdrawal of 
the drugs results in a return of the symptoms 
and signs. Proper drug therapeusis will keep 
the patient symptom-free and thus permit an 
easier maintenance of a proper nutritional 
state, for a patient suffering from severe in- 
toxication and wracking pain is difficult to 
nourish. Indeed, a full nutritious diet, easily 
digestible, is an important part of a rheumatic 
patient's care. 

In the subacute and chronic stages of the 
disease, one often has to cater specially to a 
capricious appetite ; and the weight chart is one 
of the important guides to the patient’s con- 
dition. 

Because of the frequency with which the 
heart is involved, one pays special attention 
to protecting that organ as much as possible; 
and the most important measures in this re- 
spect are properly enforced rest and slow resti- 
tution to normal physical activity. 

In my talk in 1940, 1 tried to point out that 
if you had a pair of sore joints in your two in- 
dex fingers and you cracked them together 120 
times a minute, you might gain a little concep- 
tion of what is happening to the heart valves. 

If you could reduce that effort by ten counts a 
minute you would save 14,000 movements a 


day. If you reduce the pulse from 120 to 100, 
you have saved 28,000 impacts on the heart 
valves. Such a saving of motion not only re- 
duces the total amount of functional valvular 
trauma but increases the total period of dias- 
tolic rest, which favors recovery. The anti- 
rheumatic drugs by their antitoxic, antipy- 
retic, and antiphlogistic actions all tend to 
reduce the heart rate and, if for no other 
reason, are of distinct benefit. 

There is ample evidence for the statement 
that these drugs will not prevent the prolifera- 
tive manifestations once they start to appear, 
so you cannot rely entirely upon drug therapy 
to bring about a cure, but you must apply all 
other available therapeutic measures in this 
chronic stage of the disease, such as properly 
enforced rest, good food, suitable psycho- 
therapy, and carefully regulated convales- 
cence. 

There have been two measures of chemo- 
prophylaxis advocated: the sulfonamides and 
the salicylates. You may have seen the re- 
cent report of Thomas and her coworkers in 
Baltimore, where over a four-year period they 
have given sulfanilamide to patients, adoles- 
cents and adults and a few children, who have 
previously suffered one or more attacks of the 
disease without any recurrences being ob- 
served ; but in the group of untreated controls 
there were 10 per cent of relapses. The pro- 
phylactically treated patients took small doses 
of sulfanilamide daily from October to June. 

Drs. Coburn and Moore, in a comparable 
study of children here in New York, have 
noted a similar effect, but they observed more 
toxic manifestations of sulfanilamide when 
given over a long period. Recently, Kuttner 
has made similar observations in a most care- 
fully controlled study. One cannot lay too 
much emphasis on that phase of this problem, 
for, as is known to you, any patient who is sub- 
jected to this kind of chemoprophylaxis 
should be most carefully observed. 

Practically none of Dr. Thomas' patients 
had to be withdrawn from the treated group 
because of toxic manifestations. The average 
dose of sulfanilamide administered was 1.2 Gin. 
a day. In other studies that have been re- 
ported the dosage per day was from 2 to 3 uin. 
That difference in dosage may be important, 
for, if the smaller amount is sufficient, i 
probably a safer procedure (namely, 1.2 Gmd- 
The final decision concerning effective prophy- 
lactic dosage and relative danger from pro- 
longed administration must await fur er 
observation in various places, but that there 
is a definite effect we must accept. 
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Another prophylactic measure that has been 
reported by Sehlesinger and others in England 
is the administration of fairly large doses of 
salicylates (in the form of aspirin) to rheumatic 
subjects after the onset of the streptococcic 
sore throat. For a moment it may be well to 
contrast these two prophylactic technics. The 
usual course of events is as follows: strepto- 
coccic infection; latent period of from a few 
days to three weeks; rheumatic fever. The 
administration of sulfanilamide does not ap- 
pear to prevent the rheumatic fever, if post- 
poned until after the onset of the streptococcic 
infection; and incidentally, it has no bene- 
ficial effect when given to patients with active 
rheumatic fever. On the other hand, Sebles- 
inger reports that aspirin when administered 
to rheumatic subjects immediately after the 
onset of the streptococcic infection and during 
the time of the usual latent period prevents 
the expected rheumatic fever. Whether this 
is merely a masking of clinical symptoms or a 
true prevention of rheumatic fever has not 
been determined, for the antisymptomatic 
effect of salicylates is well recognized, and to 
arrive at a definite decision the aspirin-treated 
patients should be studied with all available 
laboratory technics as well as by simple clini- 
eul methods, for laboratory methods often 
reveal the presence of rheumatic activity be- 
low the clinical horizon. The masking of the 
true picture of rheumatic fever by salicylates 
has probably been one of the most potent in- 
hibitors in the studies of the true nature of 
tms disease. 

I have exceeded the time assigned me by 
r- -DuBois, so in spite of many features that 
ought have been considered, we must pass on 

0 the more informal discussion. 

Da. DuBois: It would be interesting for 
ie record if you would give us the usual 
' osa ? e °t the salicylates and aminopyrine and 
neocmchophen that you use. 

R ' Swift: The average dose of salicyl- 
:i . es ’ * or sodium salicylate — and we always 
gne that with a little excess of sodium biear- 
lonate-varies from 7 to 10 Gm, divided 
' r °ughout the day; that is, at the beginning 

1 e to saturate the patient and then to 

.• . e d° se to a point below which the pa- 

i? ,'. s 5ree °f the toxic manifestations of 
’ n i . ISIU an( f of the unpleasant symptoms 
•md signs of rheumatic fever. 

e the doses of neocinchophen to be 
Un1 , l i0 sa me. I mention neocinchophen 
vo ‘ i l , c ' luse a t one time it enjoyed quite a 
ditton* *t is little used for this con- 


Aminopyrine, for the average child, is given 
in a total of somewhere between 1.5 and 2 Gm. 
a day. For an adult you may give from 2 to 
3 Gm. a day. It is important in adminis- 
tering aminopyrine to divide the dose so that 
the patient is under its influence constantly. 
It took us a year or two to detect this feature, 
being used to giving salicylate during the day 
and having the effect carry over through the 
night. We did not appreciate that amino- 
pyrine is excreted rapidly, and one must give it 
from early in the morning until late at night 
so that the patient never escapes the influence 
of the drug. 

Dr. DuBois: You wake the patient dur- 
ing the night? 

Dr. Svyift: No, the first dose is given when 
he awakes in the morning and his last dose at 
eight or nine o’clock at night; do not let 
twelve-hour intervals elapse between the night 
and morning dose. 

Dr. DuBois: Have you used the sulfon- 
amides? 

Dr. Swift ■ Not prophylactically ; I merely 
reported to you what others have done. 
Children have received 2 to 3 Gm. daily, 
which looks pretty high. The Baltimore 
Group report their dose as being about 1.2 Gm. 
per day, and with children I think it might be 
smaller. I do not know what eventually will 
be found efficient because more study is needed 
to settle this point. Possibly some other sul- 
fonamide derivative will be better. 

Dr. DuBois: WTien you are giving the so- 
called dangerous drugs such as neocinchophen 
and aminopyrine, how often do you take blood 
counts? 

Dr. Swift: Once a week with patients in 
the subacute stage or chronic stages, but in 
the acute stages more often. 

Dr. DuBois: You would not be giving 
these drugs in large amounts? 

Dr. Swift: We might be giving the pa- 
tients aminopyrine up to 2 or 3 Gm. a day. 

Dr. DuBois: These patients are observed 
daily because they are in the hospital, but 
would you advise treatment with those drugs 
in private practice outside of the hospital? 

Dr. Swift: Yes; why should not the doc- 
tor practice good medicine in the patient’s 
home? 

Dr. DuBois: Are there other questions? 

Dr. C. H. Wheeler: I should like to ask 
Dr. Swift if there is any justification for the 
use of neocinchophen? 

Dr. Swift: I do not think so today. 

Dr. Wheeler: You do not mean to imply 
that it has a place in the treatment of rheu- 
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matic fever comparable to that of salicylate? in some institutional streptococcic epidemics. 

Dr. Swift: I do not think so. There were Individuals receiving this drug remained free 
some patients in the study we made during a from disease, while untreated controls con- 
period of two or three years who seemed to tracted streptococcic pharyngitis and laryn- 
tolerate it better than salicylate; but today gitis. 

my drug of choice is aminopyrine. I realize Dr. McKeen Cattell: As I remember 
that I am in the minority advocating it as a it, your studies and those of others have shown 
therapeutic agent; but, if you see a child or an that sulfanilamide compounds have no value 
adult with a marked acute rheumatic carditis, in the treatment of the disease after it has de- 
with nausea, vomiting, and passive . congestion veloped. I wonder how you reconcile its 
of the abdominal viscera, who has difficulty in value as a prophylactic agent under those cir- 
taking the salicylates but responds well to ami- cumstances. 

nopyrine, you would feel that the benefit out- Dr. Swift: I don’t know. Something 
weighed the dangers. Furthermore, if there seems to occur in the tissues between the time 
is a possibility of digitalis intoxication, you can of the streptococcic infection and the onset of 
detect it so much more easily. That to my rheumatic fever which alters their reactivity 
mind is one place where aminopyrine has a compared with that of a patient before the on- 
great advantage over salicylates. set of the streptococcic infection. We may 

I know that Dr. Conner and many others designate this as a peculiar type of partial im- 
like to administer salicylates by rectum to pa- munity with hypersensitivity. Moreover, by 
tients who cannot tolerate it by mouth. There the time the rheumatic manifestations occur, 
are many patients who benefit by this change the patient has been harboring the strepto- 
in route of administration. Don’t you think cocci in his tissues, especially in his cervical 
that is so, Dr. Conner? lymph nodes, for weeks, and it is now well 

Dr. Lewis A. Conner: I think most known that it is difficult to eliminate strepto- 
people tolerate adequate doses so poorly by cocci from such lymphoid structures as tonsils 
mouth that in the hospital we have found it even with intensive sulfanilamide therapy, 
was simpler to make the rectal dosage the regu- The fact remains that this drug has no dernon- 
lar routine thing. strable beneficial effect in a patient with full- 

Dr. Swift: You use starch paste as a ve- blown rheumatic fever, 

hide, do you not? Dr. Harry Gold: Do you hold that ami- 

Dr. Conner: No, we give it in plain wa- nopyrine, the salicylates, or neocinchopben 
tery solution, but we found that we could not have an effect on the exudative phase of the 
use a strength greater than 10 grains to the disease? You did say that the productive 
ounce without getting some rectal irritation, phase is not influenced by these drugs. Or 
The patient lies on his left side. The solution are these drugs purely symptomatic in their 
is introduced gently so that the fluid trickles effects? They relieve pain; they reduce 
in. This causes no reaction from the bowel, fever; and they make the patient feel better. 
The liquid goes up into the sigmoid and is ap- But if an effusion in the pleural cavity is going 
parently absorbed just as effectively as a cor- to develop, is it less likely to occur, or wi 1 
responding amount given by mouth. disappear sooner, if these drugs have been 


Dr. Swift: I can testify to that, because 
prior to the introduction of these other drugs, 
when we depended on salicylate alone, I re- 
sorted many times to that way of giving sali- 
cylates. 

Dr. DuBois: May we hear from Dr. May 
Wilson? 

Dr. May Wilson: I do not happen to be- 
long to the group who believe that the strep- 
tococcus plays an important role in rheumatic 
fever. 

I should like to ask Dr. Swift what evidence 
there is that chemotherapy will prevent strep- 
tococcic infections in nonrheumatic individu- 
als? Are you familiar with any good study? 

Dr. Swift: Yes, there are many convinc- 
ing studies in animals and comparable studies 


UOCUI , 

Dr. Swift: Long ago, we talked abou, 
antiphlogistics. Do you remember them. 
Well, to my mind, these are the most beautiful 
examples of antiphlogistics that one can nm 
in the whole range of therapeutics, hi pa- 
tients receiving these drugs, the pain goes firs ■ 
This phenomenon may result from some action 
on the nervous system; but, if you careful 3 
record the subsequent state of diseased joints, 
you will see the swelling, the redness, the heat, 
the whole phenomenon designated as an in- 
flammatory process, disappear quite promptly, 
and the effusion in the joint cavities is usu- 
ally gone within twenty-four to forty-eight 

^Probably if you pharmacologists and the 
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immunologists could combine to study these 
effects, something interesting would result. 
It looks like a true antitoxic effect, but that 
does not mean it is. 

On the other hand, I have seen patients 
under full doses of the drugs, 10 or 11 Gm. of 
sodium salicylate a day, who developed nu- 
merous subcutaneous nodules and others who 
were taking 2 Gm. of aminopyrine a day and 
nodules likewise appeared. 

It is not just an academic exercise to divide 
the manifestations of the disease into exuda- 
tive and proliferative. Really to be guided 
by that concept is an important factor in 
therapeusis. What the drugs cannot do, you 
should not expect them to do. If you think, 
however, that they are curing ail manifesta- 
tions, as is the case with some physicians who 
give rheumatic patients these drugs and then 
allow' them to be up and about, you fail to ob- 
tain the results you anticipate. The Aschoff 
body is merely a granuloma in the heart muscle ; 
I do not think we prevent the formation of 
Aschoff’s bodies with these drugs. 

Db. Gold: Bearing further on this point, 
may I ask one more question? In the case of 
a child with active carditis, with effusions in 
the pleural or pericardial sac, but without pain 
ana with only low-grade fever, would you be 
inclined to use salicylates? 

Dr. Swift: Yes. You know, Dr. Boas 
and some of his associates have recently writ- 
ten a paper where they indicate that the giving 
of large doses of salicylates has the same effect 
on the pericardial effusion, perhaps a little 
slower, as on the effusion in the joint. 

Dr. Conner: I should like to have your 
comments on one point: As you have said, in 
.. nominating cases with joint and peri car- 
at effusion in desperately sick persons, ade- 
quate doses of salicylates and bicarbonate of 
a re sult in dramatic improvement; some- 
imes, within two or three days, this tremen- 
°us effusion in the pericardium will seem to 
ave disappeared completely. That has been 
> usual experience, but every once in a while, 
1 a Patient that seems to be exactly the 
■ ame, the salicylate will not produce any ob- 
They will go on with pericar- 
wit> C ' * US * on over a period of several weeks 
1 apparently no response to salicylates, and 
1 nave never understood it. 

on ^' V1FT: . Well, Dr. Conner, I have seen 
aHV . r ® occ asions patients with typical poly- 
5,, .-l 1 ls rbemnatica who failed to respond 
j’ those individuals do not 
f„:v^ n d, I do not know, but certainly such 
res occur in polyarthritis. There are sim- 


ilar failures in pericarditis. Years ago, Dr. 
Frank Billings advocated the use of sodium 
cacodylate in the treatment of rheumatic 
pericardial effusions. In comparing the re- 
sults in our patients who were receiving sali- 
cylates, we noted that the effusions disap- 
peared just as quickly as in Dr. Billings’ cases. 

Dr. DuBors: May we hear from Dr. 
Murray Angevine? We are anxious to de- 
velop differences of opinion. 

Dr. Murray Angevine: This is one time 
the pathologist has no card up his sleeve. 
Most of my questions have already been 
answered, but there are one or tw r o I should 
like to ask Dr. Swift. In addition to the vari- 
ous chemotherapeutic methods that have been 
used, w'hat precautions would you take to keep 
these patients from surroundings where they 
might be exposed to hemolytic streptococcic 
infections? I should also like to have you 
comment on the value of tonsillectomy and 
things of that nature in this disease. Is it 
worthwhile considering the matter of teeth 
extraction, since w r e occasionally see Strepto- 
coccus viridans in subacute endocarditis asso- 
ciated with the teeth extractions in these pa- 
tients? Another question: Would you say a 
word or two about the value of climate? As 
far as the drug question goes, this discussion 
seems much like the ones we had when I was a 
medical student. The questions I have asked 
concern problems that are the hardest to 
answ'er and most difficult ones on which to 
give adequate advice to parents bringing in a 
child with rheumatic fever. 

Dr. Swift: If prophylaxis is closely bound 
up with prevention of distribution of respira- 
tory pathogens, especially hemolytic strepto- 
cocci from one person to another, we have 
hardly made a start compared with the meas- 
ures that have been elaborated for the preven- 
tion of gastrointestinal infections, such as 
typhoid fever or bacillary dysentery. Admit- 
tedly, the problem is more difficult, but it wall 
only be solved by more investigation, correct 
thinking, and new sanitary rules. From per- 
sona! experience, however, I can testify as to 
the comparative efficacy of immediately boil- 
ing all utensils that come in contact with in- 
fectious material from a patient with infec- 
tions of the upper part of the respiratory tract 
and also of isolating the patient while he har- 
bors heavy concentrations of this infectious 
material. A cheap dishpan in which all 
dishes, napkins, etc., are immediately boiled 
is a sound investment. The prevention of 
dust-borne and clothing-borne infectious ma- 
terial demands more attention and new tech- 
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nics. Constant thought of how to diminish 
the danger of disseminatory streptococcic in- 
fections is important, for certainly with our 
current knowledge concerning the relation of 
these infections to rheumatic relapses one 
would he quite negligent of suitable prophy- 
lactic precautions should he willingly allow a 
rheumatic subject to come into intimate con- 
tact with a patient suffering from a hemolytic 
streptococcic infection. This statement is 
valid whether one believes that hemolytic 
streptococci are the direct etiologie agents of 
rheumatic fever or are the “detonators” that 
set off the explosion designated as rheumatic 
fever but possibly due to some other agent. 
How far we must travel before we institute 
satisfactory rules for prevention of hemolytic 
streptococcic infections is illustrated by those 
currently used in scarlet fever. The rash and 
peeling are still considered more important 
guiding criteria than the cultures of the pa- 
tient’s nose and throat, where as a matter of 
fact the rash is merely the indicator of the 
patient’s lack of immunity to the erythrogenic 
toxin elaborated by streptococci growing in 
his nose or throat. 

The question of tonsillectomy can be con- 
sidered from two points of view: that of the 
patient and that of the disease. If diseased 
tonsils appear to be interfering with the wel- 
fare of the patient, they should be removed. 
Statistically, there is little evidence to indicate 
that tonsillectomy prevents a rheumatic re- 
lapse, but there is some statistical evidence 
indicating that in large groups less rheumatic 
fever occurs in children whose tonsils have 
been well removed than in those who retain 
them. Removal of tonsils does not insure 
freedom from future streptococcic infections, 
for much lymphoid tissue is left in Waldeyer's 
ring, and we now appreciate that streptococcic 
rhinitis may be as important a precursor of 
rheumatic fever as is tonsillitis caused by the 
same cocci. We have probably focused our 
attention too closely on the tonsils and neg- 
lected to study the diseased state of neighbor- 
ing structures. 

In considering dental infections, similar 
criteria should be applied. Diseased teeth or 
abscessed roots should be removed in the in- 
terest of the general health of the patient and, 
occasionally, one observes a cessation of rheu- 
matic fever shortly after extraction of a 
diseased tooth. 

Dk. Angevine: I did not mean in refer- 
ence to rheumatic fever but to subacute endo- 
carditis which occurs occasionally following 
tooth extraction. The streptococci are then 


found in the blood stream. These cases are 
not numerous, but we have seen them. 

Dr. Swum: Yes, one occasionally observes 
the onset of subacute endocarditis that seems 
to start at the time of a tooth extraction. This 
is easily understood when one appreciates that 
there is often a temporary bacteremia of a few 
hours’ duration shortly after a tooth extrac- 
tion. Normal persons usually dispose of 
these temporary bacterial invaders without 
permanent injury, but in people with distorted 
cardiac valves the streptococci, usually green 
or indifferent, become implanted on the ab- 
normal valves, grow into their deeper portions, 
and give rise to fatal endocarditis. Similar 
temporary bacteremia and sequelae may fol- 
low tonsillectomy or other operations on the 
nose and throat. Because of the bacterio- 
static influence of sulfanilamide, it is probably 
advisable to give these rheumatic cardiac pa- 
tients prophylactic doses of this drug just 
before, and a day after, subjecting them to any 
of the above-mentioned operations. 

With regard to climatic treatment, if a pa- 
tient can conveniently and economically be 
moved to a southern zone where rheumatic 
fever is less severe and respiratory infections 
are less frequent than in his usual surroundings, 
he would probably be helped by the move, but 
one should be certain that the climatic envi- 
ronment is favorable and the exclusion of re- 
spiratory infections probable. The latter 
condition often does not hold in some of our 
southern resorts where several trainloads of 
patients add their “colds” to the atmosphere 
each day. 

In summary: The more important drugs 
employed in the acute stages of rheumatic 
fever are the salicylates and aminopyrine. 
Of these, the salicylates are the safpt, and 
they are given in the form of the sodium sal 
in divided doses totaling from 7 to 10 Gm. per 
day. In patients with rheumatic fever these 
salts frequently cause gastrointestinal irrita- 
tion, in which case aminopyrine is the diug 
choice. The dose for children is between l.o 
and 2 Gm. a day; for adults, from 2 to 3 Gm. 
per day, always in divided doses. Became 
of the well-known tendency of aminopyrine o 
affect the granulocytes, it is important tba 
white cell counts be done at least once a wee 
and the drug discontinued if the count ia 
below 5,000. , 

An understanding of the different stages an 
manifestations of rheumatic fever and o 0 
action of the drugs available for combating 
some of the symptoms should make us appre- 
ciate that although these drugs alleviate the 
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acute toxic symptoms and eliminate or sup- 
press the exudative manifestations they ap- 
parently do not cure the disease. Therefore, 
good treatment comprises proper nutrition, 
prolonged rest, carefully regulated convales- 
cence, and minute observation of the patient 
for relapses that may be manifest only below 
the clinical horizon. Because of the apparent 
close connection between hemolytic strepto- 


coccic infections of the upper part of the re- 
spiratory tract and rheumatic fever, these pa- 
tients should be specially guarded against 
streptoeoccic infections. Recent studies in 
which prophylactic daily doses of the sul- 
fonamides or salicylates have been employed 
give promise of reducing the likelihood of re- 
lapses. 


SHOULD DOCTORS TELL THE TRUTH? 

Not infrequently in the practice of medicine 
such a problem as this arises: A woman with a 
suspicious lump in her breasts consults a doctor. 
She is accompanied by her daughter or a relative 
or mend who, in a private interview, requests the 
not to tell the patient that she has cancer, 
if this is the diagnosis, because the patient will be 
profoundly shocked if she knows the truth. The 
doctor is urged to inform the patient that the 
tumor is benign, even if he believes it to be can- 
cer. 

Many years ago, the late Dr. Richard C. Cabot 
conducted an investigation as to the wisdom of 
truthfully informing patients about their disease. 
Using as controls patients who were purposely 
deceived about their condition, he concluded that 
trom the clinical standpoint alone the patients 
who were told the facts seemed to do better than 
those who were deceived. If a policy' of decep- 
tion is deliberately pursued, the patient sooner or 
later usually learns the facts. There can be no 
intelligent cooperation in the treatment. The 
relative or friend will unconsciously lose respect 
lor the veracity of the doctor, whether he be 
.arany physician or surgeon. If in the future the 
(laughter has a lump in her breast and goes to 
the same doctor and he tells her that the growth 
is not malignant, the daughter will think he is 
deceiving her, too. How is she to know when he 

is telling the truth? 

Thus an increasing distrust of the medical pro- 
fession is bred. The very basis of scientific work 
13 a search for truth, and doctors in the operating 
room, or at the bedside, or in the laboratory can- 
not consistently pursue the search for truth when 
in their communications with the patients they 
are purposely suppressing it. How cau we ex- 
Kf c " an intelligent public to respect a profession 
that deliberately deceives the patient? 
it, ca . n a PMietit reach a proper decision as to 

the adoption of the doctor’s advice for treatment 
01 au nument if the fundamental facts in the case 
are withheld from the patient? Of course, it is 
unnecessary to pour brutal truths into a patient’s 


ear unless the patient wishes to know the truth. 
When the patient’s relatives earnestly request 
that an offensive diagnosis be withheld, the doc- 
tor may' respect such a request by telling the 
patient’ that this information has been iinparted 
to the family' and he prefers not to discuss the 
case with the patient. Then the relatives and 
friends can do their own lying. 

Naturally' the doctor should put as optimistic 
an outlook on any clinical situation as the facts 
will justify, but this is quite aside from adopting 
the policy of telling the patient that there is no 
malignant disease when the doctor believes that 
the patient has cancer. We owe it to the public 
and to ourselves to tell the patient the true situa- 
tion, if the patient requests this information, and 
to maintain a policy that will not only be worthy 
of the fullest confidence of the public but at the 
same time will not tend to weaken our own 
respect for truth. 

An additional incentive for telling the patient 
the truth is reported by Dr. Elmer Belt, of Los 
Angeles ( Journal of Urology, 46:1017-1018, 
November, 1941). He operated upon a patient 
for carcinoma of the prostate. The daughter of 
the patient requested Dr. Belt not to tell her 
father that he had cancer, and the doctor com- 
plied with this request. The patient later found 
that he did have carcinoma of the prostate and 
filed a suit against Dr. Belt for 8113,500 for not 
telling him that he had cancer. The patient 
had made some financial commitments which he 
would not have made had he known that death 
was imminent. The patient said that he knew 
his daughter was a partner in the false presenta- 
tion but he could not sue her, so he sued the 
doctor. The doctor employed the best legal 
minds to help in the problem, because this point 
had never before been tried in court. There 
were extensive preparations for the suit, but the 
patient died just before the suit came to trial. 
So this legal point is still pending . — “Guest Edi- 
torial " by J. Shelton Horsley, M.D., in the Virginia 


MEDICAL LIBRARY ASSOCIATION TO MEET 
l' e r Medical Library Association will hold its 
orty-fourth annual meeting in New Orleans, 

May 7-9, 1942. 


T he hosts are the Rudolph Matas Medical 
Hk ra O' 1 0 f' I ¥ane University, the Orleans Parish 
edical Society- Library, and the Agramonte 


Memorial Library- of Louisiana State University- 
Medical Center. Hotel headquarters will be at 
the Jung HoteL The program will feature tropi- 
cal medicine and southern medical history. The 
president of the association, Miss Mary- Louise 
Marshall, will preside. 



Special Article 

NEW YORK STATE’S PUBLIC MEDICAL CARE PROGRAM 

Lee C. Dowling, Albany, New York 

Deputy Commissioner for Public Assistance of the State Department of Social Welfare 


AMERICAN physicians are watching the 
■L A development of the public medical-care 
program sponsored in New York exclusive of 
New York City by the State Department of 
Social Welfare and the Medical Society of the 
State of New York. 

This public medical-care program is an un- 
usual one, for several reasons. One reason is 
that, unlike most programs looking valid on 
paper, this one survived all the pressures 
against which most blueprint-programs crum- 
ble before they reach the performance stage. 
Further, of particular point to practitioners, 
this plan comprises a partnership of govern- 
ment and the medical profession, functioning 
cooperatively in the interests of the public 
health and welfare — without endangering 
medical standards or threatening the profes- 
sional interests of the practitioner. A third 
unique factor is that this plan emphasizes the 
quality of medical care and actually provides 
administrative procedures to measure quali- 
tative standards. Started less than two years 
ago, an approved local medical-care plan has 
already been adopted or is in course of active 
preparation by twenty-six counties and cities 
in New York State. 

This program is one of the few successful 
large-scale attempts to utilize local public and 
private medical facilities for the benefit of 
dependent men, women, and children who need 
these services. That this was done without 
regimented socialization of private medicine, 
without injury to the doctor-patient relation- 
ship, without adversely affecting the economics 
of private practice — and with a measurable 
improvement in the quality, quantity, and ef- 
ficiency of medical services — is a singular 
achievement arousing widespread interest 
among the medical, welfare, and other groups. 

To understand intelligently the full signifi- 
cance this movement may hold for the Ameri- 
can physician, it is necessary to review the 
situation existing two years ago when the 
State Department of Social Welfare was 
faced with the problem of creating a long-range 
program through which many thousands of 
public assistance recipients might receive medi- 
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cal care of a high order, through efficient and 
coordinated local community services and 
facilities, at a cost within the limited medical 
relief funds available. There were over one 
hundred local communities in the State- 
rural, suburban, metropolitan — that an over- 
all program had to fit, localities in which the 
quality and quantity of medical services 
ranged from excellent to zero, districts in 
which facilities and resources were uncoordi- 
nated, costs out of all proportion, public and 
private medical agencies of widely varying 
effectiveness and standards — as manyschemes 
of providing medical reh'ef service as there 
were localities. The proposed plan had to 
consider all this, and deal with it realistically 
— successfully. 

There were other challenges. The divers 
public medical services and systems had crys- 
tallized into conventional routines and cus- 
toms over long periods of time. They were 
becoming inviolable heritages and appendages 
of local government. The localities in New 
York State, as much as any other place in 
America, were sensitive to suggestions, plans, 
and proposals advanced by the State govern- 
ment. Community pride, vested interests, 
local autonomy, opposition to change, skepti- 
cism of the new — these and other factors were 
strong enough to wreck the best paper plan- 
ning. 

Then, of course, there was the medical prac- 
titioner, around whose skills the whole pro- 
gram devolved. In these days of rapid ex- 
pansion of government services, the New 
York State doctor is no less suspicious oi 
government medical-care proposals than his 
colleagues throughout the country. Besides, 
there was the emergency medical-care program 
identified with the hectic depression days "hen 
the State had to set up a tremendous relief 
program to care for hundreds of thousands o 
destitute families. So great had been the mass 
of human want, the emergency relief adminis- 
tration had had little opportunity to carefully 
build a substantial public medical-care service. 

It had to use whatever local medical services 
were available, was constantly reminded that 
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it was an emergent and temporary organiza- 
tion only, was sharply attacked whenever it 
discussed the permanent aspect of any of its 
work, particularly public medical care for the 
public-assistance case load. 

So the public medical-care program was 
never what it might have been, what was de- 
sired by recipients, doctors, and the relief 
administrators. The doctor had his com- 
plaints— about numerous forms, about prior 
approval by the State agency for proposed 
medical expenditures to be made by the locali- 
ties for expensive or special drugs, appliances, 
and services. Many of these complaints the 
doctor brought to his local medical society. 
The local medical society carried them to the 
New York State Medical Society. The State 
group brought them to the emergency relief 
administrators. The latter did what they 
could, but with overnight changes in federal 
relief programs, and reimbursements and 
everything else in a state of flux because the 
public had been led to believe that large- 
scale want was to disappear soon, the State 
relief administrators were not able to do all 
that had to be done to correct flaws in the 
public medical-care program. 

And so this conditioned the attitude of the 
medical profession toward medical welfare 
programs. The pressures for health insurance 
and various other schemes did not help to 
alleviate the situation. The State Medical 
Society was adamant in its insistence on main- 
taining policies which the Society felt were es- 
sential to the best type of medical care. 

This, in substance, was the situation that 
faced the State Department of Social Wel- 
fare when it assumed responsibility for the 
home relief population and the associated pub- 
lic-assistance medical-care program upon the 
termination of the State Temporary Emer- 
gency Relief Administration. It set for itself 
the goal of extending those medical services to 
recipients of home relief, old-age assistance, 
blind assistance, dependent-children aid, and 
to nonrelief persons who could not provide 
themselves with medical care. However, the 
Department knew that existing local medical 
facilities and services had to be so reorganized 
and coordinated as to assure improvement in 
the quality and quantity and efficiency of 
local medical services, or it would be building 
on an uneven and false foundation. 

The Department decided to hold fast to 
two things: (1) its primary objective of pro- 
viding adequate high-standard medical care 
to the public-assistance case load at costs 
within its limited medical funds, and (2) its 


realistic concept of the multitudinous dif- 
ficulties presented by community mores, wide 
range of public medical standards and facili- 
ties in the 105 districts, and the attitude of the 
medical profession toward government’s bear- 
ing social gifts, particularly medical-relief 
schemes. 

The Department invited representatives of 
the State Medical Society’s Subcommittee on 
Medical Relief and the New York State As- 
sociation of Public Welfare Officials to discuss 
a proposed public medical-care program. It 
was not long before several things became 
quite clear: the doctors and the welfare com- 
missioners did not talk the same language, 
except when they expressed a healthy skepti- 
cism about State government proposals. The 
medical profession questioned the validity of 
welfare commissioners — the great majority 
of whom are laymen— directing medical-care 
programs. Under the law, however, the wel- 
fare commissioner is legally responsible to his 
community and to the State for the entire con- 
duct of his department, and he can neither 
delegate nor share his responsibility. The 
doctors’ attitude represented a threat to the 
powers of the local welfare commissioners. 
The latter saw no reason for the medical pro- 
fession to question what had been going on 
for decades, even centuries, in some communi- 
ties. When these factors were not supplying 
the fuel for discussion, the State regulation for 
its specific approval for certain local medical 
expenditures and a host of other things that 
both doctors and welfare commissioners re- 
membered with great clarity and complete- 
ness, stimulated lively debates. On such is- 
sues both doctors and welfare commissioners 
joined, only to separate again when the ques- 
tion of laymen directing medical care bobbed 
up. Finally, the whole thing became bogged 
in interminable debates about doctors’ fees. 
It appeared that it was impossible to discuss a 
program even academically. 

But the committee* refused to give up. 
State Social Welfare Commissioner Adie and 
his staff were determined that the public- 
assistance population was going to get good 
medical care and that local medical-care pro- 
grams most meet certain reasonable standards 
of medical service, efficiency, and utilization 
of community medical agencies. There was 
at least one spot of common ground upon 
which all the groups could meet — good medi- 
cal care for human beings in need of that care 
and without the means of providing it for 

* The author of tbia paper wa3 chairman of the com~ 
mittee. 
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themselves. Every man in the conference 
room was dedicated to that principle, pro- 
fessionally, officially, or personally. 

Starting on that base, the subsequent dis- 
cussions were rigidly confined to principles, to 
broad general concepts. Fee schedules, pro- 
cedures, customs, everything else, was ex- 
cluded. More light and less heat came into 
the discussions. Finally, a statement of 
principles was drawn up, as follows: 

The medical profession should participate 
in all medical phases of the proposed program; 
all physicians and local medical societies 
should be encouraged to participate in the 
planning and operation of the local medical- 
relief program; complete decentralization of 
control in medical matters (eliminating State 
agency’s specific approval of certain medical 
expenditures); free choice of doctors; use of 
salaried medical practice in the program where 
so chosen by the local community; use of 
clinics; inclusion of nonrelief families in the 
public medical-care program. 

In general, all groups agreed to these princi- 
ples. But the medical profession did not ap- 
prove of the permissive “contract” practice 
or the use of clinics without rigid restrictions. 
Nor does it approve of these factors today, 
even though it endorses the new public 
medical-care program now in successful opera- 
tion. But, to have opposed these two princi- 
ples, to the point of wrecking the whole medi- 
cal program, would have been alien to the best 
interests of tens of thousands of people in 
real need of medical care. Then again, the 
proposed medical-care program permitted 
several methods of providing physician's 
services: fee basis, either giving the patient 
free choice of physician or limiting the choice 
to a selected panel; use of public or private 
clinics; and salaried staff physicians to treat 
patients in their offices and in patients’ homes, 
with specialists’ services on a fee-for-service 
basis. These were methods in common use in 
New York communities for decades. A pro- 
gram that would have restricted physician’s 
services to the fee basis would have fore- 
doomed the program to failure in scores of 
communities which would not have accepted 
such dictation from either the State Depart- 
ment of Social Welfare or the medical pro- 
fession. Consequently, despite its historic 
and continuing opposition to “contract” 
practice, the Medical Society of the State of 
New York could not assume the responsibility 
of takin g an adamant stand which would have 
stopped a meritorious state-wide effort to 
provide higher standards of medical care to a 


great number of citizens; nor could it realis- 
tically place itself in a position of imposing 
patterns of public services upon communities 
winch have a democratic right to select their 
own modes of government and to determine 
their own levels of public service, however 
short those levels may be of the objectives of 
the medical profession. 

The State Medical Society realized that the 
local community had a free choice in selecting 
the method of securing physician’s services 
under the proposed program and the medical 
profession had an educational responsibility 
to see that the community chose the proper 
method. The State Department of Social 
Welfare refused even to entertain the notion 
of mandating the communities by forcing them 
to accept the fee basis, for it was contrary to 
democratic processes of government. The De- 
partment said its experience did not indicate 
the need for such a measure, and it could not 
do so under the Social Welfare Law. Further, 
it pointed out that this was a plan adapted to 
the locality and it was the medical profession's 
responsibility to convince the communities 
that what the medical society advocated was 
in fact the best method. Since the State and 
local medical societies were completely free to 
promote and encourage the fee basis, the basic 
policies of the proposed public medical-care 
program were approved by the State Society. 

The same elements were involved in the 
principle of use of clinics, to which the State 
Society objected. Clinics were exploited to 
avoid payment of fees for services in some com- 
munities — many communities, the Society 
charged. Clinics should be used when medi- 
cally desirable, but when exploited they are 
unnecessarily burdened, cutting down the time 
available for attention to each case. The pa- 
tient is deprived of the right to be attended 
by his own physician. The hospital outpatient 
department should be used as a diagnostic 
center and treatment auxiliary by the pri- 
vate physicians and not as a catch-all for 
every sort of case. Evidence of these points 
was presented in the discussions, in which the 
State Medical Society explained that it could 
not endorse the principle of the use of clinics 
without restrictions which would safeguar 
the general practitioner from the abuses an 
exploitation that exist. , 

The Social Welfare Department understood 
the position the medical society had to ta e 
in the matter. The Department explained 
that its proposed plan would supplement an . 
not duplicate or supplant existing facilities, 
that the plan was not, and could not be, a 
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panacea for all the weaknesses, flaws, and de- 
fects of public medical services or the long- 
standing shortcomings of communities’ con- 
cepts of medical standards and goals; that it 
could not dictate drastic and radical changes 
in the setup of local medical agencies’ services, 
either legally or socially; nor could it ignore 
the existence of medical facilities and resources 
in the communities, sorely limited as they are, 
or fail to utilize such agencies in a program 
designed to bring to bear all the adequate 
local medical services upon the burden of 
sickness in the community. 

Such clinic services and usages of clinics as 
infringe upon and exploit the local medical 
profession, are matters for arbitration be- 
tween local officials, the management of the 
clinics and the local professional groups, and 
are not subject to State interference, the De- 
partment contended. It was clear, the De- 
partment said, that its primary objective must 
be the use of existing clinics to the fullest, 
reasonable extent — especially where clinics 
are an integral part of the local community’s 
medical services or can be properly made so. 
Here again, rigid restrictions, if it were prac- 
tical to impose them, would have alienated a 
large number of communities and kept the 
proposed public medical-care plan in the paper 
stage, the Department maintained. 

For the general welfare of the community, 
the State Medical Society went along with 
over-all endorsement of the basic policies of 
the program, but opposed the unrestricted 
use of clinics. The Society could not expect 
one State agency, with supervisor}' responsi- 
bility for only a fraction of the expenditures 
for public medical care, to try to end practices 
over which it has no control and which had 
been established during a period of decades in 
fields of local public sendee. But the Society 
had hoped that the Department might enforce 
certain limitations on the use of clinics under 
>ts public medical-care program by with- 
holding State reimbursement where such 
clinics were misused. However, since the De- 
partment and the local welfare commissioners 
would not go along with such restrictions and 
the Society recognized that it and the local 
medical societies had a certain responsibility 
°f their own to educate communities in this 
matter, the Society could not place itself in 
the position of blocking the proposed medical- 
care program on this issue, for the program 
provided many advantages greatly to he de- 
sired. 

So, on the basis of this statement of princi- 
ples, a set of basic policies was designed to 


carry out the objectives of the proposed public 
medical-care program (see Appendix for the 
statement of basic policies). 

When the program was finally formulated, 
there had been so much frank, honest, and 
sincere discussion between physicians and 
welfare commissioners, that they began to 
talk the same language and held to the same 
point — provision of adequate medical services 
to the public-assistance population. For the 
first time, perhaps, physicians began to under- 
stand the problems, factors, and conditions 
which fashion the welfare commissioner's 
considerations and judgment, and vice versa. 
The trust and confidence that began to de- 
velop between the two groups, right down the 
line from the committee members to the whole 
rank and file of doctors and welfare officials, 
were evident in the good-natured stories they 
told about themselves, their own errors and 
shortcomings. This kind of relationship grew 
as conferences and meetings were held periodi- 
cally to evaluate the progress of the medical 
program as it was adopted by one locality 
after another following its initial installation 
in the summer of 1939. 

The New York State Medical Society’s 
Subcommittee on Medical Relief worked 
painstakingly with the Department in guiding 
the introduction and development of the plans. 
There were some early difficulties, minor and 
major, but once plans were introduced into 
a few communities and good results obtained, 
they moved along fast. After two years of 
experience, study of the results, and considera- 
tion of the problems stemming from its opera- 
tion, the Department and the Society pro- 
nounce the program a success, are enthusiastic 
about its future, believe they have solved the 
riddle of organizing a good local public medi- 
cal-care program which has within it the ele- 
ments of a pattern of high-grade public medi- 
cal care administered through principles and 
practices that are generally acceptable to the 
medical profession, and can be adapted by al- 
most any community in America with benefit 
to the patient, the doctor, and the community. 

It is no more perfect than any set of princi- 
ples can be when translated from paper to 
practice, when carried out by thousands of 
persons, and operated in all kinds of com- 
munities, against widely varying backgrounds 
of medical-service conventions and customs. 
It does not, cannot, eliminate ail of the ac- 
tions of doctors, commissioners, and com- 
munities which are not for the best interests of 
patients or a good medical-care program, but 
it does discourage many of these actions, does 
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])rovide workable machinery to eliminate more medical plan, has not approved such a sched- 
of them. It does not eradicate overnight the ule to date, and does not propose to approve 
ignorance of medical-care problems or the in- one in the future. Its position is that fees 
jurious monopolies of medical practice or the vary widely in the more than one hundred 
evils of wholesale clinic treatment or the lack communities of New York State (exclusive of 
of adequate medical case recording — all of New York City, which has its own medical 
which have become hardened arteries of a sys- program), and to approve any one schedule of 
tern long inured to such practices. Nor has it fees might penalize physicians in scores of 
solved the vital factor of setting fees that communities by fixing fees at standards below 
please both the doctors and the taxpayers, a what they are now receiving, and might like- 
problem upon which many medical-care wise impose higher taxpayers’ costs upon 
proposals founder before they even get started, scores of communities in which the local fees 
It has not as yet educated the minorities in would fall below' the requirements of a fixed 
the public welfare field and in the medical schedule. The mere approval of any specific 
profession to a point where they learn to get table of physicians’ payments would place the 
the facts and consider the whole problem committee and the Society in the position of 
before making noisy complaints and charges, advocating, in many communities, higher rela- 
But the program has made such substantial tive fees than long-established conventions 
contributions toward alleviating these age-old and customs have dictated, and of exposing 
problems that it has survived all of the dan- the local practitioners to invidious comparison 
gers they represent to every public medical with the doctors in hospitals and clinics who 
program. And that is why American physi- donate their services without monetary com- 
cians are becoming keenly interested in New' pensation. Such a position would endanger 
York’s program. the local medical profession’s relations with 

Analysis of two years’ experience with the the community, would engender dissatisfac- 
program shows the following: it develops co- tion among the hospital and clinic men, and 
ordinated and efficient use of public and pri- would reflect generally upon the local and 
vate medical agencies in the community and State medical societies and the whole profes- 
eliminates waste and duplication; by making sion. 

it necessary for the local government to choose Other factors were considered: the great 
the most suitable type of medical program and distances some doctors had to travel to reach 
work out all the details, it focuses community patients in rural and sparsely settled areas, in 
attention upon medical needs and services comparison with the doctors in the metropoh- 
and gives the local medical profession an op- tan areas; the amount and costs of medicines 
portunity to be heard in the council halls of dispensed on a visit; the obvious fact that no 
the community; it places the medical opera- state-wide fee policy could possibly work 
tions of the plan in the hands of a medical without adjustments so numerous it would be 
man and thus places the medical profession in impractical to devise one that could reconcile 


a key position to influence a wider and better 
understanding of medical objectives, stand- 
ards, and services; it establishes fiscal and 
individual medical record-keeping, where 
such civic and scientific data were inadequate 
or absent altogether; it reduces the cost of the 
average medical case or makes available, 
through elimination of duplicatory and waste- 
ful operations, funds which can be used for 
needed, additional, medical services; it has 
given New York State more medical directors 
or consultants administering medical relief- 
care programs than exist in all of the rest of the 
nation— and it does improve the quality and 
quantity of medical care. 

The one recurrent problem, in minor or 
major degree, in the installation and operation 
of a plan, is fees. The State Medical So- 
ciety committee would not approve a fee 
schedule at the preliminary discussions of the 


all the factors involved. 

The Social Welfare Department's position 
was this: under the law, it is responsible for 
fixing a schedule of maximum reimbursable 
charges for services and supplies beyond 
which the State cannot reimburse the locali- 
ties, and it is limited by the funds appro- 
priated by the State. However, the oca 
communities, in cooperation with the local 
medical societies, can fix their own fees, ana 
make any adjustments necessary to secure 
maximum reimbursement. In other words, 
the local communities can determine their own 
rates of payment, just as they determine the 
kind of medical program they desire, f ,ien 
again, the locality can pay its physician 
whatever it wishes, if it is willing to o re„ 
State DarticiDation on the amount above we 


reimbursable limit. . 

Tremendous savings have been made in 
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hospital case costs. One county reported 
saving $16,700 the first year it used the plan; 
another county was able to reduce its hospital 
stay of patients 50 per cent. The sponsors are 
not prepared to say that their program will 
prove less costly than others. It may, in com- 
parison with some plans; it may be more 
costly than other programs. Costs depend 
upon the varying factors of medical services 
and standards, facilities and resources avail- 
able, degree of medical and fiscal control, and 
other factors. But the New York plan so 
provides for efficient use of existing medical 
facilities, medical and financial controls, and 
recording, that it does eliminate waste and 
duplication and does, in this area, save funds. 

Two great features of the plan are stressed 
by its sponsors. One is the emphasis placed on 
the quality of care given. The emphasis is 
not merely confined to the written statement of 
the objectives of the plan. It is part and par- 
cel of the administrative procedures, and it is 
an important, continuing assignment dele- 
gated to the Chief Medical Officer of the State 
Department and his staff. Quality of medical 
care is attained in several ways. 

The local welfare commissioner is impressed 
with the need for high standards of medical 
care, is given illustrations of the results of in- 
adequate, low-grade, medical services, is 
shown the high cost of ineffective medical pro- 
cedures. His community pride is appealed to. 
It is made clear to him the useful role and 
great responsibility that are his in the medical 
plan. He is encouraged to use his local medi- 
cal society committee to advise him about the 
type of plan to select and to recommend to 
him the best medical men in the community 
l°r the medical director's post. He is urged 
to realize the importance of selecting for medi- 
cal director a man who has standing with the 
society, the local medical profession, and the 
community, and the all-important responsi- 
bility of selecting a panel of physicians upon 
the recommendation of the medical society, if 
such a type of program is chosen. Selection 
of personnel Is preliminary and basic to as- 
surance of high-grade medical care. 

Local medical societies are encouraged by 
the State Medical Society and the Department 
to work closely with the local commissioner 
when the plan is being considered for adop- 
tion, to see local government officials and to 
mterpret the need for the best possible kind of 
care, to appear before city councils and local 
boards of supervisors at public hearings and 
state and define the local medical profession's 
recommendations. 


When a plan is adopted by a community, 
the Department works closely with the local 
welfare department and the medical director 
to see that it gets off to a sound start, to give 
whatever guidance is requested, to stay with 
the plan until it stands on its own, to assist 
in straightening out any early difficulties that 
may arise administratively or in the relations 
between the local welfare department and the 
local medical society. (The State Medical 
Society has bad to be called in on occasion 
and, through its patient efforts, difficult dif- 
ferences were straightened out.) 

The Chief Medical Officer then comes into 
the working plan and seeks to test the quality 
of medical care as well as the quantity, ef- 
ficiency, and economy with which services are 
given. Testing the quality of medical care, the 
sponsors readily admit, is less than an exact 
science, but there are several sound approaches 
to the task and these are used. Medical case 
records are consulted, diagnoses ascertained, 
kinds and number of treatments and care 
given are considered, follow-up treatments 
are evaluated. Cases and treatments are dis- 
cussed w’ith the medical director of the pro- 
gram, with the panel physicians who treated 
the eases, with the local medical society’s 
medical relief committee members, with 
hospital staff members, and others. A com- 
plete record of a case is assembled, studied, 
analyzed, the patient seen if necessary. Thus, 
to the extent possible, the standard of medical 
care is evaluated, and this process — part of 
administrative procedure and regularly re- 
ported upon — focuses the attention of those 
engaged in the work upon quality as well as 
quantity and efficiency of services. 

The second great feature of the medical 
plan, the sponsors feel, is its educational 
value, its tendency to promote public interest 
in health, medicine, and the role of the physi- 
cian in the community. Placing responsibility 
upon the local community for selection of the 
type of medical-care program it is to provide 
brings the issue to public attention through 
the necessity for the local government of- 
ficials to vote upon the question. The whole 
matter of public medical services is thus 
brought forward and more often than not re- 
viewed in public meetings, discussions, and 
in the press. The local medical profession, 
like other segments of the population, has an 
opportunity to express its views, to interpret 
its objectives and objections, to press its rec- 
ommendations, and to expose fallacious pro- 
posals. 

More than that, allied and related health 
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services are likewise publicly reviewed and dis- frequently charged to these factors conse- 
cussed, public welfare officials, public health quently declined. However, in the case of 
officials, private medical agency executives, one community, it dropped the fee-basis plan 
and other elements of the community partici- and switched over to the salary method, 
pate in the discussion. Since the plan calls for In instances .where the local communities 
encouragement of the appointment of local set fees for welfare patients far below the 
medical society committees to advise the rvel- level of fees for private patients, the Depart- 
fare commissioner and his medical director, ment's position is that tin’s is a local decision 
and makes the appointment of a medical di- and it is up to the local medical profession to 
rector or medical consultant mandatory, the get the community to understand the value of 
, medical profession is given a real part in the the physician’s services. The Department 
program, an official as well as a professional points out, too, that prior to the founding of 
interest, and thus places the profession in an medical relief programs in the early depression 
advantageous position. days, the medical profession bore the full 

In addition, bringing together all of the pub- brunt of providing its services to destitute 

lie and private medical interests of the com- families who could not pay — an unjust burden 
munity engenders healthy exchange of view- upon a small fraction of the population. It 
points, promotes understanding of individual feels that all of the local communities have 
responsibilities, functions, and objectives, tends come a long way since then, and now the 
to promote coordination and cooperation, and medical profession is being paid for such serv- 
helps to eradicate much of the misunderstand- ices, even though, in some communities, the 

ing and fears that the different groups may local practitioners feel they are not receiving 

have held for each other. To have attended as much as they should, 

one of the early stormy meetings of the From its long experience in dealing with 
groups that met with the State Department localities and local government, the Depart- 

in 1937-1938 and then to attend such co- ment believes in doing everything possible to 

operative meetings today would lead the ob- help spread a better understanding of medical 

server to believe that some miracle must have and social needs by practical demonstrations; 

occurred or the confreres must have been re- and that progress and development of medical 

placed by others. It was neither a miracle nor and social programs cannot be achieved by im- 

a change in the personnel of the committees, posing State government philosophy or regu- 

It was the achievement of adults who were lations, but rather by a patient, cooperative, 
able to get together on the fundamental prin- relationship which will in time become fruitful 
ciple that human beings in need of medical in encouraging the community to advance 
services should receive good medical care, and through increasing levels of social conscience 
they went on from there to modify their special and thinking. 

' interests to the greater interests of men, The sponsors point out that as yet no corn- 

women, and children in need of the services munity has set injuriously low fees, viewed 
they had the power and skill to give. against the background of the community s 

Such modifications as were made by the wel- standards. In the few instances where e 
fare commissioners and the medical men w r ere local medical profession was belligerent m i 
not sacrifice of principles but reasonable sub- opposition to the local fee schedules or m 1 
ordination of special interests to the greater efforts to have such fees increased, was 
good and greater claims of the public interest, possible for the Department and the a 
a truly democratic performance that left the Medical Society to help bring about arnica 


medical profession free to continue its fight 
for such standards and conventions as it feels 
must some day be accepted by a better-in- 
formed public. The welfare officials main- 
tained their right to administer their programs, 
and the medical profession gained the right to 
guide the medical aspects of the programs. 

Since the operation of the plan thus far has 
shown a tendency to increase the fee-basis 
method, the use of clinics and the use of sal- 
aried-practice methods have brought fewer 
prob lems than had been expected; and in 
many instances the number and kind of abuses 


settlements. . , 

The advantages and results of the local 
medical-care plans have been so numerous 
that even if the number of problems and the 
minority of critics were much larger than ey 
are, they would still be outstanding examp es 
of successful partnership of government ana 
private medicine in the important M 
providing needed medical services to P era ® 
*vho have no means of proriding such caie 


themselves. , ( ih . 

The enthusiasm of the sponsors, and otwe 
new medical directors, the welfare co 
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stoners, and the local medical society com- 
mittee members, in. getting their communities 
to adopt an effective local medical-care plan 
augurs well for the success of their new ad- 
venture, which holds great promise for the 
public good. The great human desire to build, 
to benefit, to do good, is the powerful drive 
behind this movement, the force that gives it 
its momentum and keeps it rolling. 

This local medical-care program is rapidly 
changing the whole pattern of public medical 
care in the social welfare field in the State, 


supplanting archaic practices and systems, 
coordinating local public and private medical 
facilities into a coherent community program, 
placing a medical man in charge of the medical 
aspects of the program, setting up diagnostic 
and fiscal records, building a whole new ap- 
proach to public medical care, and establishing 
new forms of medical service which may in- 
fluence government-physician relationships 
and public health movements for decades to 
come. 


APPENDIX 


New York State Department of Social Welfare Medical Care Program 
for Locally Administered Medical Care Plans 


legal Basis 

The medical-care plan, both in function and in 
structure, is governed by two basic sections of the 
State Social Welfare Law: 

(a) “Section 184. Responsibility for providing 
medical care . — The public welfare district shall 
be responsible for providing necessary medical 
care for all persons under its care, and for such 
person(s), otherwise able to maintain themselves, 
wno are unable to secure necessary medical care, 
the determination as to medical care necessary 
for any person shall be made with the advice of a 
physician.” 

(b) “Section 185. Place of care . — Medical 
care may be given in dispensaries, hospitals, the 
Person s home, or other suitable place.” 

The essential requirements, scope, and func- 
” ons °f the approved local medical-care plan, 
together with an account of the installation proc- 
ess , are summarized below. 


Requirements for Approval of Plan 

‘ptate Department of Social Welfare has 
estapUshed the following requirements as the 
minimum essential to its approval of a local 
medical-care plan: 


1. Local medical direction and administration . — 
A“ e . commissioner of public welfare, with au- 
and responsibility for providing medical 
, j delegate the direction of the medical 
rp'f'y 3 of the plan to a licensed physician of his 
" , must establish a central medical 

r if'” Properly staffed and equipped to handle or 
i n S requests, (a) from or in behalf of patients 
(hi f °[ roedical care at public expense, and 
ni to r • Physicians, dentists, nurses, pharma- 
Cyme and hospital administrators who are 
2 °n z ! d . t 9 su PPly such care. 

... ; VefimUon of scope of medical-care plan . — 
cle -,,1 ^ 9 statements snail be prepared to define 
(inriE- Pohcies, procedures, items, and terms 
fnnilf- °S Payments) which govern the respective 
the r,| 0Q3 °Lf ach participant in the operation of 
de^mTa' , l“ ese itemized statements are to be 


nit-il- . ' nurses, pnarmaciscs, nos 

serv^L, etc ’ (vendors or providers of medica 
ces or supplies), as well as participatin; 


members of the welfare department staff (medi- 
cal, social service, and accounting divisions). 

3. Medical and social coordination . — The plan 
must provide for: (a) the use of physicians to 
determine the medical needs of any person apply- 
ing for medical care; (b) the use of social workers 
to determine financial eligibility of such person for 
care at public expense; (c) informing social 
workers of the medical and social needs of the ap- 
plicant, and for joint planning between medical 
and social workers where there is an interdepend- 
ence between the treatment and social factors in 
the case; and (d) the application, as rapidly as 
possible, of one system of providing medical care 
for all persons receiving public assistance, re- 
gardless of category of assistance. 

4. Medical and fiscal record keeping . — The 
plan shall provide for the establishment and 
maintenance of: (a) medical-care records show- 
ing the diagnosis and treatment for individual 
patients; (b) cost records according to type of 
medical or other professional services or supplies 
furnished; and (c) an accounting system con- 
forming to the regulations of the State Depart- 
ment of Social Welfare. 

5. Integration with community medical and 
health resources . — An accurate and up-to-date 
inventory shall be established and maintained of 
all medical and health facilities and services 
available in the community under federal, State, 
local, public, or private auspices, so that full 
and proper use may be made of each in a well- 
rounded medical-eare plan. 

Scope of Plan 

The scope of an approved medical-care plan 
may vary as to items of service and forms or 
manner of distribution of such services. 

A. Items of medical care . — The plan may pro- 
vide for all forms of medical care including — - 
regardless of the extent of State participation 
— many or all of the following: 

Acute illness, home or office 

Ambulance service 

Boarding home3 for invalids 

Chronic illness, home, office, etc. 

Clinic care, by referral 

Consultant services 
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Dental care, including 
Prophylaxis 
Treatment 
Fillings 
Extractions 
Dental surgery 
Dentures 
Drugs, sera, etc. 

Eye examinations 
Eyeglasses and glass eyes 
Fractures 
Hospital care 
Laboratory services 
Major surgery, home or hospital 
Medical services in hospital 
Minor surgery 
Nursing care, including 
Visiting nurse, per visit 
Registered nurse, per day 
Practical nurse, per day 
Home medical aides 
Nursing home care 
Obstetrics; home or hospital 
Physiotherapy- 
Pneumonia treatment 
Preventive services, by referral 
Prosthetic or surgical appliances 
Radium treatment 
Sickroom supplies 
Specialist services 
Tuberculosis treatment, home 
Venereal disease treatment 
X-ray diagnosis 
X-ray treatment 


It should be recognized that while all of these 
items of medical care can come within the scope 
of Section 184 of the Social Welfare Law as a 
responsibility of the local welfare district, State 
reimbursement for some expenditures is not avail- 
able because of specific legal restrictions or ex- 
clusions. 

B. Types of medical-care plans. — The items of 
medical care listed above may be provided 
through a number of patterns. Because of the 
large number of local variables, each new plan 
adopted may differ from the others. The follow- 
ing are representative types of plans and indi- 
cate certain patterns chosen by particular com- 
munities to fit local circumstances and customs: 

1. Free choice, fee-for-senice, medical-care plan 
in a rural county. — Hospital care provided in 
county hospital supported jointly by the County 
and the State Health Department. Medical ana 
surgical services in this hospital given by staff 
physicians. 

2. Salaried, part-time, restricted panel, medical- 
care plan in a metropolitan and suburban county 
(operated on a district basis). — Hospital care: 
(1) acute cases, in private and teaching hospi- 
tals; (2) chronic ana subacute cases, in infirmary 
attached to County Home. Hospital clinics used 
for diagnostic and specialist services only. Hos- 
pital or clinic staff physicians provide hospital or 
clinic care. 

3. Combination of salaried, ambulatory care, 
and free choice, fee-for-domidliary service, in a 
medical-care plan in a small city. Salaried phy- 
sician in welfare department provides care for 
ambulatory patients and follows up patients ad- 
mitted to local hospital. 


4. Salaried city physician and department sur- 
geon providing home, clinic and hospital semus 
in a city, with specialists, emergencies, and hos- 
pital services for non-sellled cases paid on afee-for- 
service basis. — City physician supervises whole 
program and in addition makes home visits, 
provides obstetrical care, and conducts a clinic 
for ambulatory patients. With exception noted 
above, department surgeon performs all opera- 
tions on a referral from city physician. 

5. Free choice , fee-for-service, medical-care plan 
in a suburban county. — Home, office, and hospital 
care provided with free choice by patient of plicate 
physician, surgeon, or hospital. Medical con- 
sultant supported by strong medical advisory 
committee to control care and enforce maximum 
annual payments per patient and per physician. 


Installation of Plan 

1. Medical survey. — A study is made of the 

present medical policies and procedures of the 
local welfare district. A list is established of all 
available medical resources, including those 
maintained by- federal, State, and local public 
agencies, such as the Public Health Service, 
State Departments of Health, Education, and 
Mental Hygiene. To this fist are added the 
medical resources maintained by voluntary 
agencies and available to recipients of public as- 
sistance. An analysis is then made of the medical 
survey and available medical resources to de- 
termine what new or revised policies, procedures, 
and fees are indicated. . . 

2. In the order acceptable to the local officials, 
the following steps are taken : (a) sections of the 
medical plan are written; (b) forms and record 
cards are worked out; (c) fees for individual 
medical items are established; (d) advisory 
committees of participating professional groups 
review the drafts of sections pertaining to their 
profession. 

3. When the draft of the local plan is coiri- 
pleted and acceptable to local welfare officials 
and participating professional groups, it is sub- 
mitted to the State Department of Social wel- 
fare for review and approval for installation. 

4. The local commissioner of public weliare 

mimeographs or prints his medical plan in . the 
form of a medical manual and distributes it o 
the participating professions and vendora or 
supplies. Copies are filed with the State DfP 3 
ment of Social Welfare and the State Department 
of Audit and Control. . , 

5. The staff, including, the Medical Dnector 
(who may have been appointed dunng,the pe 

of writing the plan or prior to that), 13 
to the central medical unit of the local 
department. Beginning on a j specified date, 
medical care is authorized according to tl P 
cies, procedures, and, fees of the locally 
fished plan. According to the sl . ze a -" ., . ^ 
of the focal community, the medical unit sum 
includes any or all of the following 
sonnel: (a) physician, who is i the me 

6. Continuing relationship wit h ? coat 
groups is maintained through the m 
[Continued on pose 9M1 
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INDICATIONS: Menopause, senile vaginitis, gonorrheal vaginitis, sup- 
pression of lactation. 
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. lOontmued 

Mttees advisory to the commissioner of public 
welfare and the medical director or consultant 
^ have no administrative re- 
sponsibility and serve in an advisory capacity 


[Continued from page 912 ] 


cJfJw tf rV - 1Ces «? l , he s ‘ate Department of 
oocial Welfare's medical staff are available to the 
local commissioner of public welfare during all 
d/aTT 63 ° l Writlng and "“tailing a Focal 
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ine evidence at our disposal warrants the 

Zr tn n J bat ^^equaciesTnd mal- 

nutrition of vaiymg degrees are of frequent oc- 
currence in the United States and that the nutri- 
appreciable part of the 


currence in the United 

mn,lt;! atUS K f ,r ll ,- upl J reelame Part of the 
Jofiffe M T? n < H mc , tl y unproved,” Norman 
Arri’n- 1 ' 33 -’ ? e ' v York; James S. McLester, 

MS: SJSw*. 


pv, tv cuerman, 

Ph-D., Sc.D., New York, declare in summarizing 
I he Prevalence of Malnutrition,” 


Prevalence of Malnutrition, « 
published m The J oumal of the American Medical 
Association for March 21. “If optimal nutrition 
is sought, not mere adequacy widespread im- 
provement is possible,” they add. 
tiw «r> e intl ; od uction to their paper they explain 
that Recent estimates of the prevalence of mal- 
nutrition in the United States have varied so 
greatly that the Food and Nutrition Board of 
the National Research Council has assigned to us, 
as a subcommi t tee, the task of evaluating existing 
evidence on this question. Among the reasons 
tor the widely varying estimates is the lack of 
criteria for the diagnosis of malnutrition. It is 
therefore necessary before discussion of the evi- 
dence that terms be defined. 

Nutritional failure' exists as soon as adequate 
amounts of an essential nutritional factor or fac- 
tors fad to reach the 'milieu interne' [desired 
state). 


Dietary inadequacy’ means the failure to in- 
gest an essential nutritional factor or factors in 
amounts sufficient to meet the existing require- 
ment of the body. 

“ ‘Nutritional inadequacy’ means not only the 
failure to ingest, i.e., dietary inadequacy, but 
failure to absorb, to retain, and to utilize an 
essential nutritional factor or factors in amounts 
sufficient to meet the existing requirements of the 
body. 

“ ‘Malnutrition’ is a bodily condition, detect- 
able by any method of examination, caused by a 
nutritional inadequacy." 

In their summary they say that “Malnutrition 
is accompanied by manifold signs and symp- 
toms, diverse in nature, and to the casual ob- 
server their origin and significance is not always 
apparent. 

“Some types of malnutrition are strikingly ob- 
vious to every one, some are apparent only to 
the physician who looks for them, and some are 
vague and elusive even to the careful observer 
using the most accurate specialized technics. If 
the first group alone is counted, the prevalence 
of malnutrition will be recorded as low, almost 
negligible. If the second group is counted, it will 
be recorded as high. If the third group is in- 
cluded, then the rate will be sufficiently high to 
occasion genuine concern.” 


THE DISTINGUISHED SERVICE MEDAL 
The Distinguished Service Medal of the Ameri- 
can Medical Association will be presented for the 
fifth time at the opening general meeting during 
the annual session of the association in Atlantic 
City, June 9. This medal was awarded, for the 
first tune, m 1038 to Dr. Rudolph Matas of New 
Orleans, in 1939 to Dr. James B. Herrick of 
Chicago, in 1940 to Dr. Chevalier Jackson of 
Philadelphia, and last year to Dr. James Ewing 
of New York. This award has come to be recog- 
nized as one of the most distinguished honors 
conferred by the American Medical Association. 
The method for selecting the recipient is specifi- 
cally defined in the by-laws of the association. 
Any Fellow of the association may submit nomi- 
nations, which should be sent, together with a 
record of the scientific services of the nominees, 
to the chairman of the Committee on Distin- 
guished Service Award, Dr. A. A. Walker, 2250 


Highland Avenue, Birmingham, Ala., or to the 
secretary of the association at 535 North Dear- 
born Street, Chicago. Of all nominations re- 
ceived by the committee, five are submitted to 
the board of trustees of the association, from 
which the board selects three to be submitted to 
the house of delegates at its first meeting at the 
time of the annual session. Immediately on sub- 
mission of the nominations by the board of trus- 
tees, the house of delegates, by official vote, 
selects the recipient of the honor, to whom the 
Distinguished Service Medal is presented at the 
opening general meeting on the evening of the 
following day. An extended list of distinguished 
physicians nominated for this aivard will enable 
the committee, the board of trustees, and the 
house of delegates, all of whom participate m the 
selection, to choose for 1942 a recipient ot dis- 
tinction. J.A.M.A. 
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DETEREEHT AHO OEMULCEHT 


NO PULMONARY COMPLICATIONS 


NO SYSTEMIC TOXICITY 


Safe and Effective Mucous Membrane Therapy 


he ability to ki 11 micro-organisms is but one of 
many factors y, Inch determine the clinical effi- 
cacy of a mucous membrane antiseptic. 

It is because argyrol impedes bacterial life 
without injuring the tissues; because it aids 
and does not impede those natural defensive 
processes nhich the tissues employ to throw 
0 infection, and because it is non-noxious to 
1 1 ? as a "hole, that argyrol is truly 

a physiologic mucous membrane antiseptic.” 

LHCyrol effects a decongestion through cir- 
cu atory stimulation and w ithout resorting to 
powerful artificial vasoconstriction. Because 
0 Us unique physical properties it is detergent. 


demulcent, and inflammation-dispelling. But 
it is non-injurious to the cilia— w hose vital role 
in overcoming upper respiratory infections has 
been repeatedly pointed out. argy hol remains 
equally bland and non-irritating to the tissues 
in all concentrations from l%to 50%, and it is 
free from the dangers of systemic toxicity and 
pulmonary complications. 

argyrol has a superior clinical record to all 
other mild silver proteins and it is chemically 
and physically different — in colloidal disper- 
sion, in Brou nian movement, in pH and pAg 
and in chemical reactions. Insist on the Orig- 
inal argyrol Package. 


A. C. BARNES COMPANY, NEW BRUNSWICK, N. J. 
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| 1. SOOTHING AND INFLAMMATION-DISPELLING PROPERTIES 
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J 5. DECONGESTION WITHOUT VASOCONSTRICTION 

SPECIFY THE ORIGINAL ARGYROL PACKAGE 
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Medical Preparedness 


Concerned, over possible war shortage of drugs 
and. medical appliances, The New York Academy 
of Medicine recently appointed a Subcommittee 
to study this subject. The report which follows 


was approved on March 9, 1942, by the CmmitUl 
on Public Health Relations of The New York 
Academy of Medicine. Copies of this report have 
gone to the authorities in Washington. 


War Shortage of Drugs and Medical Appliances 

Report of a Subcommittee of the Committee on Public Health Relations of 
The New York Academy of Medicine 


'DECAUSE of the war, many drugs and ma- 
terials used by the medical profession are 
becoming scarce, or may be unobtainable. This 
Subcommittee was appointed to ascertain the 
nature of the shortages, their causes, and their 
remedies where possible. It has received help- 
ful information from representatives of leading 
drug manufacturers and distributors, and from 
several divisions of the government. 

Among the several reasons why drugs should 
be scarce are the following: 

1. The supply from many foreign countries 
is drastically curtailed or completely shut off, 
either because there is little or no production 
in the several countries, or because shipping 
facilities have been unavailable. Of such 
scarce foreign-produced drugs, belladonna and 
colchicum are striking examples. In regard to 
shipping, the Health Supply Section of the War 
Production Board informs us that it has been 


States for two to three months. We are in- 
formed that a shortage of liver extract may 
ensue, one cause being that the Army is feeding 
large quantities of liver to the troops. We are 
tola that the orders for bandages exceed the 
present stocks of those in the whole country. 

4. The Lend-Lease requirements are heavy 
and include many materials to be supplied to 
the whole free world. Just as one illustration 
of our responsibility, the plants of the only two 
manufacturers of insulin in Britain have been 
demolished, and as a consequence the British 
Empire is forced to call upon us for its entire 
requirement. Estimates of consumption and 
actual requirement figures for health supplies 
include the requirements for the Army, the 
Navy, and the Marine Corps, the various gov- 
ernmental agencies, the Public Health Service, 
the Red Cross, the Lend-Lease requirements 
for Britain, Australia, India, South Africa, 
— . — ~ • - " — the 
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granted priorities for drug shipments whenever , China, free France, the Soviet Kepupuc* 

• • • • Central and South American republics, and 

other nations receiving defense aid, as well as 
the requirements for the civilian population ot 
the United States and the requirements for 
civilian defense. After having determined ''hat 
is required, there is still necessity for a study o| 
the availability of basic raw materials 
intermediates needed to produce the toisnea 
substances, and then proper allocation of these. 

5. There are priority rulings on materials 
used in packaging, such as tinplate and lean, 
which are used in munitions manutactu . 
There are indications that the use of P a P^ 
cartons, corrugated paper, and wooden ^ packing 
cases will be curtailed, largely because thes 
needed for light-weight Iend-lease shippi fr 
Renewals of worn-out manufacturing 
packaging machinery and new macmnes m J 
be unavailable. From Milton H. Luce, Ad 
istrator, Health Supply Section, we learn 
the Health Supplies Rating Plan has been 
formulated to establish pnorities for ■ 

copper, rubber, and other substances wi . 
by the manufacturers of medical and hospilaJ 
appliances, such as: anesthesia apparatu, 
izers, clinical thermometers, basal 

0 , .. . . - electrocardiogram and x-ray machines, 

podermic syringes, surgical instruments, etc. gw hypodermic syringes and neemes, sury 
It is reported to us from apparently reliable instruments, hospital equipment (beds, siren- 
sources that within a few weeks the Army ers sterilizers, operating tables), hot waier . 

ordered 100,000 vials of tetanus antitoxin, 40 enema bags, rubber nipples, rubber tu b. 

million quinine tablets, 35 million sulfathiazole laboratory equipment, and many oilier 

tablets, and 10 million sulfapyridme tablets, apparatus. Up to the present the toiling 

Of these sulfa drugs, such quantities represent has not included pharmaceutics s. 

the entire medical requirement of the United [Continued on pose oisi 
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shipping facilities have become available. 

2. Certain basic chemical drug substances 
are used extensively in the manufacture of war 
equipment, such as alcohol, phenol, glycerin, 
nitric acid and nitrates, magnesium, mercury, 
potassium, and zinc. 

Alcohol, for example, is required in the manu- 
facture of ether, insulin, tinctures, and a great 
many other medicinal substances. It is also 
essential in the manufacture of smokeless gun- 
powder. It has been stated that it takes 65 
gallons of alcohol for a single 16-inch shell. 
Molasses and sugar will be used extensively for 
the manufacture of alcohol and a number of 
other munitions substances. The government 
has ordered the distillers of the country to fur- 
nish 125 million gallons of alcohol this year. 
Following a careful survey of its uses of alcohol, 
the New York Hospital has been able to reduce 
its alcohol consumption by 50 per cent. 

3. The Army and Navy have taken for 
immediate use and are storing up against 
possible future needs vast supplies of drugs and 
appliances, such as quinine, morphine, sulfa 
drugs, antitoxins, vaccines, and also bandages, 
gauze, ligatures, sutures, adhesive plaster, hy- 
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[Continued from page 916] 

coming critical. ^The* rafirrmd^k 011 is de- 
allocated a supply of nfjS u have been 
meet greatly increased d frei S bt cars but must 
try tracks and traSs fnr7 an , ds i ,. Cro .^coun- 
be withdrawn at any fimo° Ca a deiver >es may 
or wholesaler with a sunnl^ Af a manuf acturer 
and hospital supplies n^ Ln^™ 53 0 J' sur g'cal 
to deliver them to the rftJi and may be un able 
more and more difficult to 61 "’ 1? lb become 
the physician even t ; !(i . j ma be available for 
of Which there Tnn f d ? E ? a , nd a PPbances 

wholesaler has informed' ufthat 0ne 

retailers to stock m r us that his firm is urging 

ahead, but in some^nAf three .R r four mofthf 
m a panic-stricTen ln A tances has resulted 
pounds of a drug of whhffif? 1 ^ orde j ln S ten 
would meet his nfeds. “ h pound a >' ea r 

of causes for inaxlea uac*v 1* C tbe "'ide variety 
and medical appliances. 7 ° * he supply of dru e s 

situatlon^and if w“ mir®? * S ‘V ive to ‘he 
ments of the goveAnmenU^Tfl? 7 de , part ~ 
the storage reoiiircm^ io ‘ Ifc has relaxed 
of ergot, in order t^erm-* al l d moisture content 
ergot, because in s^pments of Spanish 

haliver type itZ“,,i gh vltal T. 1 °>k of the 

Sfflmat V SuS!ii^e , hSS?tl, Sr ' a ‘ ly ’ " P ™ 

of high auffiitv r • I ? e ;lnd yield, which is 
Britain and the United s! t eqUa ^ r . between 
soon be a scare! Ar it ed States - Th ere may 

Mvissm 

It is well to know that the government is nWt 

medicinal chemicals, surgical dSgs and 
equipment, and other health appliances and 
is studying the needs of the civilian pApSatfon 
It sends us the information that the Federal 
Government has accumulated stockpiles if 
various important agents, such as ergot? opium 
and quinine, sufficient to meet the U. S. civilian 
and military requirements for several years but 
lr j a rfi' lJa ^ cover the Lend-Lease needs. In 

addition, the industry has in its possession about 
one year s supply of these materials. 


medical PREPAREDNESS 


[N. Y. State J. M. 


Health SuppjfiA Branch^th^ y T as ° by the 
present Henlf lf s.T^n U. th . e Predecessor of the 


present Health Snnnl q t ?- e P rede cessor of the 
Board to ftSi?*?"- T ar Production 
important substan AA fA of production of such 
mins, is believed adpmfA * 0Damides and vita ’ 
of the Army Navv " a d e ?“ de ™ ads 

heavy demand* «? lnade 5 uate to meet the 
to eSlntiS purposes r ^ been restricted 


Recommendations 

to°/ 0 »3 relate to: (1) those having 
they mav y , slclans ?nd hospital practices as 
dru^s and c e °r P rescn Prions and demands for 

SPisfs “j,® ih ~ 

Unrfpr fhck i i» 


TT ' supplies. 

Under the first heading we ask: 

economv in «? p,taIs and surgeons use the utmost 
and nfhat* n ^ e . employment of operating room 
and other materials and apparatus" 

nr ,' Prescriptions not be written for 

sS nt containing alcohol, glycerin, phenol, 
bp^lisfoS°^ aSS1Um sa ts > and other substances to 
.snh,Hfnf m a ? r ° p , e , r Publication. This involves 
g?»P • tablets and capsules for elixirs, 
rontni nT’ du ! d ex tracts, syrups, and preparations 
mirf.™”® g u y c. er, n, such as rhubarb and soda 

of jiotassiinn^ StltUtl0n ° 3 sod * um sap ' s f° r those 

3. That physicians limit the employment 
a scarce drug to its more important uses, 
h Aft e 'T a mpJ e < agar-agar should be reserved for 
ctenological media, and not used as a bulk- 
p jUpmg laxative; belladonna and atrophine 
ana tneir derivatives should be prescribed in 
very limited amounts and only when absolutely 
necessary. 

4. That prescriptions be written for small 
amounts rather than for quantities for extended 
use. 

..**• That there should be published a list of 
P d fV? s commonly used, and their availability. 

Jpor this, valuable suggestions can be obtained 
mom a 1941 publication of the Therapeutic 
Requirements Committee of the Medical Re- 
search Council of Great Britain, entitled, 

. -Economy in the Use of Drugs in Wartime,” 
m which all commonly used drugs are classified 
■> B, and C. It is a guide for physicians, 
nder A .ATP ftmea flmf In n.nnnnilio^ If). 


-> —i “■«! w. ii is a guide lor pnysicians. 
Under A are those that may be prescribed be- 
y are regarded as essential or readily 


... ^ UIJUOC bUUl> . 

cause they are regarded 
available, such as acacia, ascorbic acid, aspirin, 
salicylic acid, cocaine, codeine, digitalis, theo- 
bromine. Under B are those essential for certain 

Vurnnrpa hut 'Iiertrj Aa. r-1 / L mir-noCDO ffl T 


Dromine. Under B are those essential for certain 
purposes but widely used for other purposes lor 
which they are not essential. Bismuth, for 
example, should be limited in its employment to 
syphilis and certain tropical diseases, and its use 
should, be avoided in gastrointestinal disorders, 
for which other substances are available. Under 
C are the drugs which are not essential and do not 
justify either importation or manufacture — for 
example, aconite, buchu, glycerophosphates, 

1 o K J n I rnn nroni Tfl- 


cAompie, aconite, buchu, glycerophosphates, 
oral Jiver preparations, injectable iron prepara- 
tions, psyih'um seed, potassium salts. A com- 
prehensive list of the more familiar drugs, 
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iContinued from page 918) 

classified in some such manner, with suggestions 
for substitutes for the scarcer drugs, might be 
invaluable. It should be in the hands ofeverv 

to belied 6 afe infQnned that such a 

supplies vrerecmnmend^ nPr ° Vemen * ; ° f civUiaa 

, eve O' step, including subsidizing, 
be taken to favor the production in this couniru of 
fftam vegetable drugs hitherto imported. It 
is possible that eventually we may be able to 
Znr ?v hia C0 ™ tr - V aspidiuL beUa- 

and oort°- ChlCU f 1 f-. d,gl - t , alls ' er S°b hyoscyamus, 
and certain volatile oils, such as peppermint 

fkvor d ltS meuth ° ! l aad oth ers used for their 
flavor and aroma. Methods of planting, care 

°*L t! ‘ e . P lan t s - r collection, drying, and storing 
be “ s sfc . ud,ed - Growths of' digitalis anl 
exfenrW? pl 2,f uced successfully now and can -be 
extended. The belladonna and agar so far 
produced m the United States have been of 
inferior quality, but plans have been made for 
their production on an extensive scale. 

. , , -that the Army and Navy be asked to 

avoid clearing out existing drug and health 
supplies abruptly unless this is a real necessity, 
they should make more gradual their accumu- 
lations for storage against possible needs a year 
or more hence, so as not to curtail unnecessarily 
the supplies needed now by the civilian popula- 


tl° n ‘o^ CO ? peration with the Bed Cross and 
the UCiJ they should set up a mechanism 
whereby m the event of a civilian catastrophe, 
such as an air raid, medical stores would be 
made immediately available. 

3. That official drugs and their preparations, 
together with certain newer chemical drugs, be 
given priority over unofficial and proprietary 
preparations. A precedent for this has been 
established. Long before the war, the American 
Hospital Association sanctioned, and a number 
°f important hospitals put into force, an order 
that in prescriptions for use in the wards medica- 
ments should be limited to official medicines 
as listed in the U. S. P. and the N. F., together 
with certain selected newer remedies approved 
by the Council on Pharmacy and Chemistry 
of the American Medical Association. It is 
believed that these will meet all the requirements 
of the best medical practice. 

4. That the proper government department 
be reguested to allocate adequate distribution 
facilities for drugs and medical supplies. 

Respectfully submitted: 

Walter A. Bastedo, Chairman 
Beeckman J. Delatour 
Hubert S. Howe 
Shepard Kbech 
Thomas T. Mackie 
E. H. L. Corwin, Secretary 
March 6, 1942 


New Federal Questionnaire 

official enrollment form and a new questionnaire are being mailed 
to every licensed physician, dentist, and veterinarian. There are 
186,000 licensed physicians, 71,000 dentists, and 12,000 veterinarians. 

The new questionnaires supplement those circulated as early as 1940 by 
the professions in order to make inventory of those available for military 
service,” Paul V. McNutt, Federal Security Administrator, has announced. 
'They also supplement information previously requested by asking about 
experiences in foreign countries, the ability to speak and understand for- 
eign languages, by asking about hobbies which may be of value, such as 
special knowledge of photography and cryptanalysis.” 

As part of the man power program it is “highly essential,” Air. McNutt 
said, that every physician, dentist, and veterinarian return the enrollment 
form at once. Mr. McNutt said that any physician or dentist who does 
not receive one by May 10 will know his name is not on record and should 
write for the form to the National Roster of Scientific and Specialized Per- 
sonnel, Washington. 
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Postgraduate Medical Education 


Programs arranged by the Council Committee on Public Health and Education of the 
Medical Society of the State of New York will henceforth he published in this section of the 
Journal Members of the committee are Oliver W. H. Mitchell , M.D., chairman U2S 
Greenwood Place, Syracuse); George Baehr, M.D.; and Charles D. Post, M.D. 


Regional Maternal and Child Welfare Teaching Days 


A Regional Maternal and Child Welfare 
Teaching Day was held at the Rochester General 
Hospital, on April 1, and at the Syracuse Uni- 
versity College of Medicine, on April 23. 


Program — Rochester Teaching Day 
The afternoon session was called to order at 
2:30 p.m. by James K. Quigley, M.D., president 
of the Medical Society of the County of Monroe 
—chairman, Ward L. Ekas, M.D., regional chair- 
man in obstetrics of the Maternal and Child 
Welfare Committee of the Medical Society of the 
State of New York. Papers read were: 

The Role of the Blood RH Factor in Transfusion 
Reactions and Erythroblastosis Foetalis. 

Donald H. Kariher, M.D. 

Howard A. Spindler, M.D. 

Tuberculosis and Pregnancy. 

John M. MacMillan, M.D. 

The Care of the Premature Infant. 

Herbert C. Soule, M.D. 

The Diagnosis and Treatment of Thrombophle- 
bitis. 

Charles S. Lakeman, M.D. 

The Treatment of Habitual Abortion. 

C. Arthur Elden, M.D. 

Demonstration of Case Study. 

Ferdinand J. Schoeneck, M.D., associate 
professor of clinical obstetrics, Syracuse 
University College of Medicine, Syracuse, 
New York. 

Home Delivery Demonstration and the Prema- 
ture Box. 

Visiting Nurse Association 

The evening program was held at the Roches- 
ter Academy of Medicine — chairman, Albert D. 
Kaiser, M.D., regional chairman in pediatrics 
of the Maternal and Child Welfare Committee 
of the Medical Society of the State of New York. 
The address of the evening was: 

Prolonged Labor: Etiology and Management. 
Harvey B. Matthews, M.D., clinical professor 
of obstetrics and gynecology, Long Island 
College of Medicine, and attending ob- 
stetrician and gynecologist, Long Island 
College and Methodist Hospitals of Brook- 
lyn, Brooklyn, New York. 

Program — Syracuse Teaching Day 
The afternoon session was called to order at 
1‘30 p.m. by Edward C. Hughes, M.D., 
regional chairman in obstetrics, Maternal and 
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Child Welfare Committee of the Medical So- 
ciety of the State of New York — chairman, 
Ilenry W. Schoeneck, M.D. Papers read were: 

The Role of Vitamin K in Cerebral Hemorrhage 
of the Newborn. 

Tyree C. Wyatt, M.D., associate professor of 
clinical pediatrics, Syracuse University 
College of Medicine, Syracuse, New York. 


Erythroblastosis Foetalis. 

Merton C. Hatch, M.D., assistant professor 
of clinical obstetrics, Syracuse University 
College of Medicine, Syracuse, New York. 

Charles A. Lippencott, M.D., resident ob- 
stetrician, Syracuse Memorial Hospital. 

The Problem of Chronic Vascular Disease in 
Pregnancy. 

Charles H. Peckham, M.D., Mary Imogenc 
Bassett Hospital, Cooperstown, New 
York. 


Retained Placenta. , , 

Karl Miller Wilson, M.D., professor of ob- 
stetrics and gynecology, University ol 
Rochester School of Medicine and Den- 
tistry, Rochester, New York. 

Blood Concentration: Determination by Hema- 
tocrit and Falling Drop Method. 

Robert K. Brewer, M.D., professor 01 
chemistry, Syracuse University College 
of Medicine. 


Fluid Therapy in Obstetrical Shock and Hemor- 
rhage: Use of Hematocrit. . . , • 

Glenn A. Wood, M.D., attending obstetri- 
cian, General Hospital of Syracuse. 

A social hour was held at the Hotel Onondag^ 
at 5 p.m., followed by dinner. The n 

was Brewster C. Doust, M.D., reiponal chairm 
in pediatrics, Maternal and Child Welfare C 
mittee of the Medical Society of the bta 
New York. 


Question Box. „ , ,, n 

Directed by Charles A. Gordon, M.w-. 
Brooklyn, New York, chairman of the 
Committee on Maternal and Child 
fare of the Medical Society of the btaic 


nf "Mmv Wvrlr 


Dystocia — Case Reports and Illustrative Color 
Photography Discussion. 

Ferdinand J. Schoeneck, M.D. 

Edward C. Hughes, M.D. 

Raymond J. Pieri, M.D. 

Francis R. Irving, M.D. 
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EFFECT OF THE WAR 

What effect is this war situation having on an American 
institution — the convention? In a matter so necessary 
o medical organizations, it is interesting to note what has 
n place thus far in this business of holding conven- 
,! ons to speculate on what may occur if the war con- 
any great length of time. 

the lebruary i«sue of World Convention Dales has 
pointed out that of 2,688 conventions reporting during 
,? cen ” 5er 3,1 <1 January — only 55 were cancelled. On the 
!, er _hand, there were 83 more conventions scheduled 
, 'f n ln the same period in 1941. Yet other groups have 
' c erred making plans at their usual time and appear to 
awaiting developments. 


ON CONVENTIONS 

Several associations have moved the location of the 
annual meeting from coastal cities to places inland or in 
the Central States. 

Generally those cancelling meetings are rather unim- 
portant, such as The Young Buddhists League and the 
American-Japanese Conference. Then, too, with the 
curtailment of production and sales of many commodities 
it may be expected that many business associations will 
have little need for business meetings. 

A neutral survey of recent conventions disclosed, how- 
ever, that attendances were the largest on record. So it 
appears that any change in the convention picture has 
been in the improvement column. 
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Regional Maternal and Child Welfare Teaching Days 


A Regional Maternal and Child Welfare 
Teaching Day was held at the Rochester General 
Hospital, on April 1, and at the Syracuse Uni- 
versity College of Medicine, on April 23. 


Program — Rochester Teaching Day 
The afternoon session was called to order at 
2:30 P.st. by James K. Quigley, M.D., president 
of the Medical Society of the County of Monroe 
—chairman, Ward L. Ekas, M.D., regional chair- 
man in obstetrics of the Maternal and Child 
Welfare Committee of the Medical Society of the 
State of New York. Papers read were: 

The Role of the Blood RH Factor in Transfusion 
Reactions and Erythroblastosis Foetaiis. 

Donald H. Kariher, M.D. 

Howard A. Spindler, M.D. 

Tuberculosis and Pregnancy. 

John M. MacMillan, M.D. 

The Care of the Premature Infant. 

Herbert C. Soule, M.D. 

The Diagnosis and Treatment of Thrombophle- 
bitis. 

Charles S. Lakeman, M.D. 

The Treatment of Habitual Abortion. 

C. Arthur Elden, M.D. 

Demonstration of Case Study. 

Ferdinand J. Schoeneck, M.D., associate 
professor of clinical obstetrics, Syracuse 
University College of Medicine, Syracuse, 
New York. 

Home Delivery Demonstration and the Prema- 
ture Box. 

Visiting Nurse Association 

The evening program was held at the Roches- 
ter Academy of Medicine — chairman, Albert D, 
Kaiser, M.D., regional chairman in pediatrics 
of the Maternal and Child Welfare Committee 
of the Medical Society of the State of New York. 
The address of the evening was: 

Prolonged Labor: Etiology and Management. 
Harvey B. Matthews, M.D. , clinical professor 
of obstetrics and gynecology, Long Island 
College of Medicine, and attending ob- 
stetrician and gynecologist, Long Island 
College and Methodist Hospitals of Brook- 
lyn, Brooklyn, New York. 

Program — Syracuse Teaching Day 
The afternoon session was called to order at 
1:30 p.ir. by Edward C. Hughes, M.D., 
regional chairman in obstetrics, Maternal and 
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Child Welfare Committee of the Medical So- 
ciety of the State of New York — chairman, 
Henry W. Schoeneck, M.D. Papers read were: 

The Role of Vitamin K in Cerebral Hemorrhage 
of the Newborn. 

Tyree C. Wyatt, M.D., associate professor of 
clinical pediatrics, Syracuse University 
College of Medicine, Syracuse, New York. 


Erythroblastosis Foetaiis. 

Merton C. Hatch, M.D., assistant professor 
of clinical obstetrics, Syracuse University 
College of Medicine, Syracuse, Few York. 

Charles A. Lippencott, M.D., resident ob- 
stetrician, Syracuse Memorial Hospital. 

The Problem of Chronic Vascular Disease in 
Pregnancy. 

Charles H. Peckham, M.D., Mary Imogene 
Bassett Hospital, Cooperstown, New 
York. 


Retained Placenta. , , 

Karl Miller Wilson, M.D., professor of ob- 
stetrics and gynecology, University ot 
Rochester School of .Medicine and Den- 
tistry, Rochester, New York. 


Blood Concentration: Determination by Hema- 
tocrit and Falling Drop Method. 

Robert K. Brewer, M.D., profeasor of 
chemistry, Syracuse University College 
of Medicine. 


lid Therapy in Obstetrical Shock and Hcmor- 
hage; Use of Hematocrit. . , 

Glenn A. Wood, M.D., attending obstetn 
cian, General Hospital of Syracuse. 

k social hour was held at the Hotel Onondaga 
5 P.M., followed by dinner. . The 
3 Brewster 0. Doust, 

lediatrics, Maternal and Child W elfare Com 
tee of the Medical Society of the .State oi 


Erected by Charles A. Gordon, 
Brooklyn, New York, ohairman o 
Committee on Maternal and Ctold uc 
fare of the Medical Society of the State 
of New York. 

tocia— Case Reports and Illustrative Color 

botography Discussion. 

Ferdinand J. Schoeneck, M.D. 

Edward C. Hughes, M.D. 

Raymond J. Pien, M Jj. 

Francis R- Irving, M.D. 
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LOUDEN-KNICKERBOCKER HALL. 1 "' 

81 LOUDEN AVENUE Tel. Amityville S3 AMITYVILLE, N. Y. 

A pri.ate sanitarium established 1886 specializing in NERVOUS and MENTAL diseases. 

Full information furnished upon request 
JOHN F. LOUDEN New York a try Office JAMES F. VAVASOUR, MJ». 

President 67 Wes! 44th St., Tel. VAnderbilt 6-3732 Physician in Charge 


BRIGHAM HALL HOSPITAL 

AT CANANDAIGUA, N. Y. 

FOR MENTAL AND NERVOUS PATIENTS. An un- 
institutional atmosphere. Treatment modern, scientific, 
indmdual. Moderate rates. Licensed by Dept, of Men- 
tal Hygiene. (See also our advertisement in the Medical 
P,“ Y., n j anc j Conn.) Address inquiries to 
MARGARET TAYLOR ROSS, M.D., Physician-in-Charge 


CREST VIEWm 


SANITARIUM 


GREENWICH 

773 


x** For Nervous, Mildly Mental, Digestive and Cardiovascu- 
lar cases, and special care for ELDERLY PATIENTS. 
Quiet, re6ned, homelike. 25 miles from N. Y. City. 
Moderate rates. 

r. st. clair hitchcock, M.D., Director 
275 NORTH MAPLE AVE., GREENWICH, CONN. 


TRAVEL MEDICINE 

How Travel Benefits a Nation at War 

The effect of travel upon the economic life of the na- 
ton 13 outlined in a recent issue of The Travel Agent in an 
article by Don Thomas, Managing Director of the All- 
Fear Club of Southern California. 

n normal times, declares the article, recreational 
ravel performs three basic economic functions: 

■ niai nlains retail trade levels in the thousands of 
resort, areas throughout the nation and along the feeder 
routes to these places. 

. . ‘ M ma intains capital investment values like real es- 
e nroughout the nation. Thirty billions invested in 
tat" ^ ^ ruo *' ures service recreational travel. Real es- 
e v “ ue s are increased in any' areas to which, or 
ough which, recreational travel flows. 

• It produces taxes supplementing regular taxes. It 
taxT l a more e 9 u * table distribution of the entire 
tray l ’ Southern California alone, recreational 
taxes provicle3 19 millions annually in taxes. If these 
died Jrfu 6 not pa ‘d by agriculture there would be sad- 
fer nit i an a< ^itional tax burden in like amount or suf- 
In tv 6nt in government service. 

era > however, recreational travel fulfills 
<Wt,onal economic tasks: 

for wsr 6 9 0n g ress appropriating vast sums of money 
°f all ,P r<K iuction. This money comes from the pockets 
e people throughout the entire country, but the 


DR. BARNES SANITARIUM 

STAMFORD, CONN. 

45 minutes from N. Y. C. via Merritt Parkway 
For treatment of Nervous and Meital Disorders, Alcoholism and 
Convalescents. Carefully supervised Occupational Therapy. Fa- 
cilities for Shock Therapy. Accessible location in tranquil, beau- 
tiful hill country. Separate buildings. 

F. H. BARNES, M.D., Med. Supt *T*I. 4-1143 


money is being spent in relatively- few isolated areas. In 
these areas purchasing power is piling up. Recreational 
travel has the ability to spread widely back over the nation 
most of the taxes of all the citizens spent for industrial 
war production in a few industrial areas. 

2. It can bring purchasing power to those areas par- 
tially impoverished by (a) curtailment in the production 
of consumer goods or (b) other economic dislocations 
arising out of the war. 

3. Today wages are going up, so is farm income, yet 
the government continues to curtail items which people 
can buy. If they purchase recreational travel they will 
be making an anti-inflationary- move because it lessens 
the pressure on the demand for consumer goods above 
normal needs. 

4. Today-, transportation and other phases of recrea- 
tional travel are heavily taxed, thus, if people purchase 
recreational travel the Government has one of its very- 
best opportunities to get a high tax return from con- 
sumer spending. 


_ WEST UILE 

», *** 2S2nd St. and Field. ton Road 
For oerrou, ' r , ®r° n -Hud»on, New York City 
^wifuIU i’ . * ‘kug Aod Hcohohc patients. The sanitarium is 
Kiesufi'aMw a P rivatc park of ten acres Attractive cottages, 

^^patiooil d " COnd,l,0 ^b Modern facilities for shock treatment 
treatment. j rccrcat ional activities. Doctors may direct 

HFKIDV Vrf* aad illustrated booklet gladly scot on request 

ENRy y-. LLOVD M.D., Physician in Chine 
— •zltphanr: Kingsbrldge 9-8440 


t ERRACE house 

ALCOHOLISM 

* vedfic . treatment for alcoholism, 
toward for alcohol and with re-education 

Permanent abstinence. Homelike surroundings, 
and nursing care. 16 miles from Buffalo. 

M * Ioderat * rat** — Enquiries invited 

■ * t*il Aurora, N. Y. - Phone 284 

Say you saw it in the NEW YORK 


HALCYON REST 

754 BOSTON POST ROAD, RYE, NEW YORK 

Henry W. Lloyd, M.D., Physician-in-Charge 
Licensed and fully equipped for the treatment of nervous, 
mental, drug and alcohol patients, including Occupational 
therapy. Beautifully located a short distance from RyeBeach. 
Telephone: Ry« 550 
Write for illustrated booklet 


BRUNSWICK HOME 

A PRIVATE SANITARIUM. Convalescents, postop- 
erative, aged and inhrm, and thos«i with other chronic 
and nervous disorders. Separate accommodations for 
nervous and backward children. Physicians’ treatments 
rigidly followed. C. L. MARKHAM, M.D.. Supt. 

B'way & Louden Avo., Amity ville, N.Y., Tel: 1700, 1, 2 

N. Y. Office— 67 W. 44th Stieel Tel MU« iy H.ll 2-B323 
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Woman’s Auxiliary 

To the Medical Society of the State of New York 


L A Eu G j LL f or reservations for the Twen- 
tiefch Annual Convention of the Woman's 
Auxiliary to the American Medical Association 
whjoh wiU be held at Haddon Hauf Atiantfc 
City New Jersey, June 8-12. ’ 

Atlantic City extends a hearty welcome to you. 


County News 
Albany. At a 
Lipetz addressed 
Hygiene in War.” 


recent meeting Dr. Basilia 
the auxiliary on “Mental 

Albert Vand'er Veer! II, William T’ Sfe 
mT' Mn'l' John n ' ff°™ er ’ Mrs. Arthur' Hold- 
and Mrs' w» if B ti ICC ’’ ^ Irs ‘ Wlam Feltman, 

ConvenrionTn New^York ^ att8nded the State 
nn ®S' Auxiliary members are addressing 
one another by their first names— “Ann,” your 
state publicity chairman, was delighted to re- 
ceive such a friendly greeting. 

thfwfm aU fu.' Th ®, executive board met at 
Ole,^ 3me ,°f t . 1 ? e . President, Mrs. E. C. Moore, in 
A dehcious luncheon was served by the 
hostess The April meeting will be held in 
Gowanda The mam feature will be a tour 
through the State Institution, conducted by Dr. 
M l Tomlinson. The board also made plans 
'y,?‘ hnner , t0 be given in honor of the husbands 
of the members. On this occasion, Dr. Norman 
the ,¥ arb , le Collegiate Church in 
^l ty ’ autbor > lecturer, and technical 
Erector of the moving picture, “One Foot in 
Heaven, will be the guest speaker. 

Columbia. The April luncheon meeting was 
held at the General Worth Hotel. Airs. Alfred 
Madden of Albany, state chairman of legislation, 
was the guest speaker. Mrs. Madden urged the 
auxiliary members to keep an active eye on medi- 
cal legislation and emphasized the fact that any 
legislative activity undertaken by the Auxiliary is 
brat subnntted to the legislation chairman of the 
Medical Society of the county of which the 
aujahary is a part. In a graphic manner and 
with many humorous touches, Mrs. Madden 
outlined^ the procedure of the introduction of bills 
and made a number of amusing references to the 
log rolling" that frequently prevails. 

Erie. The members of the auxiliary have 
given tirelessly of their time and energy to aid in 
war work. The annual Wistaria Ball was held 
at the Hotel Statler, April 11. Everyone who 
attended the Convention at Buffalo can picture 
the beautifully decorated ballroom. 

Essex. The meetings are held twice a year in 
Essex County. The members stand in readiness 
to do their part in any emergency which might 
arise. 

Jefferson. Dr. Eugene Bogardus of the 
Onondaga County Tuberculosis Sanitorium was 
guest speaker at a meeting and dinner held at the 
Jefferson County Sanitorium. 

Kings. The programs presented are most 
interesting. The following is the spring and 
Easter one: “What Is a Mobile Canteen?" by 
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U™’ p r °bert, coehairman of public rela- 

rions of the American Red Cross; ^Organized 
Medicine Looks at the Social Security Act,” by 
Mortimer Kopp; and a book review by 
Airs. Earle F. Whitaker. 

, The auxiliary’s annual meeting will 

Tuesday, May 26, at the Nassau Hos- 
pital Auditorium, at 8:45 p.m. 

Niagara. Erie and Niagara county medical 
societies and auxiliaries held a joint meeting at 
Hotel Statler, Buffalo, on April 13. Dr. 
a r j- ~^ uer Chicago, director of the American 
Medical Association Bureau of Health and Public 
instruction, was the speaker. The county 
auxiliaiy assisted in the registration for volun- 
teers for defense. 

Onondaga. Mrs. Mortimer G. Browne opened 
her home for the April meeting. Mrs. Ellery G. 
Allen, chairman of legislation, was in charge of 
the program. _ Assemblyman Frank J. Costello 
spoke on “Civics." Plans were made for a din- 
ner in the ballroom of the Hotel Syracuse, to 
honor the guest speaker, Dr. W. W. Bauer of 
Chicago, director of the American Medical 
Association Bureau of Health and Public In- 
struction. The members of the executive board, 
eight delegates, and eight alternates will attend 
the state convention. 

Orange. On April 2, a meeting was held at 
the home of Mrs. Harry F. Pohlmann. At this 
meeting arrangements were completed for the 
state convention to be held April 27-30, at the 
Waldorf-Astoria. Tuesday, May 19, was chosen 
as the date for the annual health forum which is 
sponsored by the auxiliary and held at the Mid- 
dletown State Hospital. Dr. Percival H. 
Faivre, who is connected with the State Hospital 
in Middletown, spoke to the women on present 
trends in the treatment of the psychiatric patient. 
Airs. W. W. Davis and Mrs. P. H. Faivre pre- 
sided at the tea table during the social hour 
which followed. 

Queens. Two thousand hours of production 
have been completed by the members of the 
auxiliary during the month of March. Two 
hundred and fifty books and magazines have been 
collected for service men. At the next meeting 
cigarettes and chocolates will be collected. Dr. 
Grace ATcLenn Ahbate. consultant for the Child 


Grace AIcLean Abbate, consultant for the _ — 
Guidance Bureau of the Board of Education m 
New York City, gave a survey of the work done 
by this bureau. On Afay 19, a luncheon and 
bridge are planned by AJrs. Alildred Pollock ■ 
This party will be held at La Guardia Field- 
Queens County Auxiliary has its own Bed 
Cross unit, and is sponsoring first-aid classes. 

Schenectady. The newspaper accounts show 
that the two-day nutrition institute was a big 
success. The high light of the first session was a 
discussion on “Nutrition and Defense. A 
Study of Victory Gardens” was another feature. 
Expert advice was given on preserving foods. 

Warren. Warren, Washington, and Saratoga 
Continued on page 92tiJ 
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Editorial 

Increasing Nurse Shortage 


The problems of the doctor, the nurse, 
and the hospital are all closely interwoven 
in the community mind. To solve a 
problem of the one without the aid' and 
cooperation of the other two factors is ob- 
viously impossible. Today, the call of 
the armed forces upon our normally bal- 
anced supply of doctors and nurses is pro- 
ducing imbalance in co mmuni ties. How. 
can, and will we meet our obligations in 
the care of the sick and still supply ade- 
quately balanced service at home and to 
the armed forces? 

For the medical needs of the Army a 
Procurement and Assignment Service has 
been set up and should adjust the needs 
for physicians. To date, the Navy has 
had little difficulty in getting personnel. 

Nursing is causing us the greatest con- 
cern. According to the Army reports, 
they have 9,000 on duty, and need 10,000 
more by July 1, 1942. The Navy has 
about 2,000 on duty and needs about 
750 more by July 1, 1942. It is estimated 
that these needs of the Army and Navy 
w iU be doubled in 1943, with further in- 
creases in 1944. In addition to the above, 
Public Health will require 3,000 or more 
additional nurses. 

There is already a nurse shortage of 
approximately 17,000 in hospitals. The 
students graduated from schools of nurs- 
iug every year in the U. S. A. are approxi- 
mately 30,000. If these were all eligible 
and unmarried, they might almost meet 
e nee d of the armed forces and the hos- 


pitals. However, this is not feasible or 
possible. Many cannot pass muster 
physically, many null marry, and others 
do not want military service. 

Adding students to our schools or set- 
ting up new T schools, or even shortening 
the course, offers no immediate relief to 
our shortage. Many schools have added 
extra students during the last year. 
Many more can expand by a small per- 
centage with financial aid. This may 
help the hospitals to a small degree but 
is in no w r ay to be considered as even a 
partial solution of the impending total 
shortage of nursing personnel. 

In New York State there are about 56,- 
000 registered nurses in active practice. 
Of these, 30 per cent are in institutional 
sendee, i.e., regularly employed in hos- 
pital service. Another 6 per cent serve as 
technicians in anesthesia, x-ray, labora- 
tory, and similar services. About 8 per 
cent are employed in Public Health or 
industrial work. The remainder are on 
our various nursing and commercial reg- 
istries as special-duty nurses. This lat- 
ter division is our largest single group of 
nursing personnel available to be called 
upon to meet the shortage for both mili- 
tary and civilian needs. Even though a 
considerable number are unsuitable for 
institutional service, they still can render 
good home care service and relieve 
younger nurses for war duty. 

The use of special-duty nursing in most 
of our institutions and in the home can be 
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counties gathered together to hear Mrs. George 
B. Adams, state President. Mrs. Adams ad- 
dressed the group on the theme “Auxiliary 
Work in the State During War Times.” Forty- 
four members attended this meeting. 

Washington. Mrs. George B. Adams was the 
speaker and guest of honor at the spring luncheon 
held at the Queensbury Hotel, Glens Falls. Mrs. 
Irwin Decker, vice-president, presided in the 
absence of Mrs. Creevey. The May 19 meeting 
will be held at the home of Mrs. M. A. Rogers at 
Greenwich. 

Fulton, Montgomery, and our new county, 
Livingston, have been doing their bit. We 
appreciate their work and cooperation. 

The following poem was written by Mrs. (I. 
V.) Eudora R. Decker, Salem, New York. 
(Mrs. Decker is from Washington County.) 

IS IT WORTH IT? 

Is it worth it, 

When there’s so much stress and strife? 

Is it worth it, 

That for every doctor’s wife, 


Comes the clarion call to be, 
Helper of humanity, 
Grouped, and individually? 


Is it worth it? 

Is it worth it, 

When there’s so much else to do? 
Is it worth it, 

When the members are but few? 
Should we ever hesitate, 

Or consider, and debate, 
Whether it will compensate? 


Is it worth it? 

Is it worth it, 

When we stop and think that we 
Can accomplish 
through our own Auxiliary 
Aid for doctors everywhere, 

Thus their burdens come to share, 
Proving that we really care? 

Yes, It's worth it! 

— Eudora R. Decker 


DENTIST GOES TO PATIENT 

Late in 1940, the Division of Maternity, In- 
fancy, and Child Hygiene of the New York State 
Department of Health inaugurated a dental 
trailer service to provide dental health educa- 
tion and facilities for the correction of dental de- 
fects in preschool children in upstate areas which 
were without dental personnel. 

During 1941, the first full year in which the 
trailer has been in operation, dental clinics were 
conducted by the senior dentist in charge in six- 
teen townships of five counties. Completely fit- 
ted with the most modern dental equipment, the 
trailer has functioned in the following places: 
Hamilton County — Long Lake; Chautauqua 
County — Ripley, Ashville, Bemus Point; Living- 
ston County — York, Leicester, Groveland, 
Springwater, Ossian; Tompkins County — Lud- 
lowvifie, Dryden, Newfield, Slatersville Springs; 
Ulster County — East Kingston, Port Ewen, 
Phoenicia. 

In the course of the clinics, 296 children made 
1,682 visits to the trailer and 2,705 dental opera- 
tions were performed, including 207 extractions, 
1,684 fillings, 286 x-rays, 53 cement bases; 160 


anesthesias, 16 temporary dressings, and 299 
silver-nitrate treatments. Approximately 90 
per cent of the children attended the clinics until 
the necessary work had been completed. 

The dental service is rapidly becoming an im- 
portant feature of the established antepartum 
clinics and child health consultations. The 
main objectives of this program are education 
of the laity and professional groups, and pro- 
vision of dental care for expectant mothers and 
children of preschool age who cannot obtain 
such care for themselves. . . 

The educational program for nonprofessionat 
groups is carried out by lectures to organizations 
such as parent-teacher associations, mothers 
clubs, service clubs, school groups, and 4-rl 
clubs. The lectures are supplemented by moving 
pictures, models, and charts. Individual health 
talks are given to expectant mothers and to par- 
ents or guardians of preschool children who are 
examined by the dental hygienists. Professional 
education includes refresher courses in children s 
dentistry and institutes for public health nurses. 


ANALYSIS 

This happened some time ago, and in another 
city, so it’s no use trying to fill in names. Seems 
that two famous psychiatrists had come to town 
for a conference of physicians and were staying at 
the home of a doctor whom they had known in 
medical-school days. One of them was having a 
cocktail with his hostess when the other tottered 
in with the announcement that he had a terrible 
headache and would like to lie down before din- 
ner. After he had gone upstairs, the other 
psychiatrist said, confidentially, “Don’t worry 
about him. He’s always like this when he’s been 


wing off. You see, he made himself con 
cuous at the meeting today, and his guilt reac 
n has taken the form of a headache. » 
stess nevertheless went upstairs anu P® . 
o the darkened room of the ading psychiatrist 
ask if he needed aspirin or a cold clotn. ' 
I’m all right,” he said with a brsve smOe. 
ou go down and talk to him. He s i s > • 

need of wholesome diversion. Though I mu 
r” he added, “the poor chaps been acting 
re normal lately than I've seen 
Reprinted with permission from The A eu> 
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mode of economic thinking. Our econ- 
omy, because of this total war, is or should 
be dedicated to the production of an 
abrupt fall in the standard of living. This 
fact has been played down, by-passed, 
hinted at obliquely. As a result, it is our 
belief that many medical men in consid- 
ering the question of the maintenance of 
their dependents, should they be com- 
missioned for service, have thought in 
terms of the now nonexistent standard 
of civilian living. Dependents will not 
live from now on at the old level; they 
will do without many things; they will 
make many old things do or go without. 
Furthermore, they will do this cheerfully; 
they are Americans. 

We urge upon the readers of these pages 


some realistic thinking along these lines. 
There is a job to do. It must be done 
quickly. We feel that it will be done 
quickly, that medical men will do it, as 
they have always done it when their 
thinking on the subject of their prior ob- 
ligations has become clarified. 

They do not need to be told that al- 
ready the United States Navy has lost 
about 5,7 0 men, including 2,400 killed, 
2,300 missing, and 1,000 wounded — said 
to be more than the total naval casualties 
hitherto in the history of the Nation — to 
have impressed upon them the serious 
need for services such as only they can 
render. No physician worth the name 
takes his obligations lightly — either na- 
tional, professional, or personal. 


The Doctors’ Orchestra 


This Joor.yal conveys to the leader, 
Fritz Mahler, and to the several members 
of the Doctors’ Orchestra for their ex- 
ceptionally fine concert at the Annual 
Banquet on Tuesday evening, April 28, 
the appreciation of the Medical Society 
of the State of New York and of its dis- 
tinguished guests. 

The amazement expressed by Major 
General Lewis B. Hershey, in his address, 
that so many physicians could be found 
who would all consent to play the same 
piece of music at the same time is as 
nothing compared to ours that they 
should have done so with the finished 
skill and sympathetic interpretation which 
they exhibited. This is a very sincere 
tribute to the leadership of Fritz Mahler; 
for the discipline of his sections was ex- 
traordinary and especially noticeable in 
the many unison passages for the horns, 
c «hos, and violins. That some timidity 
characterized the performance of his 
"oodwind section is not really remark- 
a ble. It is to be found at times in the best 
of orchestras, in which, regrettably, may 
be noticed these “ill wood-winds that no- 
body blows good.” 

,. r ^ e “Overture” to Euryanthe of von 
\ eber was performed in a workmanlike 


manner and served admirably, without 
noticeable emotional content, as a warm- 
up. 

The Unfinished Symphony of Shubert 
was admirably performed. The difficult 
unison passages for cellos and brasses 
were well handled, with splendid body of 
tone and authority of execution. There 
was no compromise in the matter of to- 
nality, frequently the chief fault of non- 
professional as well as professional sym- 
phonic groups. Attacks were precise and 
incisive, and the antiphonal work of the 
various choirs left little to be desired. 
Especially commendable in this selection 
was the work of the first violin section and 
the violas. Tone production was smooth 
and of good quality, well sustained 
throughout. This writer has rarely lis- 
tened with more real enjoyment and es- 
thetic satisfaction to a performance of 
this difficult and gracious symphony. 

The “Marche Slave” of Tschaikowsky 
opened well. Cues were well integrated 
and a noticeable and commendable bril- 
liance of tone characterized the perform- 
ance, with noteworthy work by the 
brasses in ensemble but which wavered 
in the solo passages. Orchestral discipline 
was not so noticeable in this final work. 
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shown to be very largely a luxury service, 
especially after the first few days of acute 
illness. It may easily become a luxury 
to the patient and a waste of nursing per- 
sonnel, because the medical and nursing 
needs of the patient cease to be great 
enough to require the full time of one to 
three graduate trained nurses devoted en- 
tirely to a single individual’s care. Of 
course, it is nice for the patient, conven- 
ient for the doctor, and many patients 
accept the service whether they or the 
family can afford it or not. 

There are several ways in which we as 
physicians, the hospitals, and communi- 
ties can anticipate the possible declaration 
of special-duty nursing as a luxury by the 
government and even adjust ourselves to 
such a change before it happens. 

Physicians in their offices frequently 
use graduate nurses as secretaries and for 
other duties in which their nursing training 
is partially or wholly wasted. Institu- 
tions do likewise in their admitting and 
other services. 

We might urge that married nurses, 
who constitute about 40 per cent of the 
entire graduate group, be used in the 
Army, especially for duty in the camps in 
the U. S. A. 

In institutions, we could give the pa- 


tient more bedside nursing if our doctors 
doing research or prescribing complicated 
technics would cooperate, through sim- 
plification of procedures, and curtail some 
of the less necessary research until after 
the duration of the war. 

Physicians should use graduate nurses 
in home nursing, and, where technical 
skill is called for and a practical nurse 
would not suffice, they should advise 
their patients to conserve on nursing if 
practical so as to free as large a group for 
war service as possible. 

There is no need to reduce the stand- 
ards of'nursing education or the require- 
ments of bedside patient care if we will 
but streamline the service to necessities 
and trim away some of the nonessentials 
we have built up in the time of plenty- 
now past for the present at least. 

Only through the utmost cooperation 
among the medical, hospital, and nursing 
groups of the community can we stretch 
our existing supply of nurses and solve 
this problem as it should be solved; viz., 
by those who know the needs locally, not 
by some over-all agency. Talk won’t do 
it. Let’s have some action, both local and 
state. Our state organizations should 
join together and begin a militant cam- 
paign at once. 


Dependents 


The impending necessity for many 
physicians to enter the armed services 
raises the question of the maintenance of 
dependents. Numbers of medical men 
do not view the pay and allowances of 
army service in the lower officer grades as 
adequate to maintain themselves and to 
provide support for those dependent 
upon them. This, of course, is a matter 
which varies in each individual case, and 
must be considered apart from other fac- 
tors which might becloud the issue. 

Most of the medical men under and 
over forty years of age have lived in this 
country in an economy which has fla- 
grantly boasted of a high standard of liv- 
ing. It has been drummed into them that 
this was “The American Way of Life.” 


Particularly during the last twelve years, 
the ingenuity of the leaders of political 
and economic thought has been exercised 
in heroic efforts to raise this standard. 
It is therefore not at all surprising that at 
the present time when many physicians 
are revolving in their minds the problems 
related to the maintenance of their de- 
pendents that they think in the terms m 
which they have been educated to think 
by every means at hand the press, t e 
radio, the forum, the pump priming, the 
expanded public works program, and the 


rial gains.” 

, has not yet penetrated to the coi- 
rsness of many people that the to a 
in which we presently find ourselves 
iged requires a radical reversal in our 



SOCIAL ASPECT OF HEART DISEASE IN INDUSTRY 

F. Howard Westcott, M.D., F.A.C.P., New York City 


T HE financial liability incurred in the em- 
ployment of an individual with a heart con- 
dition is important to institutions maintain- 
ing a disability payment and insurance plan. 
No satisfactory statistical data are available 
for determining the work expectancy in this 
condition, as compared with the data upon 
which life expectancy in heart condition is 
computed by life insurance companies. Dur- 
ing the past nineteen years, an accurate medi- 
cal and financial record has been kept by the 
New York Times Medical Department* on 
564 individuals who have heart disease. 

Prom the data accumulated in these files, 
the material relating to all individuals having 
a basic heart history or lesion on record, as 
well as to those that have acquired heart symp- 
toms during their employment, has been 
selected for analysis and comparison with data 
on individuals of other groups as controls. 

The objects of the present study are: 

1- To determine what assistance we as 
physicians can give to the prospective em- 
ployee who has potential or real heart disease, 
in choosing a type of work suitable for his 
physical future. 

2. To learn how soon these employees are 
rendered unfit for work by heart disease, if 
they can be employed only at work they are 
Physically incapable of doing over the normal 
span of working years. 

”• To set up a system whereby all can be 
gainfully employed, irrespective of physical 
condition, in types of work least harmful to 
any existing heart lesions. 

L To obtain reliable figures on our ex- 
perience, so that employers of large groups 
i. ma ^ e P ro P er financial allowance for dis- 
ability due to heart disease, particularly in in- 
stitutions where physical examinations are not 
required or where workers must be accepted 
under labor codes, irrespective of the physi- 
cian s physical findings and advice, 
o. To determine whether it would be best, 
°I Eerv ing all concerned, to coordinate our 
e orts with those of the individual, the em- 
ployer, th e employees’ self-chosen protective 


the Department was organised in 1921 after 

a K iaa ° ! disability payments for the 
tion r.F.Uf t; ‘ c New York Times. A physical examina- 
blatorv fiL? »cant* for employment was adopted, and a 

<to PlS'mt-nt° n k a u new , empIoye€S * from tte *f at ? 
of nreviSSJ* haa keen kept up to date. Medical histories 
Wen r y ec >ployed members of the organization have 
1321 tpe ^ ate °f their first reported ilines3 after 

op to the present time. 


organization, or of a combination of these 
units. 

A previous study of a 12-year period 1 re- 
vealed that 75 per cent of all time loss was due 
to illness, as compared with 25 per cent due to 
accidents. A total of 8 per cent of this dis- 
ability was due to heart disease. 

Many persons who were known, either by 
history or physical signs, to have some predis- 
position to cardiac conditions were employed 
and given class D or C ratings. All normal 
persons were rated as class A or B. 

Among 919 of our workers who were em- 
ployed before medical examinations were re- 
quired, 200 have reported to the Medical 
Department, or have presented medical cer- 
tificates from their family physicians, with 
diagnoses of cardiovascular disease between 
1921 and 1940. In 1939 the average length 
of employment of the workers was 22 years 
and their average age 62 years. Of these 200 
persons who are known to have had symptoms 
of heart disease, 67, or 34 per cent, have lost 
no time up to this writing because of those 
symptoms. The remaining 133, or 66 per 
cent, have lost a total of 16,597 dayB because 
of cardiac or some directly related illness. 
Computed on the basis of an average salary of 
S7.00 a day, this amounts to a loss of $116,179, 
or an average of S873.52 for each cardiac los- 
ing time. This means a liability of S580.89 
for each cardiac irrespective of lost time, and 
S126.41 for each employee hired without ex- 
amination over a period of 19 years. 

At the present writing, these 200 employees 
are distributed as follows: 99, or 50 per cent, 
are still employed with us and are working; 
39, or 19 per cent, are not working (32 having 
been pensioned because of age or disability, 
and 7 being no longer employed with us for 
various individual reasons other than health); 
12, or 6 per cent, have died from known heart 
disease while 8, or 4 per cent, have died from 
other diseases and 42, or 21 per cent, of un- 
known causes, making a total of 62 deaths. 

During the same 19-year period, we have 
examined 2,719 applicants for employment, 
classified as follows: 

Group A: 619 having normal history and 
physical findings. 

Group B: 1,454 having normal history, but 
minor physical defects easily correctable — 
i.e., diseased tonsils, dental caries, etc. 
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EDITORIAL 
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Nevertheless the body of tone was ad- 
mirable, and the foe and spirit with 
which it was played more than made up 
for the few technical faults. 

Medicine and music are inseparable. 
The physicians of the State of New York 
should be proud to have such an organi- 
zation as the Doctors’ Orchestra to rep- 


resent them. We feel certain that the 
spirit of Borodin, of Bach, and the in- 
comparable Peter Ilyitch will bless the 
devoted labors of this organization. This 
Journal solicits in behalf of this fine 
orchestra the continuing interest and 
appreciation of the medical profession in 
the State of New York. 


Recent Legislative Enactments 


The 1942 Legislature, which adjourned 
on Friday, April 24, enacted several very 
important measures which will be of par- 
ticular benefit to the public and to the 
medical profession, and at the same time 
it maintained a record of years’ standing 
in defeating a number of attempts to 
lower the quality of medical care to which 
the State is accustomed. 

Among the bills that have been left for 
the Governor’s approval is an amendment 
to the Medical Practice Act affecting the 
Grievance Committee. The Committee, 
composed of nine physicians and one 
osteopath, has fully realized the hopes of 
the framers of the Act in the fifteen years 
since its passage, but later amendments 
to the law have unexpectedly extended its 
responsibilities so that it has become nec- 
essary to modify certain of the law’s 
provisions. For final action on any case 
the law now requires that each of the ten 
members be present and voting at the 
time. 

Since these are all busy men, it has 
been found difficult to hold meetings 
where all ten can be present; hence an 
amendment was prepared last year at 
the suggestion of the members of the 
Grievance Committee and endorsed by 
the Regents, which provided that final 
action might be taken when two-thirds of 
the members are present. To offset any 
remote possibility of unfairness, the bill 
which passed the Legislature this year pro- 


vides that the evidence in each case shall 
be taken initially by a subcommittee of 
three who shall agree unanimously upon 
the report submitted to the entire Com- 
mittee. 

Two other important bills that have 
been submitted to the Governor for his 
approval are an outcome of the investiga- 
tion made by the Commission appointed 
by the Governor to inquire into irregular 
practices in Brooklyn. They amend the 
Education Law and the Penal Law so as 
to give law enforcement officers a better 
opportunity to discover and convict 
abortionists. 

The principal threat to the educational 
standards of medical care, which protect 
the public, lay in the chiropractic bill, 
which was effectively defeated. 

It is with considerable satisfaction that 
we report the foregoing facts. In sue i 
times as these, increasing demands upon 
the medical profession and the turbulence 
associated with profound economic re- 
versals warrant a more than usual aware- 
ness and careful watchfulness, especia y 
with regard to the maintenance of t ie 
educational standards of the me icn 
profession of the State. It is to be nope 
that the inevitable drop in the standan o 
living consequent upon the prosecution o 
the war will not affect the high standards 
of thinking which have always been e 
rock of security upon which the medi- 
cal profession has built. 


| Buy U. S. Defense Savings Bonds 
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TABLE 2 — Caspiac Sum ey of Pbe-Examinup Employees, 1921-1939 


lo of Emploj- 
?es According 
to Medical 

Total Years of 

No of Employees 
Who Have 

Lost No Lost 

Rating 

Employment 

Time 

Time 

\ rating 

238, av. 12»/jyrs 

(74%) 

(26%) 

19 

per person 

14 

5 

B rating 

1,133, av. 10 yrs. 

(63%) 

(37%) 

114 

per person 

72 

42 

Crating 

1,302, av. 9 yra 

(88%) 

(14%) 

145 

per person 

123 

22 

D rating 

315, av. 3 Vs yrs. 

(98%) 

(2%) 

86 

per person 

84 

2 


Total 

Time 

Lost 

(Days) 

No 

Working 

of Emplo>ees 

Remoi ed Died 

Coat per Man 
on A\erage- 
Salary Basis 
(57 00 a Day) 

106 

(69%) 

13 

(26%) 

5 

(5%) 

1 

S 39 05 

3,911 

(59%) 

68 

(24%) 

27 

(17%) 

19 

S240.I0 

1,684 

(63%) 

92 

(27%) 

38 

{ R-37 } 

(10%) 

15 

S 81.29 

900 

(27%) 

23 

(87%) 

38* 

(6%) 

5 

$ 73.25 


* Removed 14 [ P = Pensioned ) 

Never employed 43 l R ~ Removed j 

Failed to complete examination 1 


rule, we had willing cooperation from all con- 
cerned, because of our attitude of keeping the 
family physicians informed of our findings and 
of encouraging our employees to visit the lat- 
ter whenever we felt that medical attention 
was needed. 

The following table shows the distribution 
of the types of heart disease found among all 
employees who w T ere adequately enough ob- 
served to permit making diagnoses with assur- 
ance. Clinical histories, repeated physical 
examinations, and electrocardiographic trac- 
ings were made in the Medical Department 
whenever indicated. 


TABLE 3. — DiBTBimmoN and Classification or 
oirduc Diseases Qccobbino Among Emplofees 
1321-1939 


Diagnosis 
l Rheumatic endocarditis 
with mitral insufficiency, 

<> nutral stenosis, etc, 

~ itneumatic myocarditis 
” Arteriosclerosis with or 
, r* WIt hout hypertension 

1 «>pertension, essential 
j> coronary sclerosis 

2 Y oroQ ary thrombosis 
Angina of effort (pectoris or 

spasm) 

-Myocarditis, chronic, with 
or without decompensa- 
tion 

a Auricular fibrillation second- 
ary to 

rheumatic myocarditis 
in t * thyrotoxicosis 
JV ituetic heart disease 

unclassified heart disease 
Total cases 


As a Primary 4s a Coi 
Condition piicatio 


11 


_2 

66 


Of these 66 cardiacs, 32 died up to 1939, and 
were pensioned because their cardiac condi- 
>°n incapacitated them; 21 of them are still 
working, and as far as we can tell are well com- 
au< ^ one ‘ s ^owm to be decompen- 
sate “ at this writing. The remaining 5 are 


apparently alive but their condition is not 
known to us. The aveiage age of onset of 
symptoms in these 66 patients was 54 years, 
and they were able to work an average of 6 
years after the discovery of their symptoms. 
The deaths occurred on an average of 5 years 
after discovery of heart trouble. 

Conclusions 

1. Illness accounts for 75 per cent of lost 
time in a large commercial organization, as 
compared to 25 per cent lost by reason of in- 
juries. About 8 per cent of total time loss is 
due to cardiovascular disease. 

2. The amount of time lost for cardiac 
disease is greatest in the case of the unexam- 
ined and unselected employees and least in the 
case of those employed as group A risks. 

3. The percentage of cardiacs losing time 
is smallest in the D group — those not covered 
by disability — and highest among the older 
employees entitled to all disability benefits. 

4. Chronic myocarditis with decompensa- 
tion and arteriosclerotic cardiovascular disease 
constitute at least 50 per cent of all cardiac 
disability. 

5. By selective physical employment and a 
graded sick benefit plan, those employees liable 
to lose time because of heart disease other than 
from acute accidents, can be segregated and 
given gainful work of a type in which further 
damage to a diseased heart is avoided. Such 
a plan of employment eliminates the danger of 
setting up a social and economic inequality in 
the case of certain applicants. 

130 East 67th Street 

References 

1 R Franklin Carter, MD, F. Howard We3tcott, 
M D , and A W Allen, MD NY. State J. Med. 37: 
162 (No 2) (Jan 15), 1937 



956 


F. HOWARD WESTCOTT 


[N. Y. State J. M. 


TABLE 1. — Cardiac Survey of Employees Hired Without Physical Examination, 1921-1939 


No. of Employ- 

No. of Employees 

Total 


Cost per Man 

ees According 

Who Have 

Time 

No. of Employees 

on Average- 

to Medical Total Years of 

Lost No 

Lost 

Lost 

(Including Pensioned) 

Salary Basis 

Rating Employment 

Time 

Time 

(Days) 

Working Removed Died 

($7.00 a Day) 

200 4,451, av. 22 yrs. 

per person 

(34%) 

67 

(66%) 

133 

16,597 

(50%) (19%) (31%) 

99 39 62 

(P-32) 

IR-7 1 

5580.89 


Group C: 422 physically able to work, but 
having some physical defect not impairing 
health and not easily corrected — i.e., de- 
formities, old injuries, poor hearing, etc. 

Group D: 224 rejected for employment be- 
cause of physical defects or histories of con- 
ditions which caused them to be risks. 

In groups A and B, the average time lost for 
all medical illness was very low, and the per- 
centage of time lost for cardiac disease was due 
to those unavoidable emergency cardiac fail- 
ures or heart attacks unpredictable by either 
physical examination or recent history. 

Out of the total of 619 employees with A 
ratings, only 19 have reported to us with any 
cardiac symptoms or medical certificates im 
cheating that they had been ill with any re- 
lated disease. Of these 19 only 5, or 26 per 
cent, have lost a total of 106 days, at a cost of 
less than $1.20 a year per man for the total 
group. This represents a negligible amount 
and cannot be reduced by any improved meth- 
ods of diagnosis or pre-employment exami- 
nation. 

Of the 1,454 group B employees examined, 
114 were found to have heart ailments. Of 
these, 72, or 63 per cent, lost no time; 42, or 
37 per cent, lost a total of 3,911 days because 
of heart ailments. The average length of em- 
ployment in this group was 10 years, and the 
cost per man for the whole group amounted to 


S18.82 a year. 

Among the 422 group C employees, 145 were 
employed with histories of rheumatic fever or 
other heart-damaging childhood disease, or 
with known cardiac abnormalities, such as a 
heart murmur, irregularity of rate or rhythm, 
and elevated blood pressure above the high 
normal. The average length of employment 
for this group is 9 years, and their average age 
in 1939 was 59 years. One hundred and 
twenty-three, or 86 per cent, have lost no time 
because of heart trouble, and the remaining 14 
per cent have lost 1,684 days because of car- 
diac or directly related conditions, at a cost of 
$11 788 This makes average cost for the 
.roups as follows: (1) S579.81 for each car- 
diac losing time; (2) S143.55 for each cardiac 
employed irrespective of loss of tune, (3) 
$27.88 for each C-rated employee per year. 


During this 19-year period the average car- 
diac with C rating worked for 4 years after his 
first heart-disabling illness. (Deaths are too 
few to be of any statistical value.) At the 
present time 92, or 63 per cent, of these car- 
diacs are still working, and 37, or 26 per cent, 
have been removed for causes other than 
health (average turnover probably accounts 
for this loss of employees). Fifteen, or 10 per 
cent, have died; 7, or 5 per cent, of these were 
cardiac deaths directly associated with the 
loss of time. 

The D cases present a different type of 
study, because they were all poor risks to begin 
with, or became D cases because of illness 
which caused them to use up all their disability 
pay. Employees are given this rating for any 
one or more of the conditions listed previously 
as “causes for rejections.” 1 

During this 19-year period, 224 employees 
were so classified, and 86 of these have been 
considered as having some cardiac disability. 
These 86 have worked an average of 3 /• 
years to date, and only 2 per cent have lost 
any time because of the heart conditions. 
This very low morbidity rate is difficult to ex- 
plain on a scientific basis, but economically 
the answer is evident. It has been our o 
servation that, under our present system o 
sick benefit payment, many days are lost lor 
minor illnesses or conditions, which under a 
nonpayment system would not be lost. ' 
group should, according to their histories an 
our physical findings, have had a much higher 
percentage of time lost than the A, , °r 
groups. The one great difference lies in th 
matter of compensation. The latter. gro F • 
being entitled to sick benefit, are quicker t 
stay away, while the D cases, being not so 
fortunate, work in spite of minor health dis 

^ThlTproblem of making a correct diagnosis 
in heart disease is difficult m any group*** 
a fair percentage of patients are n 
the examining physician until aft er then 
episode. Our best methods of check \ 6 \ 
through direct contact with the f am y P 

cians, S by way of .«*<“ 1 "£ JS 
phone conversations, or throu 0 3 

service from the Medical Department. 
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Hg. 1. Schematic drawing to show how foot 
rotates internally arid externally under talus be- 
tween normal positions of varus and valgus heel. 


impression. Some authors have reported 
areas of blood blisters or hemorrhage in the 
tissues of the feet at the site of contracture. 

Principles of Correction 

The principle which underlies the correc- 
tlon ^ deformities is, in brief, a slow 
stretching of the contracted tissues in the line 
o normal joint motion. The deformed sec- 
ion of the foot is pulled away from its bent 
position, carried well past the neutral mid- 
jornt position, and pulled around to the oppo- 
S1 e ra, t °f the joint motion into a position of 
overcorrection. There it is held for a long 
period of time, usually three months, until the 
oo has had some opportunity to grow and 
, er nullify- the effect of the contracture 
which causes the deformity. 

t is a property of all fibrous tissue to con- 
raet upon itself unless it is stretched. But 
t r ? chm S the part to its full limit of motion 
ace a day will usually prevent recurrence of 
n y contracture. This contracture area, 
ow ever, does not stretch with growth as well 
tissues. As the foot continues to 
.i ,?* u® n gth, there is a definite tendency for 

: n , * segment of the foot to swing back 

lts .°*d deformed position. This tends to 
chihf. "l! 1 eac * 1 Period of rapid growth in the 
j ^erefore the foot must be stretched 
ri I,« r years. _ If this stretching regimen is 
?! religiously by the mother, it is rare 
nr m .? rmityreour - The corrective shoes 
out .* or . ^e child are an aid in carrying 
13 Prmciple, and they hold the foot in a 
neutral'* w hich is slightly corrected past the 

ve Sr iVe c P rrec ri° a of the feet in these 
as ■ ^ oun '; children is not done as much now 
been „ previ0 P 3 years. The results have not 
stretnV ^ 00< l "'ith the slower plaster-cast 
S* It is true that when an untreated 


clubfoot is seen in an older child, an operation 
may be necessary, but in general it may be 
stated that a child seen at birth and treated 
immediately should not have to expect sur- 
gery. 

In the plaster-cast treatment of clubfoot, 
the varus deformity is usually easily removed. 
So is forefoot adduction and the cavus ele- 
ment. But the equinus contracture as a rule 
will either come out immediately or will cause 
a lot of trouble. If the wedging and stretch- 
ing to correct equinus is done in a faulty axis, 
not in the line of normal joint motion, the 
ligaments may give way in the process before 
the equinus is removed and a "rocker foot" 
will result. Then it is almost impossible to 
remove the equinus without surgery. There- 
fore, when correction of the equinus is con- 
templated, the axis of stretching must be 
considered with more than usual care. 

The forefoot adduction lends itself easily 
to correction, but to maintain this corrected 
position is another story. The foot must be 
constantly observed through the growth 
period, and frequently the x-rays will show 
more recurrence than can be seen by clinical 
examination. 

Roentgenograms 

Roentgenograms are important in the treat- 
ment of foot deformities. In any obvious de- 
formity, they should be taken as a matter of 
record for future reference as the treatment 
progresses. In mild deformities, which rep- 
resent only a “tendency” clinically, the roent- 
genogram may show considerable actual 
change present. Many feet appear corrected 
clinically, but are seen to be insuifieiently 
corrected when the roentgenograms show the 
true state of affairs. 

The salient points to observe in the antero- 
posterior roentgenograms are (1) the angle 
the talus makes with the calcaneus in the 
anteroposterior view, and (2) the position of 
the forefoot on the heel. 

The anteroposterior view measures the 
rotation of the foot under the talus. The 
talus is the fixed point, since it is held immo- 
bile in the ankle mortise. Therefore, if the 
calcaneus makes a severe angle with the talus, 
it is rotated under it. It may be rotated 
either internally to produce a varus foot or 
externally to produce a valgus foot. Tins 
anteroposterior view also shows the degree of 
forefoot adduction or forefoot abduction on 
the calcaneus. Normally, the long axis of the 
calcaneus points down the fifth metatarsal. 

If the films show the metatarsals deviating 



THE MANAGEMENT OF FOOT DEFORMITIES IN THE NEWBORN 

Frederick R. Thompson, M.D., Sc.D., New York City 


T HE foot of a normal newborn infant is ex- 
tremely flexible in all directions and pre- 
sents a wide excursion of motion. It can be 
swung into such extreme valgus that the toes 
touch the lateral surface of the tibia, or into 
such varus that it looks like a severe clubfoot. 

A deformity of the foot in the newborn is 
essentially a contracture, holding a section of 
the foot in a position which is a part of its usual 
range of normal motion. The diagnosis of a 
deformity, then, is made when the foot can- 
not be passively corrected with the examining 
hand past the neutral foot position into over- 
correction. If the contracture is on the me- 
dial side of the foot, the deformity is a meta- 
tarsus adductus. If it occurs more extensively 
on the medial side and farther posteriorly, it is 
an equino-cavo-varus clubfoot. If it is on the 
lateral side of the foot, a valgus deformity will 
result, and if this deformity is severe, it will 
produce the rare “plan tar-flexed talus.'' 

Foot Mechanics 

Knowledge of the normal motions of the 
foot is essential to the understanding of these 
deformities and their correction. It is best to 
consider the foot as two main units, the fore- 
foot and the rear foot. For practical reasons, 
the talus (astragalus) should not be considered 
as forming a part of either unit of the foot. It 
belongs to the leg from the ankle upward, the 
talo-tibio-fibula unit, and it forms the base of 
the platform on which the body weight teeters 
on the unstable movable foot. The talus is 
held in the ankle mortise and is prohibited 
from any lateral motion. The only contrac- 
ture of which it can become a part is dorsi- 
flexion and plantar flexion, a simple antero- 
posterior motion. All true motions of the 
foot proper take place below it, in the subtalar 
joint, or distal to it in the tarsal and metatar- 
sal joints. 

The varus and valgus motion is done just 
below the talus in the subtalar joint, and this 
is really a rotary motion of the calcaneus under 
the talus instead of a simple tilting or rocking 
motion, as we are so often inclined to think it. 
Thus it is impossible to make a varus heel 
without rotating the whole foot under the 
talus. It is equally impossible to make a val- 
gus heel without externally rotating the foot 

From the Orthopedic Service, St. Puke’s Hospitai, 
New York City. 


under the talus. This important point is uti- 
lized in the plaster-cast correction of the club- 
foot deformities. The correction lies in pull- 
ing the foot from one extreme of rotation to an 
overcorrected position near the opposite ex- 
treme of rotation. 

The normal motion of the forefoot on the 
rear foot takes place through the tarsal joints. 
Although this motion in an adult is compara- 
tively small, in a child the range of excursion 
is considerable. There is an anteroposterior 
motion allowing dorsiflexion and plantar flex- 
ion, a side-to-side motion allowing forefoot 
adduction and forefoot abduction, and a ro- 
tary motion allowing supination and prona- 
tion. These motions take place even though 
the heel or calcaneus is held fixed and immobile 
in the examining hand, and the forefoot is said 
therefore to be adducted or abducted, as the 
ease may be, on the heel. If a contracture 
occurs on the medial side of the tarsal region, 
it can cause an adducted forefoot on the heel, 
with the heel moving freely under the talus 
into a varus or valgus position. This is the 
typical metatarsus adductus deformity. 
With this adduction there is usually some 
supination, so that the deformity is usually 
called a metatarsus varus. 


Etiology 

The etiology of these deformities is difficult 
to state with any degree of accuracy. He- 
redity plays some role, particularlyin the club- 
foot group. Congenital sypliilis has been re- 
sponsible in some of the eases. Browne feels 
that the deformities can best be explained by 
a disturbance of the hydrodynamics of the 
amniotie fluid. He believes that the increased 
intra-uterine pressure can force the feet of the 
embryo with such pressure against some part 
of the child’s body that essential changes occur 
in the tissue at the contact sites. I he em- 
bryo’s feet are bent normally into such posi- 
tions in the uterus that they simulate tie 
typical deformities which we see at birth, 
is entirely possible that excessive pressure can 
muse what amount to pressure sores at me 
irea of contact, and when these heal the re- 
sulting scarring holds the foot in the cie orme 
josition. When the feet have been pressed 
igainst the skull and face, the mden >9 * 
ire sometimes deep and cause permanen 
ortion of the areas which received the loot 
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Fig. 3. Fig. 4. 

Fig. 3. Right foot normal. Left foot is clubfoot, with both forefoot adduction and internal rotation 

of calcaneus under talus. 

Fig. 4. Same left foot as in Fig. 3, after plaster-cast correction. Notice how both talocalcaneal 
.ingle and forefoot adduction have been corrected. 


ten days. This allows but one wedging to each 
east applied. But it is much safer from the 
standpoint of pressure sores. 

When the foot has been swung out far 
enough into external rotation under the talus, 
as determined by roentgenogram, the equinus 
is corrected. To do this the foot is allowed to 
siring back to neutral position clinically and a 
new plaster boot is applied, with the talus 
resting squarely on the calcaneus. If the 
equinus is corrected with the foot in marked 
valgus, the talar neck is supported only by the 
sling ligament (inferior calcaneonavicular 
igament) and this ligament may stretch before 
,e kdus can be forced into dorsiflexion. This 
■ in a plantar-flexed talus flat-foot, 

a WK ^ com Pii ea rion to correct subsequently. 

When the equinus has been removed, a new 
Plaster boot is applied, holding the foot in 
orsiflexion and in external rotation under the 
• Fhis is a "retaining” plaster cast. It 
13 c ~ n Sed only when the foot grows and the 
cast becomes constricting. It is planned to 
®aintaLn this cast for three months after the 
e of ful] correction. This is sufficient time 
or he contracture to be well stretched out, 
aa for the foot to have grown a little in an 
'ercorrected position. At the end of three 
ini ^ cast is removed and the mother is 
rueted how to stretch the foot to its full 
Pillion of overcorrection, twice daily. This 
- e ching must be done in three ways. (1) 
nm [ a ? m ^ a ' n the valgus position, the foot 
t be externally rotated under the talus 


by pressure on the first metatarsal shaft while 
a countertwisting motion is made by grasp- 
ing the tibia and fibula. (2) The correction 
of the forefoot adduction must be maintained 
by pressure on the first metatarsal shaft and 
the big toes while counterpressure is made 
with a grip on the heel, in this manner levering 
the foot over the calcaneocuboid joint. (3) 
The correction of the equinus must be main- 
tained by stretching the foot into dorisflexion 
with the knee fully extended, since a flexed 
knee relaxes the gastrocnemius element of the 
calf. 

As soon as the baby is able to walk, “fore- 
foot abduction” shoes are prescribed. These 
are shoes which have the distal half of the fore- 
foot in some abduction on the heel. They 
simply serve to maintain correction of the 
forefoot, since this is the clinical phase which 
recurs most quickly. The outer half of the 
forefoot may have a sole wedge of Ve inch ap- 
plied by the cobbler, and the outer half of the 
heel should always be wedged Vis inch for the 
succeeding three years of life. This wedging 
tends to maintain the foot swung out into ex- 
ternal rotation under the talus, and weight- 
bearing therefore tends to correct the recur- 
rent tendency with each step the child takes. 

2. Metatarsus Varus . — The treatment of 
this deformity is best done with plaster 
wedgings even in mild cases. This method is 
easy and sure, and requires much less effort 
than instructing the mother in manual stretch- 
ing, only to have the deformity recur as the 
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inward, but the talocalcaneal position essen- 
tially normal, then a metatarsus adductus is 
present. If the metatarsal bones tend to 
overlap one another, then there is a supina- 
tion of the forefoot on the heel to produce a 
true metatarsus varus. This is always asso- 
ciated with adduction of the metatarsals on 
the heel. 

The salient points to observe in the lateral 
views are (1) the position of the calcaneus, 
to give the measure of equinus in a clubfoot, 
and (2) the position of the talus in valgus 
flat feet, to determine whether or not a 
plantar-flexed talus exists. A calcaneoval- 
gus flat foot is easily corrected, but the same 
foot showing a turned-down talus in the 
roentgenogram requires special and prolonged 
treatment. 


Treatment 


1 . Clubfoot . — Treatment of foot deformities 
yields the best results when done as soon as 
possible after the child is born. At St. Luke’s 
Hospital, we are fortunate in being called to 
see newborn infants with foot deformities 
shortly after they are born. I have applied a 
cast to a baby only five hours old. On the 
average, however, the first day or two of life 
is the optimum time to begin correction. Not 
only is treatment easy then, but the foot has a 
chance to grow in the corrected position and 
tends to hold its correction. 

The method used on these children is as 
follows. First, the child’s leg, from the toes 
to midthigh, is painted with compound tinc- 
ture of benzoin. This serves two purposes: 


it protects the skin, and it affords a good 
sticky base on which the padding is not prone 
to slip. A thin sheet of felt is cut to encircle 
the foot and leg as high as the knee. This is 
held in place with adhesive and maintains its 
position well on the sticky base of benzoin. 
Plaster is applied over this felt with the foot 
held in equinus, and as the plaster hardens 
the foot is pulled into as much correction as 
possible. The plaster covers the toes, be- 
cause the toes are frequently in varus too, and 
must be swung outward with the forefoot. If 
the plaster stops short of the toes, an ugly 
varus toe deformity results after wedgings. On 
the other hand, by stopping short the level 
of the plaster below the knee during this stage, 
one can see how much true correction is ob- 
tained through the foot itself. If the plaster 
is put above the knee at first, one is 
fooled by the rotation of the tibia on the femur 
through the knee joint. The foot correction 
is made by pushing on the medial side of the 



Fig. 2. Left clubfoot. Right foot normal. 
In clubfoot deformity there is forefoot adduction 
plus rotation of calcaneus under talus. 


first metatarsal shaft and head, so that the 
foot swings into external rotation under the 
talus. Counterpressure is made on the side of 
the fibula shaft and not at the ankle. Pres- 
sure areas are not apt to develop over such a 
large flat area as the fibula shaft. 

When this plaster hardens the cast is ex- 
tended up above the flexed knee to the mid- 
thigh. This causes no strain on the knee. 
The thigh is included in the plaster because the 
infant is less likely to kick his feet about and 
so dislodge the plaster or badly scratch up his 


ther normal foot. . 

In five days the foot is wedged farther into 
xternal rotation under the talus. . This is done 
y cutting a wedge out of the plaster down o 
ie felt and pulling the foot still further m o 
eternal rotation under the talus. There are 
■veral ways of cutting these wedges to swing 
ie foot around. We are very partial to the 
lethod of Kite, because it has the advantage 
: completely correcting the forefoot adduc- 
on, and, in so doing, corrects the internal r - 
ttion of the foot under the talus. In congeni- 
tl clubfoot, the forefoot adduction is co - 
ated first. In doing this there is considerabl 
irrection of the varus (or internal rotahon 
ider the talus) which takes p ace at the a 
me. For the foot is so small, and the cas 
:ven a snug one) so loose, that ther 
derable play of the correcting force thr » 

1 the joints below the talus. As a rule, J 
ie time the forefoot adduction has been i 
cted, the whole foot has rotated considerably 
ider the talus. This rotation mus ^be com 
eted, until, by roentgenographic exannn 
3 n, the desired angle of the tato and cal 
.neus has been achieved. In J J. 
tby, the foot grows so quickly that 
ete change of plaster is indicated usually 
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Fig. 7. Fig. 8. 

Fig. 7. If talus overlaps calcaneus as in right foot, calcaneovalgus foot will develop into severe 
deformity. Normal relationship is present rn left foot. _ _ 

Fig. 8. Baby’s calcaneovalgus foot, as in Fig. 7, will develop into this type of foot. This is plantar- 

flexed talus foot. 

tice of the obstetrician’s tying a string around later date. The operation of choice is an 
the extra toe is not always a good one, unless arthrodesis of the proximal interphalangeal 
the toe is a mere nubbin attached by a skin joint in full extension, 
pedicle to the foot. It is better to wait a few The congenital hammer toes of the fifth 
days, radiograph the foot, and then excise the toes are treated conservatively by the same 
toe with a scalpel, being careful not to damage stretching procedures as are the second toes, 
the abductor to the toe. The prognosis in They will need surgery at a later age, and the 
these feet is excellent. The complication to procedure of choice here is a plastic operation 
be watched for in after years is the presence of and not amputation. 

a prominent head of the fifth metatarsal, which 5. Calcaneovalgus Feet. This is most fre- 
ean cause trouble by reason of shoe pressure, quently the position in which the child’s feet 
This may need exostosectomy at a later date, are found at birth. A quick examination will 
A Hammer Toes . — In the newborn infant, show whether they will passively reduce be- 
hammer toe of the second toe is rarely no- yond the neutral position to inversion. If 
ficed. It tends to become apparent in subse- they do this, then no further care is required, 

quent months as the child grows. But at Many, however, cannot be placed even in the 

birth the contracture is so slight that it is neutral position. They are held semingidly 

rarely observed. The treatment lies in pre- in valgus and tend to he along the lateral sur- 

veating a permanent contracture from de- face of the tibia in marked dorsiflexion as well, 
veloping. These should all have roentgenograms to de- 

This is done by stretching the toe to its full termme one essential point, namely , whether 
range of motion daily. The distal two inter- or not the talus is plantar-flexed in the ankle 
Phalangeal joints must be stretched to full ex- mortise. If the talus is turned downward, 
tension so that they are in a straight line on then there is present a rare and serious form of 
the proximal phalanx. But the metatarso- congenital calcaneovalgus foot, a “plantar- 
phalangeal joint must be stretched into full flexed talus” foot. The child should be placed 
jteaon of 90 degrees on the metatarsal shaft, in the hands of an orthopaedic surgeon, for the 
his twice daily stretching of the toe will pre- treatment will be difficult, long, and tedious. 
v ent the formation of a typical hammer-toe These feet are rarely seen, but they can be 
contracture, and it does away with the nui- helped if properly handled. If left untreated, 
sance of constantly applying and fitting splints they develop into a serious deformity which 
o the toe. The toe is too small to make splint the French call “pied en piolet” or pickax 
treatment practical. foot. Although the mild type of this deform- 

Tbe stretching, however, merely prevents ity can be treated with wedging plaster caste, 
? bnnamer-toe contracture from forming, and most cases come to surgery, and some form of 
't Prevents the development of painful dorsal surgery should be done early. 
co ms from shoe pressure. But it does not If the roentgenograms show that the talus 
cu f e fte underlying muscle imbalance which is not plantar-flexed to overlap the calcaneus, 
Primarily is responsible. This toe is a con- then the foot can be easily corrected. The 
pnt nuisance as the child becomes older and method of choice is to massage and stretch the 
M B«r, and surgery is usually indicated at a foot into the equinovarus position. This is 
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Fig. 5. Fig. 6. 

Fig. 5. Metatarsus varus of right foot. Notice how talocalcaneal angle is normal in presence of 

severe forefoot adduction. 

Fia. 6. Same feet as in Fig, 5 after plaster-cast correction. 


baby grows. It is almost impossible to get 
the mother to stretch the baby's foot hard 
enough to assure correction. When the doctor 
assumes the task, the baby cries and the situa- 
tion is very difficult. 

The type of cast applied is the same as that 
used in the correction of congenital clubfoot. 
Over a base of felt stuck to the compound 
tincture of benzoin, the cast is applied with 
the foot in equinus. This equinus position 
gives a purchase on the tiny foot. As the 
plaster is hardening, the forefoot is pushed into 
abduction, while the counterpressure is ap- 
plied on the heel. This means that the fore- 
foot is levered into abduction at the level of 
the calcaneocuboid joint. The foot is not 
swung out into external rotation under the 
talus as in the correction of clubfoot. These 
metatarsus varus feet are already in external 
rotation under the talus, as the roentgenogram 
will demonstrate. If anything, they need to 
be held, not in a valgus heel position, but in a 
little varus. The cast need extend really only 
as high as below the knee, but to prevent the 
baby from scratching his normal foot rather 
badly on the plaster, it is best to include the 
midthigh in the cast. This extra immobiliza- 
tion prevents too free a leg motion. 

Most of the deformity which is to be cor- 
rected is an adduction of the forefoot on the 
heel, but many of these cases have an associ- 
ated supination of the forefoot to be removed. 

It is this forefoot supination, with the adduc- 
tion, which has given the deformity its name 
of metatarsus varus. Therefore, when the 
plaster is hardening, the forefoot is pronated 
a little on the heel at the same time as it is 


carried into abduction to correct the chief de- 


formity. 

After the plaster cast has been on the foot 
for five days, a wedge is cut out at the level 
of the calcaneocuboid joint. The foot is then 
pulled still further into forefoot abduction on 
the heel, and a roll of plaster on top of this 
maintains the new position. 

These feet are usually easily corrected of 
their adduction deformity. “Retaining” plas- 
ters are applied periodically in the succeeding 
tliree months’ period as the baby outgrows 
each boot. At the end of three months, the 
plaster boots are dispensed with, and the 
mother is instructed how to stretch the foot 
twice daily into an overcorrected position 
Tlfis must be done religiously, for there is a 
gieat tendency for the adduction deformity 
to recur as the foot grows. Roentgenograms 
usually show the returning adduction of the 
forefoot before it can be observed clinically. 

When the child is old enough to walk, it is 
best to fit the feet with shoes which have an 
outswung last. These are forefoot abduction 
shoes of the type used in clubfoot. The mam 
point is, however, not to fit the child wi so 
called “orthopaedic shoes,” which have an 
adducted forefoot on the heel and tend to 
swing the foot into the very deformity that 


! been corrected. . . 

1. Accessory Toes . — When the baby 
•n with extra toes, it is necessary to seem 
roentgenograms which toe, the mtn 
sixth, is the one that can most readily oe 
ised. Occasionally there is a poorly formed 
h metatarsal and this should be excis 
ether with the accessory toe. The pra - 
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and when the parents can be relied upon to look 
after them properly, allow the patient to be 
taken home after each treatment. However, 
on the whole we are convinced that better results 
will be obtained if clubfoot patients are hospital- 
bed. So much for equinovarus. 

Other Conditions. — Our treatment of metatar- 
sus varus, hammer toes, and ealcaneovalgus so 
closely coincides with Dr. Thompson's descrip- 
tion that comment is unnecessary. 

Accessory toes present such odd deformities 
sometimes that it is impossible to decide which 


toe to remove. I believe that radiographs should 
always be made before deciding what procedure 
to take, unless, as Dr. Thompson says, the toe is 
a mere nubbin. Before coming away, I checked 
over some of these cases of supernumerary toes, 
and thought that it might be of interest to you to 
see the slides of a small boy and a small girl who 
are brother and sister. These slides are inter- 
esting because the patients are in the same 
family, and they also bring out the point that it 
is easier to know which toe to remove when we 
we have x-ray. 


CAUSES OF FEARS IN CHILDREN 
Extreme fears in children, shown by sleep- 
walking, night terrors, nightmares, inability to 
sleep, and phobias about spiders, cats, and death 
of one or both parents, can be traced to neurosis 
and instability in the parents and disturbance in 
their relationship. Dr. Jacob Kasanin, Dr. 
Joseph Solomon, and Miss Pearl Axelrod, of 
Mount Zion Hospital, San Francisco, found in a 
study of anxiety states in twenty children. 

The anxiety state may develop as early as the 
age of two years. The children in the San Fran- 
cisco study were between the ages of four and 
twelve years. None of the mothers could be 
considered stable, mature women, and many of 
the fathers were also neurotic. 

Both parents and children were treated, and 
when the parents were able to overcome their 
anxiety and take a more grown-up attitude to- 
ward their problems, the children improved. 

When parents were consistent in showing that 
they did not want children, the latter were less 
likely to become extremely fearful than when the 
parents were neurotic and varied between over- 
devotion and extreme hostility. 

More boys than girls were brought to the child 
guidance clinic for treatment, perhaps because 
fears in girls are not considered unnatural, 
whereas when boys are fearful the parents are 
more likely to be concerned and to seek help for 
me child.. Results of treatment were less satis- 
ii °P" the girls than with the boys, prob- 
ably because none of the girls had a stable father 
Md their mothers were more neurotic than the 

boys mothers. — Science News Letter 


HOSPITALS STOP NIGHT VISITS 

Night visiting periods in the twenty-seven 
municipal hospitals in New York City were 
abolished on April 14. Dr. Edward M. Ber- 
necker, commissioner of hospitals and director 
of the Emergency Medical Service, announced 
that the change would enable hospital staffs 
to give their full attention to the sick and in- 
jured in event of a night raid. . 

Extensive construction alterations and addi- 
tion’s are being made in the city hospitals to pro- 
tect patients and the staffs from bombs, shrapnel, 
and machine-gun fire. . . , , 

Dr William Jacobs, medical superintendent 
at Bellevue Hospital, said that a new roof had 
been placed over the operating rooms in that 
hospital, and that a reception shelter for the 
emergency ward is being built of steel and brick 
and is designed to shield incoming ambulances 
from shrapnel fragments and machine-gun fire. 
The shelter is open, front and rear, permitting 
ambulances to proceed forward after patients 
have been removed. . 

Dr. Jacobs said that on some nights as many 
as 6,000 visitors have come to Bellevue. The 
presence of such a large number of visitors ob- 
viously would handicap arrangements made to 
handle emergency cases and victims of air-raid 
bombings. At such times, the entire staff should 
be able to devote complete attention to the in- 
jured and the sick, and not have to consume 
valuable time in preventing panic among visitors. 

The new schedule would not apply to persons 
desiring to visit patients in a critical condition. 
Such patients can be visited at any time. 


UNITED STATES LOCAL HEA LTH SERVICES EXPAND RAPIDLY 


,, There has been a remarkable growth during 
[f, P. a f. t decade in the official establishment 
■ lull-time local health services in the United 
states, a report by the U, S. Public Health 
service (Public Health Reports, February 6, 
1942) reveals. 

On June 3°, mi, a total of 1,669 counties, 54 
r°l *he 3,070 counties within the conti- 


service. The number of counties thus served had 
increased to 762 in 1935, and to 1,669 in 1941. 
Of the latter number 663, or 40 per cent, were 
served by single-county units; 426, or 25 per 
cent, by local-district units, and 5S0, or 35 per 
cent! by state-district units. 

In addition, 103 cities reported full-time mu- 
nicipal health units, which with the 1,669 counties 

* . — A _ C IL* 


wntal SSSb- comprise 70 per cent of the total population of 

>c health irit. r ” f^there were only 14 the forty-eight states and the District of Colum- 
Cities m the entire country witb full-time local bia. * * 1 



964 


FREDERICK R. THOMPSON 


done twice daily, from birth, by the nurse. 
The lower leg is grasped with one hand a t 
the midtibia, and the foot is pulled downward 
and inward so that it is internally rotated 
under the talus. The taut tissue over the 
•sinus tarsi is massaged as the foot is being 
stretched. Most feet will overcorrect to a 
varus and equinus position within ten days. 
But the stretching will have to be continued 
as a rule for three months after this period. 
In very resistant cases, where there is consider- 
able scarring in the sinus tarsi, plaster wedging 
casts will have to be applied and the foot held 
overcorrected for a period of three months in 
retention plasters. When once corrected, I 
have never seen one among such feet that re- 
quired a second series of plaster wedgings. 
When the child begins to walk, however, the 
feet may pronate considerably, and the shoes 
may need inner heel wedges of 3 / I5 inch for 
some time thereafter. But this is of minor 
consequence, and in general it may be stated 
that these feet have an excellent prognosis. 

Discussion 

Charles M. Allaben, M.D., Binghamton, 
New York — It has been a pleasure and a privi- 
lege to review Dr. Thompson’s paper, and I 
heartily agree with his management of these 
cases. One of my difficulties has been to get 
these babies when they were newborn. To 
quote from Shakespeare, “there is the rub." 

In our own immediate locality we do see them 
early, and at the hospital are notified by the at- 
tending obstetrician of deformities in the new- 
born shortly after birth. Many of our cases, 
however, come from a rather widespread area, 
much of it rural. Often, when we eventually see 
these cases, we are told that the parents have 
been told that they should wait three months, 
six months, or a year before attempt is made to 
correct the deformities. Fortunately, within the 
last few years, this fallacy is being overcome. 

Of the five deformities that Dr. Thompson 
has dwelt upon, accessory toes may wait per- 
haps, but the other four conditions should be 
treated early. It is important to the child’s wel- 
fare, a saving in time and expense, and better 
results will be obtained. 

Clubfoot . — To me, Dr. Thompson’s descrip- 
tion of foot mechanics is complete and needs no 
further explanation. As to etiology, there is one 
type of clubfoot which I might mention in par- 
ticular. This is the type often seen in a child 
with a spina bifida. This has been one of our 
greatest problems. It has been our experience 
that correction with plaster is not permanent, 
and it is now our custom to correct these feet 
with plaster, hold them as best as we can with 
braces, and when the child is old enough do a 
stabilization. 


IN. Y. State J.xM. 

Principles of Correction . — Concerning the 
principles of correction, Dr. Thompson’s and 
my ideas run parallel. I fee 1 that it bears re- 
peating that the correction of equinus should 
not be done until the foot has been swung out 
into external rotation under the talus. It has 
been my observation that, in the hands of the 
inexperienced, the failure to do this has been the 
greatest cause of failure when correction has been 
attempted. 

Roentgenograms . — Roentgenograms are most 
important. I am convinced that in the past, had 
we used this method instead of relying on our 
clinical judgment only, some of our results would 
have been more satisfactory. 

Treatment . — With the exception of a few minor 
details, our treatment of clubfoot at the Bing- 
hamton City Hospital varies very little from 
Dr. Thompson’s procedure. We set aside Tues- 
day morning of each week for this work, thus 
using a seven-day interval between casts instead 
of a five-day period. 

Instead of running the cast up over the knee, 
we place elastoplast bandage around the leg from 
the bend of the knee and running down 2 or 3 
inches, depending on the age and size of the pa- 
tient. Then, beginning beyond the toes, with 
narrow sheet wadding, we wind on one layer up 
to and just over the lower edge of the elastoplast 
bandage. The plaster boot is then applied ex- 
tending only to the knee. As stated above, the 
cast is changed or wedged every seven days. 
In wedging, we depend upon our judgment in 
each case. A cast may be wedged two or even 
three times before it is replaced with a new cast. 
We always make sure when wedging that the 
cast is not too tight. When the foot is sufficiently 
corrected, the final cast is left on several weeks, 
usually about six weeks. 

Before the child leaves the hospital, clubfoot 
shoes are fitted. For about a year now we have 
fitted the small babies with outswung prewalker 
shoes. These shoes have proved very satisfac- 
tory — in fact, more so than I had anticipated. 
They have a metal piece in the sole and a strap 
which threads through two slits in the shoe, over 
the foot, close to the ankle. In some cases where 
clubfoot shoes have not been obtainable, regular 
shoes were used, the right shoe being put on the 
left foot and vice versa, thus throwing the fore- 
foot out instead of in. ... 

We have found that one overcorrection is no 
always a cure. In a series of 54 individual rases 
treated at the Binghamton City Hospital, J 
had to be corrected again, and 6 of the 14 ha 
to be corrected a third time. It must be under- 
stood that most of the cases were older children, 
not newborn. Neglect on the part of the paren s 
was responsible in some cases, but I am con 
vinced that several of them would have recurre 
under the best supervision; in two instances, 
recall, treatment was started when the patients 
were newborn. We treat many of our pnva e 
patients in the office, especially the little on , 
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and separated from each other by 3 cm., the 
two lateral ports being at 15-degree angle to 
the horizontal, so that all beams begin to con- 
verge at about 8-cm. depth. The filter at the 
skin consists of 1 mm . aluminum, 1 mm. cop- 
per, 1 mm. platinum, and 0.5 mm. brass. The 
x-ray field sizes are 5 by 5 cm. (Fig. 1), 10 by 
10 cm. (Fig. 2), and 20 by 20 cm. (Figs. 3 and 4) . 

It is clearly evident that the shorter x-ray 
wavelengths deliver a greater dose at any 
depth beyond 3 to a cm., with less lateral scat- 
tered radiation. It is also apparent that the 
1,000 kilovolt peak x-ray has an advantage 
over the 3-Gm. radium element pack in that 
its isodose curves are stronger not only in the 
center axis but toward the periphery. Thus, 
the large field treated is more evenly radiated. 

The influence of lateral and backseattered 
radiations is demonstrated m Figs. 5 to 10. 
At 70-cm. skin target distance, and with a 
5 by 5 cm. field size, the 200 kilovolt peak 
(160 x) x-ray leads in depth dose down to 3 
cm., where it becomes weakest of the three 
qualities. With a 10 by 10 cm. field size, this 
change occurs at 5-em. depth. With a 20 by 
-0 cm. field size, the crossover is in the region 
of 6 to 8 cm. depth. At 50-cm. skin target 
“Stance, comparable results are obtained. 

e have added depth measurements from the 
HO kilovolt peak (285 x) x-ray unit (Figs. 9 
and 10). 

So far we have compared single fields. To 
| m Ihe influence of quality in routine cross- 
e ( e '-hnic, we have plotted depth doses when 
a T n » ary Judder is treated with two anterior 
g ™° posterior skin ports. In all the 
hgures (Fi gs . 11, 12 , and 13) each half of the 
P e vis shows doses from a separate radiation 
qualify. However, each dose recorded rep- 
a summation of four fields treated 
•! _ one x ' ra y quality. In this way identical 
fiT 316 better compared. The treatment 
ors ar f : skin target distance equals 
™'' '> sa m port, 10 by 10 cm. The anterior 
j J are separated by 4 cm. and are at a 68- 
, an 8^ e to the horizontal. The posterior 
i L 3 are se P ara ted by 8 cm. and are at a 62- 
D Jv e an §fe to the horizontal. The depth 
, a S ea indicate the superiority of sbort- 
r i , . n Stb radiations in delivering greater 
w ' e r °entgen doses to the depth. 
r . . shorter wavelengths, the skin ports 
higher-percentage roentgen dose, 
/ 0 the greater penetration or exit dose 
it ; onstrat «d in all the figures. However, 
„ , c umcally evident that the skin shows a 
tions^ 0 eranc ® harder roentgen radia- 
33 a Sainst similar roentgen doses of longer 


wavelengths. This clinical fact has been sub- 
stantiated by experiments on biologic test 
material (Packard 2 ). 

This, of course, introduces the mechanism 
of biologic effect. Such details as ion density 
and corpuscular velocity at any one molecular 
layer must be primarily influenced by the 
incident quality. Since the body is a complex 
collection of vital cell structures, each being 
closely allied to its neighbor in its function, 
and dependent on the surrounding tissue mass 
for nourishment and cellular stimulation, an 
intelligent interpretation even of biologic 
effect must necessarily be extremely difficult. 
Comparisons in all experiments on biologic 
test material may not necessarily hold true 
for the human body. Such a phenomenon as 
selective wavelength effect is most doubtful. 
It is more plausible that the lethal effect is one 
of “electron hits’’ and many of them. By 
increasing the dose we multiply the number 
of hits. We might cite the necessity of “con- 
centrated dose” in the treatment of cutaneous 
basal-cell epitheliomas. We can describe the 
ability of supervoltage to deliver greater roent- 
gen doses in the depth as due to the greater 
penetration power of these radiations, albeit 
of depreciated quality while of relatively in- 
creased ion density. The quality of the x-ray 
beam in the center of the body or at the skin 
point where it emerges from the body is much 
softer than the incident beam itself. For this 
reason much care must be exercised in using 
supervoltage x-ray on a thin pelvis or other 
thin anatomic part. The exit dose may be so 
great and still so altered in quality that any 
gain in depth dose is canceled by the skin re- 
action at the opposing port. Here may it be 
emphasized that with cross firing with super- 
voltage it is usually impossible to angulate an 
incident beam so that its exit will not overlap 
another port and still cover the lymphatics in 
a proper homogeneous manner. 

Clinically, it is rational to compare biologic 
reactions following treatment with different 
radiation qualities only when we recognize the 
facts that each effective wavelength is an in- 
strument in itself and may vary from another 
effective wavelength in its tissue activity. 

No source of radiation is of any value to a 
patient unless it is used properly. Here it is 
most pertinent to stress the importance of the 
radiologist. He is really a surgeon who sub- 
stitutes a powerful radiation instrument for a 
scalpel. There is no reason why even greater 
improvement cannot be achieved with low- or 
medium-voltage apparatus. The skill of the 
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'"PHE quality of the primary radiation beam 

x determines its course and behavior in the 
tissue. In therapy, the spectral distribution 
ot the radiation is heterogeneous, ranging from 
a minimum wavelength to a maximum wave- 
length. The greatest concentration of rays is 
near the short-wave end of the spectrum. The 
minimum wavelength is determined by the 
voltage, whereas the total spectral distribution 
is governed by filter as well as voltage. 

When a thimble ionization chamber is 
placed in the path of this radiation beam, only 
the amount of ionization which takes place in 
the chamber is recorded. This holds true with 
the gamma radiation from the radium element 
packs. It is conceded that calibrations of 
supervoltage and radium radiations by the 
thimble ionization chamber are open to criti- 
cism. Thus we measure only that portion of 
the total energy carried by the beam which has 
been removed or utilized in that specific vol- 
ume of air. 

But we are primarily interested in the be- 
havior of the beam when and after it reaches 
the tissue. Again, any measurement of in- 
tensity at the skin or in the depth represents 
only the amount of ionization taking place in 
the particular volume. Since the biologic 
effect is directly or indirectly due to this ioni- 
zation, it seems pertinent to review the chain 
of events in the life of the primary photon. 

It is difficult to describe in exact terms what 
happens in the tissue, because of many prob- 
lems of quality measurement. The thimble 
ionization chamber alone does not define the 
wavelength or corpuscular velocity. But we 
may briefly state that the primary photon 
loses all or part of its energy in proportion to 
its initial energy. If it is of low energy (long 
wavelength), all or almost all of the energy is 
transferred to secondary beta particles, while 
the rest emerges as photons of much lower 
energy. If the primary photon is of high 
energy (short wavelength), less of the energy 
is transferred to secondary beta particles, 
while the remainder is carried by the photon 
itself, following the law of Compton effect. 

Of course, there are intermediate degrees of 
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interchange between photoelectric and Comp- 
ton effects. All the photons and electrons so 
resulting carry out an almost endless inter- 
change of energy. But the resultant lower- 
energy photons and electrons transverse 
shorter paths. We may therefore state that 
in the softer x-ray spectrum the photoelectric 
effect predominates, with the maximum 
energy interchange taking place in the first 
layers of tissue. With hard x-ray and gamma 
radiation, the Compton effect predominates, 
with the maximum energy interchange occur- 
ring deeper in the tissue. As the radiation 
beam goes deeper, the increase in the number 
of photons traveling in the lateral and back- 
ward directions has been described by Failla 1 
as comprising “those which have been pro- 
duced through photoelectric and Compton 
energy interchanges (largely the latter), and 
those primary photons which have been scat- 
tered without loss of energy." 

For any one quality, the field size and skin 
target distance are of great importance. With 
longer wavelengths the field size exerts a 
greater effect on the depth dose. The harder 
our therapeutic beam, the greater our depth 
dose, with a relative decrease in the lateral 
and backscattered radiation outside the main 
beam. We shall now compare the influence 
of different qualities on tissue dose when field 
size and skin target distance remain constant 
Calibration of the radiation equipment was 
made by the Physics Department with a Vic- 
toreen thimble chamber and press wood phan- 
toms. The isodose curves were then applied to 
a serial section of the female pelvis at the level 
of the middle of the acetabulum. The antero- 
posterior diameter is 20 cm. All dose record- 
ings are in percentages of the measurements 
on the surface with backscatter. Only one- 
half of the radiation beam is recorded on the 
charts, in order that the different radiation 
qualities may be more clearly compared. 

In Figs. 1, 2, 3, and 4 we have compared the 
depth doses of 200 (160 x), 400 kilovolt peak 
(50 x), and 1,000 kilovolt peak (27 x) x-rays, 
and 3-Gm. radium element pack (gamma;- 
The x-rays were applied from a skin targe 
distance of 70 cm. The radium pack (Fig. / 
factors are skin radiation distance of 10 cm-, 
and three ports each containing 1 Gm. o 
radium; the ports are each 5.4 cm. by 9.3 cm., 
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(d. f ) over which thetotoeot* 11'^' 
apphed. Therefore, it is obvious that tho 
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the depth when we use the 1,000 kilovolt peak 

Ourl S 400 ,¥ lovo j t (50 x) apparatus 
P“ r f 3 ' Gm ’ rad ' um eleme nt pack requires at 
east 40 per cent more treatment days to de- 
liver a comparable roentgen dose in the depth 





Fig. 8. 


In spite of any argument that the tissue in the 
epth should exhibit the same relative roent- 
gen tolerance as the skin, the vaginal mucous 
membrane has shown much greater reactions 
following supervoltage radiation (27 .\) than 
ollowing 200 kilovolt peak radiation (160 x), 
when the skin reactions were biologically 
similar. With supervoltage (27 x) x-ray 
radiation the biologic dose may be SO per cent 
of the measured roentgen dose, whereas with 
200 kilovolt peak (160 x ) x-ray radiation the 
biologic and physical doses may be equal. 
•Nevertheless, the greater roentgen doses de- 
livered in the depth by supervoltage radiation 
more than offset such a ratio (4 to 5). This 
relationship in the skin might not hold true for 
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Fro. 10. 

Hie tissue, owing to the degradation of the 
radiation as it penetrates tissue. 

However, the greater ion density resulting 
rotn long-wavelength radiation encourages 
hs use in the superficial or accessible lesions, 
j ® degree of ion density may influence the 
lethal action. Both normal and tumor tissues 
]uay show a varying differential tolerance to 
j°u ^density, depending upon the anatomic 

Because the radiation beam from the 1,000 
'Uiovolt peak (27 x) x-ray unit is so well de- 


r 


Fro. 13. 


fined, it is possible to cross-fire more accurately 
with smaller fields when indicated. This di- 
minished lateral and backscattered radiation 
outside the main beam accounts partly for the 
well-being of the patient during therapy. We 
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are not sure whether the greater roentgen 
doses delivered by the 1,000 kilovolt ’peak 
(27 x) x-ray unit will result in more five-year 
cures. We do know that the immediate re- 
sults are more promising and that the patient’s 
general tolerance is much better than with the 
longer-wavelength radiations. 

Conclusions 

1. The skin dose and depth dose are influ- 
enced by the quality of the primary radiation 
beam if other treatment factors remain con- 
stant. 

2. The harder the quality, the less intense 
are the lateral and backscattered radiation. 
Thus the 1,000 kilovolt peak (27 x) radiation 
beam may be applied more accurately because 
of this confined ionization at depth. 

3. Supervoltage (1,000 kilovolt peak) radia- 
tion is of distinct advantage only in deep- 
seated lesions. 

4. For the same number of roentgens the 
tissue reaction as manifested by the skin 
erythema is less with 400 kilovolt peak (50 x), 
1,000 kilovolt peak (27 x), and gamma (3-Gm. 
radium pack) radiations than with 200 kilo- 
volt peak (160 x) or 140 kilovolt peak (285 x) 
radiations. Even though the biologic dose of 
supervoltage radiation may be less than the 
measured physical dose (e.g., 4 to 5), its power 


to deliver large roentgen doses in the depth 
more than offsets such a ratio. 

5. Patients tolerate treatment with super- 
voltage (27 x) and gamma radiation better 
than with low-voltage (285 x and 160 x) or 
medium-voltage (50 x) radiation. 

6. With present technic, the 3-Gm. radium 
element pack requires 40 per cent more treat- 
ment days to deliver comparable depth roent- 
gen doses than the 1,000 kilovolt peak x-ray 
unit. 

7. The skill of the radiologist is more impor- 
tant than the limitations of his physical equip- 
ment. 

8. Improved technic with low- and medium- 
voltage apparatus (140 to 400 kilovolt peak), 
when combined with a greater knowledge of 
both clinical and experimental biologic-physi- 
cal reactions, will certainly increase immedi- 
ate and late palliations and cures. 

9. This knowledge, as applied with the 
newer radiation equipment, invites great 
optimism for the increased value of radiation 
therapy. Therefore, we may entertain a bet- 
ter prognosis for the cancer patient. 
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IMPORTANCE OF HOSPITAL RECORDS 

Personally, I have been somewhat surprised 
by the extent to which doctors leave the making 
of hospital records to nurse3. Thereby, it seems 
to me, the history is too much opened to error, 
especially of omission. As evidence, the chart 
will have probative value largely in proportion as 
it speaks tor the doctor rather than the nurse. 

The suggestion is, not that you should do the 
writing, but only that, as a matter of self-inter- 
est, the record is important to you. It is apt 
to be highly so if fate ever casts you for the 
part of defendant in a malpractice suit. — 
Royal Stone, Supreme Court of Minnesota, 
February' 22, 1941 . — Clinical Medicine 


SCURITY NEEDED BY ALL . 

Emotional starvation is just as real as P 7 SI 
1 starvation. In order to grow emotion- 
iy, an individual must feel that he is a 
(fie person, that he is needed somewhere by 
meone, that there is a place for him 
aiily group, in his social group, m a vocation, 
d in the world. He must have, permeating 
that he is and does the eertamty that he can 
afidently look himself and other people m tne 
;e. Then he knows security. Superficial co- 
wers describe it as self-confidence or d 
set. An individual with security might ne- 
•ibe it as the background against which 
1 ia lvtTAfl — — . T A . AX. Am 


Friend- “I don’t like to say it, dear, but Fred 
doesn’t seem to be as well dressed as when you 
married him three years ago." 


‘octor's Wife: "Tint’s I’m jo* 


Quarterly 



POLYPS OF THE RECTUM AND COLON 
Their Etiology, Clinical Significance, and Treatment 
John C. M. Brust, M.D., Syracuse, New York 


T HE earliest recognition of polyps of the 
rectum dates back hundreds of years. 
Countless case reports can be found describing 
prolapsing polyps which received all varieties 
of treatment. During the past ten or fifteen 
years a considerable amount of clinicopatho- 
logic work has been performed and reported. 
In all justice it must be said that many of 
these clinical reports have been repetitious 
and that many of the conclusions have been 
unsupported by pathologic studies. 

It appears impractical to quote at any 
length from the literature other than to pay 
tribute to the painstaking, detailed studies of 
such men as Dukes, Hullsick, Swinton and 
Warren, David, Lockharfc-Mummery, and 
others. 

At this point, let me summarize what I be- 
lieve to be the present-day opinion regarding 
adenomas of the rectum and colon. 

1. They are more common in men than in 
women, and the ratio 3 to 2 is identical with 
that of carcinoma of the same portion of the 
intestinal tract. 

2. The average age in any large series will 
he about 46 yeara and this is about one decade 
younger than the occurrence of carcinoma. 

3. The anatomic location of these polyps 
closely parallels that of cancer. 

4. Symptoms are not characteristic but, if 
present, merely point to the need for complete 
sigmoidoscopic examination followed, if indi- 
cated, by a roentgenogram of the colon. 

5. Polyps measuring less than 1 cm. in di- 
meter rarely produce symptoms. 

6. It is difficult and dangerous to state from 
gross appearance that a polyp is or is not 
undergoing malignant change. 

7. Malignant change in a polyp tends at 
first to be localized at the periphery and might 
eas % be missed in removing a biopsy speci- 
men. 

8. Eradication of polyps of the rectum and 
sigmoid can, in practically all instances, be 
accomplished by means of the unipolar ful- 
gurating electrode. 

9. The chances of a polyp becoming malig- 
nant are too great to allow the physician to 
re gard the condition as unimportant. 


at the Annual Meeting o£ the Medical Society of 
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10. Present-day evidence points to the 
apparently benign polyp as the origin of many 
and perhaps most of the carcinomas of the 
rectum and colon (Eig. 1). 

During a five-year period from January, 
1936, to January, 1941, 1 have done complete 
sigmoidoscopic examinations on 2,146 private 
patients and have found polyps in 123 of them. 
During these same years in the wards and 
outpatient departments of Syracuse Univer- 
sity hospitals, 1,852 charity patients were 
examined with a sigmoidoscope either by me 
or under my supervision. The patients in 
whom polyps were found numbered 89. Pool- 
ing these data, we find that in approximately 
4,000 persons carefully examined with a sig- 
moidoscope after cleansing enemas an ade- 
noma, either benign or beginning to undergo 
malignant change, was found in a little more 
ftflri 5 per cent of the patients. These figures 
do not include persons suffering from heredi- 
tary multiple polypoid disease, nor do they 
include multiple polyps or pseudopolyps that 
were clearly on an inflammatory basis, such 
as chronic ulcerative colitis. 

My purpose is by no means to offer statis- 
tics. Rather I intend to present a few dif- 
ferent types of problems that we have encoun- 
tered in this field, to discuss our therapeutic 
attack, and, above all, to ask for advice and 
criticism. 

The small polyp rarely produces symptoms, 
is usually discovered accidentally, and is easily 
destroyed by fulguration. It is a simple office 
procedure. However, I can do nothing but 
condemn the casual habit of destroying the 
polyp and lightly brushing the matter aside 
without a word of warning to the patient. 
Such a person should be seen for a recheek 
sigmoidoscopic examination. The following 
history demonstrates this fact with startling 
clarity. 

Case Report 

Case f.— This patient, a woman, aged 46, was 
first seen by me in early October, 1937. The 
history was of long-standing symptoms of gas. 
periodic constipation, and passage of mucus. 
Curiously enough, in 1927 a small benign recta! 
polyp had been accidentally discovered by her 
obstetrician. This W3S excised from the lower 
anterior rectal wall. No recheck had ever been 
done. For about one year prior to my seeing her 
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Fig. 1 , Polyp of transverse colon discovered 
at autopsy with carcinomatous degeneration at 
the tip. 

she had noticed a vague sense of pressure in the 
rectum and increased passage of mucus. A rare 
streak of blood was casually mentioned. 

Sigmoidoscopie examination revealed a flat 
polypoid mass on the right rectal wall. Area 
involved measured about 4 by 3 cm. The area 
was soft, velvety, and freely movable and felt 
like a thin layer of moss. The patient was ad- 
mitted to the hospital where it was felt that under 
a sacral block anesthetic a better exposure could 
be obtained. A biopsy was taken and figura- 
tion was begun. Anesthesia being complete, the 
anus was widely dilated, an N. D. Smith specu- 
lum inserted, and a splendid exposure obtained. 
A specimen was taken for biopsy and was re- 
ported as benign adenoma (Fig. 2). The entire 
area was extensively fulgurated, using the Oudin 
monopolar current, a short pistal length ful- 
gurating handle and tip. 

No postoperative bleeding occurred, and eight 
days later the entire procedure was repeated. 
This time to our dismay the pathologic report 
was low-grade adenocarcinoma in an adenoma 
(Fig. 3). Further fulguration was performed 


the anus. Consequently, she was readmitted 
to the hospital, sacral block was administered, 
and the area was deeply fulgurated. (I cannot 
refrain from mentioning how much more satis- 
factory the exposure is following block anes- 
thesia. This is particularly true in these flat 
“mossy” adenomatous growths that are easdy 
missed if the sphincter is not relaxed.) In any 
event, biopsy taken again showed low-grade 
adenocarcinoma in an adenoma. 

This'woman has been rechecked every month 
or two and for a period of over twenty-eight 
months no polypoid tissue has been seen. Natu- 
rally, we are highly gratified but certain qualms 
arise. Have metastases already occurred? It 
hardly seems likely. She is a picture of health 
and feels wonderfully well. Will recurrence 
take place? This I cannot tell, but she will be 
re-examined from time to time. Should radium 
also have been used? I felt that radium would 
have helped had the danger of hemorrhage been 
present, but I believe it is true that adenocarci- 
noma of such a low grade is practically radio- 
resistant. 

Many of the standard textbooks of the day 
teach that polyps of the colon and rectum are 
usually found in children. Certainly this has 
not been true in my own experience. I have 
seen but 18 polyps in children in private prac- 
tice over a period of nearly six years. When 
these are encountered, certain minor difficul- 
ties arise. General anesthesia is usually re- 
quired and, if the polyp is quite high up— that 
is, above the peritoneal reflection — great cau- 
tion must be exercised. Breathing under 
general anesthesia is deep, and the sigmoid 
with its polyp moves up and down in an exas- 
perating manner. But, if a small-tipped 
electrode is used, if the power is kept down, and 
if the polyp is burned beginning at the periph- 
ery, complete eradication is possible. How- 
ever, it may be necessary to repeat sucli pro- 
cedures. 


and it was felt that all of the tissue had been 
destroyed. 

In my office one month later she was rechecked, 
and a tiny elevated area was destroyed by ful- 
guration. Three months later a similar area 
just inside the sphincter was destroyed by ful- 
guration. During this time both the patient 
and her husband, who incidentally were people 
of high intelligence, were aware of the significance 
of our findings. We had emphasized that radi- 
cal resection might be needed. The patient 
herself had flatly refused. Consequently, she 
was checked every month or two and frequentlv 
small elevated polypoid areas were fulgurated. 
In August, 1938 — ten months after being first 
treated — a small area was found so low down 
that it was felt that fulguration could not be 
done without' anesthesia due to burning of 


~ase Reports 

Case 2. — One rather nerve-racking experience 
tands out clearly. A young girl, aged 7, was 
irought in by her mother, who ironically was a 
urse. The child had been bleeding for six 
lonths. Examination in the office was only lor 
bout 14 cm. from the anus because of the lack 
f cooperation from the child. No lesion was 
3 en. Barium enema with double contras 
ichnic revealed a fairly large pedunculated 
olyp in the middle sigmoid (Figs. 4 and , 
The mother was opposed to the abdom 
pproach, so with great misgivings I d,e I in 
gmoidoscopic examination and gw ™ _ 

ader a careful and expert general one - 
echeck of the sigmoid again under anesthesia 
le month later showed a faint gra> sc 
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5°' ?' c‘? psy specimen from Case 1— benign adenoma. 

' 6. Subsequent biopsy specimen from Case 1— adenocarcinoma. 
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better to fulgurate slowly from the periph- 
ery of the tumor. It is a large polyp that 
requires more than one or two attempts 
and m any event a repeated fulguration is far 
preferable to the panic that accompanies pro- 
fuse hemorrhage. Again, I should appreciate 
advice from those who have tried both meth- 
ods. 

When is hospitalization desirable or neces- 
sary? Certainly, in polypoid areas involving 
the lower rectum, profound relaxation of the 
sphincter is needed and transsacral or low 
spinal anesthesia will accomplish this. Where 
the polyp is well above the peritoneal reflec- 
tion and exposure is not always easy it is prob- 
ably best to do the work in the hospital. 

Fulguration of adenomas results in a slough 
and this slough comes away usually about the 
eighth to the tenth day. At this time bleed- 
ing may occur and in rare instances is occa- 
sionally alarming. By being content to ful- 
pirate the larger polyps in “piecemeal” fash- 
ion I have been fortunate so far in avoiding 
any serious bleeding. 6 

Should the area being fulgurated appear 
extremely vascular I am entirely in accord 
with Dr. Buie, who advocates the immediate 
placing of radium against the fulgurated area. 
This is done less to destroy the tumor tissue 
than to “provide additional insurance against 
hemorrhage.” 

As to the actual technic of fulguration cer- 
tain prerequisites appear outstanding. True 
“one man’s meat is another’s poison," but I 
would be at a loss without a suction sigmoido- 
scope or a combined fulgurating suction elec- 
trode. I could not do good work without 
careful cleansing enemas. I need an assist- 
ant who is trained. Above all I need an in- 
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Fig. 1 . Polyp of transverse colon discovered 
at autopsy with carcinomatous degeneration at 
the tip. 


she had noticed a vague sense of pressure in the 
rectum and increased passage of mucus. A rare 
streak of blood was casually mentioned. 

Sigmoidoscopic examination revealed a flat 
polypoid mass on the right rectal wall. Area 
involved measured about 4 by 3 cm. The area 
was soft, velvety, and freely movable and felt 
like a thin layer of moss. The patient was ad- 
mitted to the hospital where it was felt that under 
a sacral block anesthetic a better exposure could 
be obtained. A biopsy was taken and figura- 
tion was begun. Anesthesia being complete, the 
anus was widely dilated, an N. D. Smith specu- 
lum inserted, and a splendid exposure obtained. 
A specimen was taken for biopsy and was re- 
ported as benign adenoma (Fig. 2). The entire 
area was extensively fulgurated, using the Oudin 
monopolar current, a short pistal length ful- 
gurating handle and tip. 

No postoperative bleeding occurred, and eight 
days later the entire procedure was repeated. 
This time to our dismay the pathologic report 
was low-grade adenocarcinoma in an adenoma 
(Fig. 3). Further fulguration was performed 


the anus. Consequently, she was readmitted 
to the hospital, sacral block was administered, 
and the area was deeply fulgurated. (I cannot 
refrain from mentioning how much more satis- 
factory the exposure is following block anes- 
thesia. This is particularly true in these flat 
“mossy” adenomatous growths that are easily 
missed if the sphincter is not relaxed.) In any 
event, biopsy taken again showed low-grade 
adenocarcinoma in an adenoma. 

This woman has been rechecked every month 
or two and for a period of over twenty-eight 
months no polypoid tissue has been seen. Natu- 
rally', we are highly gratified but certain qualms 
arise. Have metastases already occurred? It 
hardly seems likely. She is a picture of health 
and feels wonderfully well. Will recurrence 
take place? This I cannot tell, but she will be 
re-examined from time to time. Should radium 
also have been used? I felt that radium would 
have helped had the danger of hemorrhage been 
present, but I believe it is true that adenocarci- 
noma of such a low grade is practically radio- 
resistant. 

Many of the standard textbooks of the day 
teach that polyps of the colon and rectum are 
usually found in children. Certainly this has 
not been true in my own experience. I have 
seen but IS polyps in children in private prac- 
tice over a period of nearly six years. When 
these are encountered, certain minor difficul- 
ties arise. General anesthesia is usually re- 
quired and, if the polyp is quite high up— that 
is, above the peritoneal reflection — great cau- 
tion must be exercised. Breathing . under 
general anesthesia is deep, and the sigmoid 
with its polyp moves up and down in an exas- 
perating manner. But, if a small-tipped 
electrode is used, if the power is kept down, and 
if the polyp is burned beginning at the periph- 
ery, complete eradication is possible. How- 
ever, it may be necessary to repeat such pro- 
cedures. 


and it was felt that all of the tissue had been 
destroyed. 

In my office one month later she was rechecked, 
and a tiny elevated area was destroyed by ful- 
guration. Three months later a similar area 
just inside the sphincter was destroyed by ful- 
guration. During this time both the patient 
and her husband, who incidentally were people 
of high intelligence, were aware of the significance 
of our findings. We had emphasized that radi- 
cal resection might be needed. The patient 
herself had flatly refused. Consequently, she 
was checked every month or two and frequently 
small elevated polypoid areas were fulgurated. 
In August, 193S — ten months after being first 
treated — a small area was found so low down 
that it was felt that fulguration could not be 
done without- anesthesia due to burning of 


Case Reports 

Case 2 . — One rather nerve-racking experience 
stands out clearly. A young girl, aged 7, was 
brought in by her mother, who ironically- was a 
nurse. The child had been bleeding for sir 
months. Examination in the office was only or 
about 14 cm. from the anus because of the iaci> 
of cooperation from the child. No lesion was 
seen. Barium enema with double con r 
technic revealed a fairly large pedunculated 
polyp in the middle sigmoid (Figs. 4 and op 
The mother was opposed to the abdom 
approach, so with great misgivings I did we 
sigmoidoscopic examination and u S u 
under a careful and expert general 
Recheck of the sigmoid again under an^thes^ 
me month later showed a famt gray scar 
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Fig. 6. F**- 7 - 

Fig. 6. Biopsy specimen from Case 3 — benign adenoma. 

Fig. 7. Another specimen from Case 3 — low-grade adenocarcinoma. 


survey of rectal polyps observed during the past 
ten years. We, too, have found these polyps to 
be more common in men in the ratio of 3 to 2. 

With regard to age, we found about 27 per 
cent occurring in the first decade of life, and 
about 22 per cent occurring between the ages of 
40 and 50. The other cases averaged about 10 
per cent in each decade up to 70 years. 

While bleeding is the chief symptom which 
brings the patient to the doctor, bleeding, as in 
Dr. Brust’s experience, is not always caused by 
the polyp but by other concomitant pathology, 
usually hemorrhoids, and the polyp is not infre- 
quently found incidental to proctoscopic exami- 
nation. 

I feel, as Dr. Brust does, that every colonic 
Polyp left untreated is a potential cancer. It is 
an established fact that malignant changes do 
fake place in polyps of the colon and rectum; 
and, therefore, although these polyps may not 
be actually classified as malignant tumors, they 
must be treated as if they were such and must be 
completely destroyed when discovered 
It stands to reason, as Dr. Brust has told us, 
bat every polyp removed should be carefully 
examined by a tumor pathologist for malignant 
changes. Also, all these cases should have a 
complete contrast enema x-ray study of the 
whole colon to eliminate the possibility of lesions 
] gher up. Of course, we c ann ot depend on the 
x-rays to reveal the small sessile polyps. 

Quite often, a small malignant polyp of the 
°wer sigmoid or rectum may be a transplant of 
j more extensive lesion higher up in the colon, 
a such cases the x-ray studies will be of great 
ue. Dr. Brust considers the treatment an 
i F^ccdure- We prefer to treat these cases 
a the hospital, especially considering that most 
J °l^P 3 are above the peritoneal level. 

Df. Brust objects to the electric snare and uses 
e bm polar fulgurating electrode instead. That 


is a matter of preference. Of course, where the 
polyp is small and is without a pedicle, the small 
electrode tip is the instrument of choice. But 
where the polyp has a pedicle and is of some size, 
excellent results can be obtained with the electric 
snare. In our series 75 per cent of the polyps 
were removed with the snare. There is little 
danger of bleeding with the use of the snare, 
provided that the coagulating current and not 
the cutting current is used. Should there be 
some bleeding after snaring the polyp, the tip of 
the snare can be effectively used to coagulate the 
bleeding point. A potential danger does exist, 
however, in the use of the snare— perforation of 
the bowel wall. However, as in all other meth- 
ods of surgical treatment, it is the technic and 
skill of the operator that determine the instru- 
ment to be used. We have successfully used the 
snare in removing large polyps with a base as 
broad as 4 cm. 

In our series we had pathologic reports on 56 
specimens of rectal and sigmoidal polyps. Of 
these, 50 were reported as benign; 5, as grade 1 
malignancy; and 1 as grade 3 malignancy. The 
patient with the grade 3 malignancy was later 
found to have a large obstructing carcinomatous 
lesion of the pelvic colon. One of the patients 
with a grade 1 malignancy had a recurrence 
seventeen months later which had developed into 
an extensive carcinoma. 

In conclusion, may I reiterate with Dr. Brust 
that 

1 . Every rectal or colonic polyp that is acces- 
sible should be thoroughly removed, for carci- 
noma is apt to follow at some future time. 

2. Whenever the pathologic report of a polyp 
returns with a diagnosis of malignancy, a com- 
plete x-ray study of the colon should be made to 
rule out a malignant lesion higher up. 

3. Every case of colonic polyps should have a 
periodic check-up for recurrence. 
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Fig. 4. 
Fig. 5. 


Fig. 4. g 

Roentfenofram el l e , ma on Case 2 showing no apparent lesion. 

^ ^ e w double contrast technic revealing polyp of sigmoid. 


verted table. . These procedures occasionally 
take long periods of time, and most patients 
cannot be. adequately treated in the knee- 
chest position, and I have neither the dexter- 
ity nor the strength to do this work in the 
Sims position. 

The decision as to the treatment of a polyp 
in the colon above the reach of any sigmoido- 
scope constitutes a difficult problem. I be- 
lieve that, if possible, every individual in 
whose rectum or sigmoid is found a polyp or 
polyps should have a most detailed roentgeno- 
graphic examination of the colon. Certainly, 
the technic of double contrast as originated by 
Fischer has been a tremendous advance. I 
hesitate to state that whenever a polyp is 
found in the upper colon it should be removed 
by means of colotomy. If it is actively bleed- 
ing, by all means, yes. If it is of fair size — 
that is, over 2 cm. in diameter — again, yes. 

If the polyp is felt to be growing on repeated 
roentgenographic examinations, certainly. 
But to open a person's abdomen and colon for 
a small polyp that was rather accidentally 
discovered requires some courage. I believe 
such patients should be instructed as to the 
significance of the lesion and urgently advised 
to be re-examined within two months at the 


most. It has been shown that many polyps 
benign in character may be present for years 
without producing symptoms and without 
apparently growing in size. 

The answer to many of these questions rests 
in the last analysis with the trained patholo- 
gist. With increasing experience is said to 
come greater conservatism. Certainly, I 
never ignore pathologic findings, and yet I find 
myself more and more willing to undertake the 
destruction of extensive polypoid areas and 
polyps high in the sigmoid. It is true, how- 
ever, that a definite middle-of-the-road course 
must be steered. 

614 Medical Arts Building 

Discussion 

Dr. Alfred M. Buda, Brooklyn — Dr. Brust 
has given us an excellent rdsumO of the present- 
day concept of solitary polyps of the colon and 
rectum. He has presented his experience in 
treating this disease and has formulated some 
conclusions resulting from his five-year survey. 

Those of us who do s imil ar work will agree with 
practically all that Dr. Brusthassaid. However, 
different experiences in other hospitals will mod- 
ify somewhat the opinions expressed by Dr. 
Brust. , 

At the Brooklyn Hospital we have made a 
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to have received arsphenamine just prior to 
the onset of symptoms. After a prolonged 
course in which all findings were those of aplas- 
tic anemia, the patient died with a terminal 
picture of leukemia, and we have no proof that 
the exposure to benzol had any relation to the 
disorder. 

In addition to the difficulties instanced 
above, studies of clinical symptoms, signs, 
blood changes, and tissue findings have not 
revealed any significant characteristics that 
serve to differentiate the cryptogenic from the 
secondary cases even when other criteria are 
most decisive. 


Symptoms and Signs 
Presenting symptoms, enumerated in order 
of the frequency of their occurrence, were as 
otlows: bleeding, weakness and fatigue, dysp- 
nea, febrile reactions (colds, flu, grippe, chills 
an fever), dental symptoms, anorexia and 
oss of weight, pains, aches, and paresthesiae, 
ema of ankles and face, gastrointestinal 
symptoms not related to bleeding (nausea, 
vomiting, diarrhea and abdominal distress), 
-oreness or ulceration of mucous membrane 
surfaces, blurring of vision, head symptoms 
tpoumhng, tinnitus, fainting, dizziness and 
... e )> palpitation, pallor, joint pains or 
mlfr drowsiness, paralysis, reactions to 
cations, jaundice, glandular swelling, and 


Abnormalities noted in physical examina- 
non, enumerated similarly, were as follows: 

? ur P ura > fever, systolic murmur, en- 
; ® lymph nodes, abnormal neurologic 
gns, ulcers of mouth or throat, yellowish 

hlp«r° ra ^ 10n - 0I " s ^i n > mucous membrane 
mg, retinal hemorrhage, abnormal pul- 
p(U.? ry s ’f ns ' enlargement of the spleen, 
v , a ’. eraar Sement of the liver, abnormal 
other than Systolic murmur, ab- 
thp ? tenaeraes3 of the sternum, atrophy of 
Tn°tvP le ' stupor > an< ^ abdominal tenderness. 
ae ma ‘ n > the clinical symptoms and 
lap this series of cases are simi- 

. v, ° se usuaU y described. One exception 
statpu «. t> °t e< li however. Rosenthal 1 has 
a rp n „i , ^yraph nodes, liver, and spleen 
Dresp f cn ar K e d in aplastic anemia. In the 
cent nf ff nes °f cases approximately 34 per 
larpom ,‘ e Patients had some degree of en- 
cent , 01 '^Pb nodes clinically; 15 per 
lareprr, ai * ^ymph node and spleen en- 
of I,™ i ant ‘ 12 per cent had enlargement 
clinioc,! ^ a , n °des, spleen, and liver. These 
nZ"; observations were substantiated by 
ccropsy findings, as will be seen in Table 5. 


Blood Picture 

Twenty-five of the eases gave classical 
findings of severe anemia, leukopenia, and 
thrombocytopenia. Six showed anemia and 
leukopenia with but slight changes in throm- 
bocyte levels. Two showed profound anemia 
only, and one showed anemia and thrombocy- 
topenia with slight, but definite, leukocytosis. 
The anemia was of the macrocytic type in 27 
per cent of the cases, normocytic in 54 per 
cent, and microcytic in 19 per cent. 

Gastric analyses were made in 13 cases. 
Only one of these showed achlorhydria, and 
this was a patient having macrocytic anemia. 
Six other patients with macrocytic anemia 
showed normal gastric contents. 

Evidence of erythrocyte regeneration was 
almost uniformly less than is found in similar 
grades of anemia of other kinds. Reticulocyte 
percentages varied from 0 to 2.8 They ex- 
ceeded 1 in only 14 per cent of the oases. A 
rough correlation of the various signs of re- 
generation is shown in Table 2. 


TABLE 2. — Esranocrrs Eeqene&atiox 


Anisocytosis and poikilocytosis only 

Anisocytosis, poikilocytosis, polychromato- 
philia, and reticulocytes less than 1 per 
cent 

Anisocytosis, poikilocytosis, polychromato- 
phiiia, 3nd reticulocytes more than 1 per 
cent 

Anisocytosis, poikilocytosis, j) oly chroma to- 
philia, reticulocytes of variable percent- 
age, and nucleated red cells 


Percentage 

19 

47.6 


23.8 


9.5 


Systematic studies of evidence of blood 
destruction were not made. Serum bilirubin 
exceeded 0.5 mg. per hundred cubic centi- 
meters in but one of the 18 cases in which it 
was estimated. Urobilinogen did not exceed 
the concentration represented by a positive 
Wallace and Diamond test of a 1 to 10 dilu- 
tion in any of the 13 cases. Fragility tests in 
6 cases showed normal results. 

Leukocyte counts were less than 1,000 in 4 
per cent of the cases; between 1,000 and 2,000 
in 30 per cent; between 2,000 and 3,000 in 
36 per cent; between 3,000 and 4,000 in 20 
per cent; and above 4,000 in 10 per cent. 

Differential counts characteristically showed 
deficits in all types of cells. In terms of per- 
centage figures the majority showed lympho- 
cytosis. However, an absolute increase in the 
concentration of lymphocytes was noted in only 
2 cases. In 5 others the lymphocytes were 
within normal limits. In the re main der they 
varied from 1,800 to 160. Mature neutrophils 
were even more strikingly reduced in number. 

In only one case was the count normal. In the 
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T HE term “aplastic anemia” as used at 
the present time is susceptible of various 
interpretations. In a recent discussion Rosen- 
thal 1 has considered the disorder as a progres- 
sive condition of unknown cause characterized 
by severe anemia, leukopenia, thrombocyto- 
penia, and acellular bone marrow. According 
to this description, the diagnosis is reserved 
exclusively for those cryptogenic cases pre- 
senting typical findings. Cryptogenic cases 
not conforming to this picture are segregated 
as atypical, and cases in which the cause can 
be ascertained are likewise segregated as sec- 
ondary. Rhoads and Miller 2 have tended to 
broaden the use of the term considerably and 
to eliminate some of the need for segregation, 
by including in one general category cases that 
were regarded as fundamentally similar in 
nature although differing in bone marrow cel- 
lularity and occasionally in other features. 

The present paper deals with 34 cases in 
which the findings before or after death, or 
both, were interpreted as those of aplastic 
anemia in the broader sense indicated above. 
Most of these were of the cryptogenic type, 
but secondary cases are included also. Addi- 
tional cases in which some other disorder was 
found to masquerade as aplastic anemia are 
cited to illustrate diagnostic difficulties. 

Etiologic Factors 

The age varied from 10 months to 75 years. 
Only 38 per cent of the cases were under 30 
years of age. This finding is at variance with 
the statement of Rosenthal, 1 who says that the 
disorder “usually occurs in individuals under 
30 years of age.” However, a greater propor- 
tion of cryptogenic than of secondary cases 
fell in the younger age group. The ratio of 
males to females was about equal (1.1 to 1). 
There was an interesting age-sex relationship 
(Table 1) . In the age period under 50, females 
predominated, while in that after 50 the re- 
verse was true. 


TABLE 1. — Age-Sex Relationship 


Males Females 


Before puberty 
Puberty to age 50 
After age 50 


3 

11 

2 


Read at the Annual Meeting of the Medical Society of 
the State of New York. Buffalo. New York. April 30. 1941. 

From the Buffalo General Hospital and the Univer- 
sity of Buffalo. 


Study of ethnic factors revealed that the 
disorder was partial to no special group in the 
community. Thirty-two subjects belonged to 
the white race and 2 to the Negro. Among 
those of white race, 12 were of British, 7 of 
Germanic, 5 of Polish, 5 of Italian, 2 of Jewish, 
and 1 of Hungarian descent. 

Occupations were as follows: housewives, 
10; students, 5; physicians, 2; laborer, 
painter, oiler, tailor, brewer, dancer, merchant, 
demonstrator, customs officer, lithograph 
artist, musician, carpenter, and farmer, 1 each; 
unknown or none, 4. 

Of this series, 10 cases were quite definitely 
of the secondary type, with arsphenamine 
ascribed as the cause in 6 of them, and benzol 
in 4. The remaining 24 cases were regarded as 
cryptogenic, although two of the patients 
seemed to have toxemia of pregnancy at the 
onset, and one showed miliary tuberculosis 
terminally. 


The importance of attempting to classify 
cases as cryptogenic or secondary is obvious 
for the purposes of enhancing our knowledge 
of underlying processes, recognizing thera- 
peutic, industrial, and other hazards, and to 
some extent indicating prognosis and treat- 
ment. On the other hand, experience in the 
present study has led to the conclusion that 
such classification is by no means simple. In 
the first place, adequate means for making a 
clear-cut differentiation between the two 
classes are lacking. As is usually the case, the 
history is the deciding factor. When a history 
of exposure to one of the known injurious 
agents is elicited, the case is classed as secon 
ary, and vice versa. How often such exposure 
is purely incidental or is merely the trigger 
mechanism setting off a latent constitution.'^ 
defect, and how often we fail to elicit a history 
of exposure that may have been causative, are 
questions difficult to answer. 

Some of these difficulties were encountered 
in this series. Patient E. K., 3 listed as i > 
secondary case, gave a history, of frequen y 
using a shoe cleaner containing cn . 20 r ' 1 
While work in industrial benzol poisonm 0 
has revealed that rather minimal exposure may 
at times result in severe anemia, we have no 
accurate knowledge as to whether the ® xpc f, 
in this case was truly causative or not. 1 
patient E. D., described by the author an 
collaborators in a previous paper, 4 was known 


978 



May 15, 1942] 


APLASTIC ANEMIA 


981 



Fig. 1C. Fig. ID. 

Fro. 1C. Marrow with alternating areas of aplasia and normal or increased cellularity. 
r iG. ID. Hyperplastic marrow. 


majority of these elements were relatively 
cel *s resembling lymphocytes. Scat- 
er i myeloblasts, myelocytes, and young 
nucleated red cells, usually of small size, were 
present. There was a noteworthy absence of 
myeloid cells of greater maturity than the 
myelocyte, and of more nearly mature normo- 
asts. The marrow picture presented by 
ese cases is quite similar to that described 
us characteristic of aplastic anemia by many 
? u m* 3 ' atl( i to the group of cases described 
y tthoads and Miller 2 as “aplastic anemia 
p- *P !as tic marrow” (Fig. 1A). 

'ght cases showed much greater degrees of 
e . °ty than the ones just described. For 
anous reasons it has seemed impractical to 
In ( t° r e ^ an rou sUy estimate the cellularity. 

. first place, marrow of normal subjects 
anes considerably in this respect, and with- 
th tn ,° re ac ® ura te methods than now exist 
e estimate is purely a matter of judgment. 

th tih ® rea * er importance is the observation 
i_ a ^. e marrow in these cases varies greatly 
g e . ons obtained from different regions. 
tentWu same section these cases have 
of S ^ 0W mmked variations, with areas 
in cellularity alternating with others 

mch cells are greatly reduced in number. 


In 2 cases (L. W. and S. R.) there seemed to 
be a distinct general hyperplasia (Fig. ID), 
and in one (L. B.) a hypoplasia which did not 
reach the proportions of those relatively acel- 
lular marrows previously described. In the 
remainder, the degree of cellularity could not 
be estimated with any certainty, although the 
impression gained was that it was normal 
(Fig. IB) or increased. The picture in some 
of these marrows was quite characteristic. 
Areas of relatively acellular marrow alternated 
in an entirely irregular fashion with larger and 
smaller areas of normal cellularity or of ac- 
tual hyperplasia (Fig. 1C). The hyperplastic 
areas differed from one another markedly, 
some showing a predominance of myeloid ele- 
ments, and others showing a more pronounced 
erythropoiesis. In each case the practically 
complete absence of mature nucleated cells 
was conspicuous. Lymphoid cells were seen 
in all of these cases, and, while they were more 
noticeable in hypoplastic areas, it was not 
felt that absolute increases were present. 
Megakaryocytes were absent or difficult to 
find. Plasma cell types were few and variable. 
Mitotic figures were more numerous in some 
cases than in others. In one of the cases (J. P.) 
the finding in the trephine specimen of a pre- 
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rest they varied from 2,400 to 20. The ma- 
jority of cases showed a rather marked dis- 
proportion between filament and nonfilament 
cells, with the latter relatively increased. 
Arneth indices were greatly increased. It is 
clear, however, that this apparent left shift is 
more the result of reduction in the number of 
filament cells than of increase in nonfilament 
forms. In 15 cases, juvenile cells were en- 
countered in small numbers; and in 7 of these, 
myelocytes were seen also. However, only 
one (L. W.) showed these cells in what seemed 
to be significant numbers. In this case the 
count was as follows: immature myeloid cells, 
1,000; mature myeloid cells, 120; lympho- 
cytes, 1,600. This finding led to considerable 
confusion in diagnosis. Monocytes exceeded 
the normal in one case (J. P.) with 2,300, 
which finding also caused diagnostic diffi- 
culties. The remaining cases showed mono- 
cyte counts varying from 750 to 0. 

Platelets were reduced in number in 94 per 
cent of the cases. In 82 per cent the counts 
were below the “critical" level of 60,000. In 
2 cases they were above 200,000. It is inter- 
esting to note that all cases but one having 
counts below 60,000 showed bleeding symp- 
toms, and that 2 cases with counts well above 


this level showed abnormal bleeding in mild 
degree. 


Bone Marrow 

Bone marrow has been examined in 26 of 
the 34 cases. Marrow specimens were ob- 
tained either during life, or at postmortem 
examination, or both. Those taken during 
life were sternal biopsy specimens of either the 
aspiration or trephine types. Those taken 
postmortem were from various bones, such as 
sternum, rib, vertebra, and femur. While no 
available specimens were ignored, the ones 
taken from the sternum have served as e 
basis for study for the sake of comparison wi 1 
biopsy material. In 12 cases more than one 
type of examination was made, and in a ew 
instances biopsies were repeated at varying 


intervals. . . 

Tissue sections from 20 cases were exammea. 
The usual technic consisted of fixation m 
Zenker formalin solution, decalcification, ana 
staining of sections with a combination 
3iemsa's and Wright’s stains. 

Twelve of the cases showed remarkable 
■eduction in marrow cellularity. Fatty 1SS ^, 
iredominated, with scattered stran s 
imn.ll collections of nucleated elements, in 
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TABLE 5. — Necbopsv Findings 


Identifi- 

cation 

Liver 

— Organs — Size 

Spleen Lymph nodes 

H.P. 

Enlarged 

Enlarged 

Enlarged 

8.E. 

Normal 

Enlarged 

Enlarged 

C.l. 

Enlarged 

Enlarged 

Enlarged 

M.T. 

Normal 

Small 

Normal 

C.G. 

Normal 

Normal 

Normal 

D. S. 

Normal 

Small 

Normal 

1. Z. 

Enlarged 

Normal 

Normal 

L- H. 

Normal 

Small 

Normal 

J. P. 

Enlarged 

Enlarged 

Normal 

A. H. 

Normal 

Small 

Enlarged 

h. W. 

Normal 

Small 

P.S. 

Normal 

Small 

Enlarged 

A. G. 

Normal 

Normal 

Normal 

xV.C. 

Normal 

Enlarged 

Normal 




— Special — 


Lungs 

Hemorrhage 

Ulcers 

Pleuritis 

Bronchopneumonia 

Diffuse 



Diffuse 

Diffuse 


Bronchopneumonia 

Diffuse 

Mouth and sternum 

Bronchopneumonia 

Diffuse 


Hemorrhage 

Diffuse 

Vulva 

Bronchopneumonia 

Pleuritis 

Diffuse 

Mouth 

Bronchopneumonia 

Bronchopneumonia 

Bronchopneumonia 

Diffuse 

Cerebral 

Cerebral 



H. B., and L. W.) were in cases of relatively 
rich marrow eellularity as seen in the sections. 
The total nucleated cell counts, while tending 
to be slightly higher than in the preceding 
group, did not attain levels that the marrow 
eellularity would seem to justify. This lack of 
correlation hetween the eellularity of aspi- 
rated samples and of tissue sections would seem 
at first glance to nullify the importance of 
studies of the former, and to support the con- 
tention of those (Scott 8 ) who claim that 
counts of total nucleated cells are unreliable. 
However, somewhat similar results have been 
obtained in most cases of neutropenia, in 
occasional cases of leukemia, and in other 
types of anemia where despite rich marrow 
eellularity a degree of so-called maturation 
arrest occurs. It seems possible that the num- 
ber of cells aspirated may be related to the 
amount of maturation. 

General Bindings at Necropsy 

Postmortem examinations were made in 14 
cases (gee Table 5). Bone marrow findings 
have been described previously. The findings 
m other organs related to the hemopoietic 
system varied greatly. The liver was found 
enlarged in 4 cases. In each case this organ 
was pale and showed fatty changes. In several 
instances there was hemosiderosis, and in 
some a certain amount of focal necrosis. 

The spleen was enlarged in 5 cases, although 
this feature was outstanding in but two. In 
h cases the spleen was smaller than normal. 
Recent infarction was found twice, hemosid- 
erosis several times, and intrasplenic venous 
thrombosis once. Reticulum changes of vary- 
rpg degree were present in most of the cases. 
Lymph nodes were noticeably enlarged in one 
°r more regions of the body in 5 cases. Deep- 
red, so-called hemolymph, nodes were con- 
spicuous in several. Lymph node markings 
"'ere normal in all cases. 

Findings in other organs were extremely 
variable. Bronchopneumonia was present in 


7 eases, and pleuritis in 2 others. In 10 cases 
diffuse hemorrhagic phenomena were present, 
and in 3 these seemed to be the most pro- 
nounced terminal features. In 3 cases ulcera- 
tive lesions, with or without sepsis, were pres- 
ent. However, in but 1 case was the ulcera- 
tive lesion the most conspicuous feature. 

Treatment 

The treatment employed in this series of 
cases varied greatly, and usually several 
measures were used at the same time in such a 
way as to preclude scientific evaluation of 
results. Of some fourteen measures (blood 
transfusion, intramuscular blood, iron, liver 
products, vitamins, yellow bone marrow, 
pentose nucleotide, x-ray, ultraviolet light, 
splenectomy, endoglobin, uterine curette- 
ment, sulfonamide drugs, and bone marrow 
transfusion), only blood transfusion was used 
throughout the series. 

Despite the difficulty in evaluating results, 
observations of individual cases have led to 
the feeling that transfusion has occasionally 
been instrumental in prolonging life until a 
remission occurs. An attempt was made to 
learn the value of transfusion. Fourteen cases 
treated previous to January 1, 1938, received 
relatively infrequent transfusions (average of 
1 transfusion in 7.8 weeks) while 20 cases' 
treated after that date received an average of 
1 transfusion in 4.9 weeks. The average sur- 
vival periods for the two groups were 34.3 and 
40.9 weeks, respectively, an increase of some 
six weeks. However, other methods of com- 
parison lead to a certain amount of doubt as 
to whether this widely accepted therapeutic 
measure actually does prolong life noticeably. 

Bone marrow transfusion as suggested by 
Morrison and Samwick 7 was done in 4 cases. 
There was no evidence of beneficial results in 
any of them. 

Clinical Course and Prognosis 

The clinical course has been extremely vari- 
able. Five cases ran acute courses of from 
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Identifi- 
cation 
F. P. 

D. S. 

C. L. 

C. G. 

w.s. 

V. s. 

N. B. 

B. R. 

E. K. 

H. B. 

L. IV. 

A. D. 

L. M. 
Average 


„ Total 
Nucleated 
Cells 
per 

cu. mm. 

1.500 
2,400 

3.500 

5.100 
5,200 
6,000 

6.100 
6,800 
7,000 

5 .400 
10,000 
28,000 
32,000 

9.400 


Immature 

Myeloid 

Cells 


Mannow Aar, bat, oy 


IN. Y. State J. AI 


Per per 

rcr- cu. 

centage mm. 
6 90 


Mature 
Myeloid 
Cells 

Per Per 

rer cu. 

centage mm. 


Lymphoid 
Cells 


3 
27 

4 

5 
18 
26 
12 
39 
38 
30 
16 


153 

1,404 

240 

305 

1,224 

1,820 

1,008 

3,900 

10,640 

9,600 

2,300 


3 

4 
18 

7 
10 

1 

s 

8 
32 


7 

11 

10 

9.3 


45 
96 
620 
357 
520 
60 
488 
544 
2.240 
168 
700 
3,080 
3,200 
900 


Per- 
centage 
26 
64 
61 


83 

33 

86 

28 

37 

23 

28 


oo 


31 

22 

41.8 


per 
cu. 
mm. 
390 
1,536 
2,735 
4,233 
1,716 
5,160 
1,708 
2,516 
1,610 
2,352 
2,200 
8,680 
7,040 
3,200 


Per- 

centage 

33 

32 

21 

6 

21 

8 

22 

21 

13 

17 

13 

7 

IS 

17.8 


Mise. 

Cells 

per 

cu. 

mm. 

495 

768 

735 

306 

1,092 

480 

1,342 

1,428 

910 

1,448 

1,300 

1,960 

5,800 

1,400 


Nucleated 
K.B C. 

D Per 

Per- cu 

centage mm 
32 ISO 


37 

16 

6 

41 

19 
13 

20 
15 


CNohm su Subjects) 


51 

163 

60 

2,257 

1,088 

420 

3,444 

1,900 

3,640 

6,400 

1,600 


Identifi- 

cation 

lowest* 

Highest 

Average 


Total 

Nucleated 

Cells 

per 

cu. mm. 

39.000 

79.000 

59.000 


Per- 

centage 

15 

30 

27.3 


Immature 

Myeloid 

Cells 

per 
cu. 
mm. 


5,850 

23,700 

17,200 


Per- 

centage 

43 

37 

59.2 


Mature 

Myeloid 

Cells 

per 


mm. 

16,770 

29,230 

22,600 


* The 


Lymphoid 

Cells 

r, Per 

Per- cu . 

centage mm. 

2 | 9,750 

17 13,430 

16 8,800 


Mise. 

Cells 


Per- 

centage 

10 

6 

9 


per 


mm. 

3,000 

4,740 

5,300 


Per- 

centage 

7 

10 

8.5 


Nucleated 
RB.C. 
per 


dominance of celis resembling monocytes 
C °S *ot be corroborated at necropsy y 
These findings m sectioned marrow tissue 
may be summarized as follows. The majority 
of eases have shown marked reduction in cel- 
lulanty throughout. The remainder have 
shown degrees of cellularity vaiying from defi- 
nite hypoplasia to hyperplasia. In the rela- 

]Jvt Y , lyperpIa ? fcl ° marrow a marked irregu- 
larity has usually been noted, with areas°of 

£? 0P The 1C aDd f hyparp,astic feue alternat- 
he S ' J constant finding in all cases has 
been the almost complete absence of mature 
yeloid and normoblastic elements. 

Aspirated sternal marrow was examined in 
5 cases, m 13 of which a uniform technic was 
ExactI y 3 cc. were withdrawn 
, the b ° dy of sternum and placed in a 
bottle contaimng an oxalate mixture in a drv 
state.* After thorough mixing, ^ were 

ceuTmade ° f total nucIeated 

celts made The films were stained with 

Wrights stain and differential counts were 

made. The results are shown in Table 3, and 

results of control studies on normal subjects 

in fable 4. 

It will be noted that the various types of 
cells are grouped under 5 headings: (1) im- 
mature myeloid cells, including those easily 
identified as myeloblasts, myelocytes, and 
juveniles; (2) mature myeloid cells including 
band (stab) and filament polynuclears; (3) 
lymphoid cells including all cells resembling 


counts only. 


cu. 

mm . 

2,730 

9,900 

5,400 


lymphocytes; (4) miscellaneous cells, includ- 
mg monocytes, plasma cells, reticulum cells, 
unidentified cells, disintegrated cells, etc.; 
(5) nucleated red cells. This grouping was 
adopted for the purpose of simplifying inter- 
pretation and of avoiding, as far as possible, 
confusion regarding controversial terminology 
and cell identification. 

Comparisons of the average absolute counts 
in the two tables will show a pronounced defi- 
cit, not only in the total cellular content, but 
also in each of the cell groups. Practically all 
of the individual cases exhibited this deficit 
throughout the groups, although in varying 
degrees. In one case (L. M.) the numbers of 
miscellaneous and of nucleated red cells ac- 
tually exceeded the average of those groups in 
normal subjects. This was a case of chronic 
anemia following exposure to benzol. In the 
same case the number of immature myeloid 
elements exceeded the lowest count found in 
normal subjects. In another case (A. D.) this 
was true for immature myeloid and nucleated 
red cells, and in still another (H. B.) it was 
true for nucleated red cells. 

In 7 cases it was possible to compare the 
results of studies of aspirated marrow with 
those of tissue sections. Pour of these (C. L., 

C. G., V. S., and B. R.) were in the group 
previously shown to have aplastic marrow. 

All of these showed total nucleated cell counts 
below 7,000, corresponding roughly to what 
might be expected. The other three (N. B., 
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of distribution of all types of blood elements. 

It is probable that in some cases this failure of 
maturation may be the only abnormality, al- 
though varying degrees of actual tissue dam- 
age, at least in the bone marrow, may result 
also. Only on some such basis as this is it 
possible to explain the variable clinical picture, 
course, and prognosis, and the blood changes 
and tissue findings. 

This view is supported by the observations 
that all variations can be found in cases due to 
definite hemopoietic poisons, such as arsenicals 
and benzol, and that such cases do not differ 
in any major respect, except possibly that of 
prognosis, from those cases in which the cause 
is undetermined. 

The present study has shown that the dis- 
order can occur at any age, in either sex, and 
in a variety of racial and vocational groups. 

The clinical findings include symptoms and 
signs of anemia, hemorrhagic disease, and less 
commonly of ulcerative processes. In addi- 
tion, febrile reactions and gastrointestinal dis- 
turbances are very common. Of unusual in- 
terest in this group was the comparatively 
frequent finding of lymph node, splenic, and 
hepatic enlargement. 

With few exceptions the cases exhibited the 
classical triad of blood findings — severe ane- 
mia, leukopenia, and thrombocytopenia. The 
anemia was of the normocytic orthoehromic 
type in only slightly more than half of the 
cases. Minimal signs of regenerative activity 
were found in the blood, and signs of excessive 
blood destruction were not observed. A leuko- 
penia of less than 3,000 was found in 70 per 
cent of the cases. This leukopenia, in most 
cases, was the result of absolute deficit in all 


ings took part. This lack of eellularity did 
not always correspond with the degree of cellu- 
larity observed in sections, and it is hypothe- 
cated that this is explained by the lack of more 
mature and easily dislodged elements. At 
any rate, it is believed that the findings in 
aspirated marrow are often of greater diag- 
nostic value than those in tissue sections. 

Postmortem findings in most of the cases 
were essentially those of profound anemia, 
hemorrhagic diathesis, and terminal infection. 
A few ulcerative and associated septic lesions 
were encountered. 

There was no evidence that any type of 
treatment exerted a specific effect. Trans- 
fusion of blood was thought to be the most 
effective supportive measure, and there is 
reason to believe that frequent use of this 
measure may prolong life, and, in certain in- 
stances, actually preserve life until sponta- 
neous recovery occurs. The use of bone mar- 
row transfusion in a few cases did not seem to 
alter the course of the disease. 

A few cases recovered entirely. In the 
great majority, death resulted in from a few 
weeks to about thirty-three months. There 
was no sharp dividing line to distinguish acute 
from chronic cases, except the duration of the 

(U3 6SS6 

Diagnosis has been found to be difficult, 
since some cases have failed to exhibit char- 
acteristic findings during life, and other con- 
ditions have been found to masquerade as 
aplastic anemia. A few instances where leuke- 
mic changes have appeared as terminal events 
in otherwise classical aplastic anemia raise the 
question of whether such changes may not be 
the result of some compensatory mechanism. 


types of cells, and not simply a neutropenia. 
Immature cells in small numbers were en- 
countered in a minority of the cases. Throm- 
bocytopenia was almost, but not quite, a con- 
stant finding, and while the presence or ab- 
sence of hemorrhagic symptoms usually 
seemed to depend upon whether the number 
of platelets was below or above the so-called 


Conclusion 

Aplastic anemia may be regarded at the 
present time as a disorder of varied manifesta- 
tions, in which the fundamental defect is one 
of general hemopoietic insufficiency, varying 
from inhibition of normal cell maturation and 
distribution to actual hypoplastic changes. 


"critical” level, this was not always true. 

Bone marrow, as observed in sectioned tis- 
sue, varied from extreme hypoplasia to actual 
hyperplasia. A common finding was an ir- 
regular distribution of elements with islands 
of hyperplasia alternating with those of hy- 
poplasia. The constant abnormality was the 
relative, paucity of mature cells, interpreted 
as evidence of maturation arrest. 

Aspirated marrow examined by a standard 
technic showed a remarkable deficit of nucle- 
ated cells, in which all of the main cell group- 
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two to four weeks, after which improvement 
began and was followed by complete recovery. 
These patients have been observed for periods 
of from thirteen months to eight and a half 
years without evidence of recurrence being 
noted. In a small proportion of cases the dis- 
order was rapidly progressive, with death 
occurring in from twenty days to a few weeks 
after the onset. In the majority, the disorder 
was gradually progressive with partial remis- 
sions after one or several transfusions. In 
these cases the duration of the illness varied 
from three to thirty-three months before 
death resulted. 

The results as of April 30, 1941, were as 
follows: complete recovery, 15 per cent; 
death, 73 per cent; pending, 12 per cent. 
There is fair reason to expect that in this group 
of patients the final mortality rate will he 85 
per cent. 

In order to study the prognosis from the 
standpoint of causative agents, the cases in 
which the final outcome was known were clas- 
sified tentatively in four groups, namely: 
cryptogenic, in which no possible cause was 
found; arsphenamine; benzol; and miscel- 
laneous, in which pregnancy toxemia and mili- 
ary tuberculosis were noted. The results are 
noted in Table 6. 


TABLE 6. — Prognosis as Related to Causative 
Factors 



No. of 

Percentage 

Percentage 


Cases 

Fatal 

Recovered 

Cryptogenic 

18 

89 

11 

Arsphonamine 

6 

67 

33 

Benzol 

2 

100 


Miscellaneous 

4 

50 

50 


Naturally one could hardly be permitted to 
draw far-reaching conclusions from the small 
number of cases represented, especially since 
the classification is subject to criticism as men- 
tioned earlier. However, the results certainly 
indicate an extremely high mortality for the 
series as a whole, and, in line with the results 
of numerous other workers, a somewhat better 
prognosis in secondary cases than in strictly 
cryptogenic cases. 

Diagnosis 

Experiences of the writer have led him to 
agree with such writers as Dameshek, 8 who 
say that the diagnosis of aplastic anemia is a 
difficult one. This is especially true if the 
period of observation of the case is relatively 
short. While the majority of the individual 
cases have fallen into a pattern of almost 
monotonous uniformity, as far as most of the 
criteria are concerned, there were several that 


failed to conform to it. In addition, several 
cases have been encountered that showed the 
essential characteristics of this disorder, only 
to have the diagnosis disproved by subsequent 
events. 

In the present study the cases tended to 
group themselves in three categories: (1) 
early findings suggested aplastic anemia, and 
subsequent events substantiated the diagno- 
sis; (2) early findings suggested aplastic 
anemia, and subsequent events tended to dis- 
prove the diagnosis; (3) early findings did 
not suggest aplastic anemia, but subsequent 
events tended to make that diagnosis fairly 
definite. 

The first category represents cases that 
were typical throughout and requires no fur- 
ther comment. Cases falling in the second 
category were of two types. The first con- 
sisted of cases later found definitely to have 
some other disease masked as aplastic anemia. 
The second consisted of cases more difficult 
to interpret. They are cases that ran pro- 
longed courses in which all findings, including 
bone marrow abnormalities, were typical of 
aplastic anemia, and the terminal stage and 
necropsy findings were those of acute leukemia. 
While such cases, too, may be interpreted as 
leukopenic leukemia masked as aplastic ane- 
mia, it is possible that the leukemia developed 
as a sort of compensatory reaction to long 
continued bone marrow insufficiency. Such 
cases have been described and are summarized 
by Hunter.* The present author, together 
with Terplan and Sanes, has reported one case 
in this category. 1 The cases of the third cate- 
gory showed characteristics that tended to 
confuse the diagnosis. In some the clinical, 
blood, or bone marrow findings were not typi- 
cal of aplastic anemia, i.e., leukopenia or 
thrombocytopenia might be absent, or the 
character of circulating and bone marrow 
cells suggested leukemia. In one case the 
findings were strikingly similar to those m 
pernicious anemia. In all of these cases ter 
minal events and necropsy findings revea 
evidence of aplastic anemia. 


nmary and Comment 
Tie results of this study lead the author to 
ine toward the view that the disorder 
ken of as aplastic anemia should not e oo 
itlv defined as characterized by any se o 
ical or pathological criteria. It seems mor 

ly that it should be regarded somewha 
idly as a defect of the entire hemopoietic 
aratus, in which the principal abnormall y 
ihibition of maturation, and consequently 
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Fig. 1. Basal cell epithelioma of scalp noth bone involvement, treated by two courses of x-rays 
of 165 kv. 4 ma. at 50 cm. distance, with 0.25 mm. copper and 1 mm. aluminum filter, 300 r daily 
for eight days — total, 4,800 r. Right hds temporarily sutured 


cutaneous cancer, and most of these are need- 
less. These cancers, theoretically at least, 
could have been prevented in. every instance 
Also, early diagnosis and proper treatment 
probably would have cured all of these can- 
cers. 

Hence the importance of prophylaxis, of 
corly diagnosis, and of wider dissemination 
of knowledge on this subject. 

Summary. — preventive treatment is based 
on an understanding of the pathogenesis of 
skin cancer. Preventive treatment consists 
of; (1) avoidance of habitual excessive ex- 
posure to sunlight, especially by persons who 
have fair skins; (2) maintenance of a healthy, 
youthful skin by adequate, nutritious diet and 
good general health; and (3) early and pro- 
phylactic removal of moles, warts, cysts, and 
other precancerous lesions. 

Biopsy 

Hi each instance in which skin cancer is sus- 
pected, a specimen of tissue should be removed 
°r pathological examination. Biopsies can 
practically always be done without noticeable 
and it is now generally agreed by 
pathologist that such a procedure is safe. 

fl>e biopsy punch is an objectionable, out- 
moded instrument that conflicts with the 
e aet3 of good plastic surgery. For instance, 


if one is to avoid noticeable scarring, an inci- 
sion should be at least three times as long as it 
is wide, and the long axis of the incision should 
be in the direction of the lines of tension in the 
skin. Therefore, those who wish to do biop- 
sies with a minimum of scarring should discard 
the biopsy punch if they have not already done 
so, and instead use a scalpel (Bard-Parker #15). 
Such incisions should be carefully closed with 
interrupted fine silk sutures which should be 
removed after four or five days. 

For the treatment of unusually small lesions 
of a few millim eters' width, “biopsy excision” 
is good practice. This means excision for 
pathologic examination of the whole lesion, 
and a margin around it ample enough to in- 
clude any outlying parts of the growth. 

Whether it is safe to do biopsies on mela- 
noma, or on lesions suspected of being mela- 
noma, is a question upon which there is some 
disagreement. We personally believe that it 
is a safe and legitimate procedure. We ha\ e 
discussed this subject with several outstanding 
cancer pathologists and cancer surgeons. Their 
opinions were divided. About half were ve- 
hemently opposed to doing biopsies on mela- 
noma, whereas the other half confidently 
approved them. None had ever seen any 
metastases that could be ascribed to doing 
such a biopsy, but the surgeons in particular 


MODERN TREATMENT OF SKIN CANCER 

George C. Andrews, M.D., and Maurice C. Barnes, M.D., New York City 


T)RESENT-DAY preventive treatment of 
cancer of the skin has reached a high degree 
of efficacy. It is based upon information 
gleaned from clinical studies of the patho- 
genesis of skin cancer. A fact often not 
recognized is that such clinical studies have 
been, as a whole, more productive than labo- 
ratory research and have formed bases for 
most laboratory investigations of the causes 
of cancer. 

The predisposition of certain types of skin 
to the development of cancer has been estab- 
lished by clinical observation. Likewise by 
clinical studies, the influence of heredity on 
skin cancer has been clearly demonstrated. 
That we as individuals tend to inherit the 
same kinds of skin our parents possessed, and 
that fair skins are more likely to develop can- 
cer than brunette skins, are facts well known. 
Also, there is probably no fact regarding the 
cause of cancer better established beyond ques- 
tion or doubt than that habitual actinic ex- 
posure causes skin cancer in certain types of 
skin under certain conditions. Purely clinical 
observation has fully established this well- 
known and important fact, which has also 
been confirmed by many laboratory experi- 
ments on animals. 

Exposure to sunlight seems to increase the 
maturity of all living things. For instance, a 
plant which is grown in a dark cellar will grow 
large but does not flower until it is placed in 
the sunshine. On the other hand, consider 
the early age at which children mature in the 
tropics. These examples may illustrate the 
effect of habitual actinic exposure upon the 
cells of fair, sensitive skins. The life cycles of 
such cells apparently are speeded up and the 
exposed skin ages prematurely. Cancer is a 
disease of old age, but old age is a biologic — 
not a chronologic-fact, and all parts of the 
body do not age uniformly. Some relatively 
young people have old arteries, whereas others 
have prematurely old skins, and still other 
people have in their seventies skins which 
appear youthful. 

In all normal people there exists a mecha- 
nism of protection against the injurious effects 
of excessive actinic exposure. This does not 
seem to be simply a matter of quantity of pig- 
ment. In addition to the quantity of pig- 
ment, there appear to us to be some further 


protective forces, possibly of the nature of 
enzymes. Some children born of consan- 
guineous marriages lack this protective mecha- 
nism. These unfortunate individuals de- 
velop senility of the skin during childhood 
(xeroderma pigmentosum), and usually die of 
skin cancer before reaching adult life. 

One-third of all skin cancers occur on the 
nose, and this may be due at least in part to 
the large amount of sunlight the nose receives. 
Cancer of the lower lip can be traced in practi- 
cally all instances to habitual exposure to sun- 
light, with resultant actinic cheilitis. Smok- 
ing plays a questionable role. The male-sex 
incidence of lip cancer, like the female-sex 
incidence of mammary cancer, is not as yet 
explained. 

As Ewing has repeatedly pointed out, and 
as we believe largely from clinical observations, 
there probably is no single cause of cancer, and 
cancer is not as simple as a cause-effect reac- 
tion. Cancer is a process that arises under a 
certain group of favorable conditions. In the 
case of skin cancer, the chief conditions are 
maturity, fair skin, and habitual actinic ex- 
posure. 

And the likelihood of cancer is augmented 
if in addition there are moles, warts, or other 
so-called precancerous lesions present, and by 
contact, occupationally or otherwise, with 
pitch, tar, paraffin, lubricating oils, or other 
hydrocarbons containing dibenzanthracene or 
similar carcinogenic substances. It is inter- 
esting that these have chemical formulas simi- 
lar to those of the estrogenic hormones, which 
also are potent stimulants of cell growth. 
Rhoads 3 and his coworkers have shown in 
animal experiments that nutritional deficien- 
cies, particularly of vitamins, play some sort 
of etiologic role in some cancers. It appears 
that animals on adequate diets have the power 
to neutralize certain carcinogens, whereas 
those on deficient diets fail to neutralize such 
carcinogenic substances and so develop 
cancer. 

It is truly stated that skin cancer is a pre- 
ventable disease. General cognizance of the 
group of factors which favor the development 
of malignant growths of the skin will do much 
to decrease still further the number of deaths 
from these annually. The list of precancerous 
lesions is now common knowledge and we shall 
not reiterate. There are over three thousand 
deaths in the United States annually from 


Bead at the Annual Meeting of the Medical Society of 
the State of New York, Buffalo, April 30, 1941. 
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The size of the dose may be changed slightly 
for the individual case. Asa rule young people 
require slightly smaller doses and very old 
people slightly larger doses than the standards 
which we have recommended. If preferred, 
the same doses may be given daily for eight 
hays instead of semiweekly for four weeks. 

a 3 ‘ mm - aluminum filter can be used at 
3o kv^ g^g 600 r daily for eight days-a 
o a o 4,800 r. Unfortunately the histologic 
structure of the particular squamous cell epi- 
hekoma does not assist much in making a de- 
termination of the size of the dose. 

squamous cell epitheliomas on other por- 
uons of the skin surface, including the cheeks, 
m, .’ an( sca lp, should be excised surgically, 
i , 13 ,Kuall - v a simple operation which can 

one in the office under local anesthesia, 
hq^mous ceU epithelioma on the hands should 
era y be excised, but there are exceptions. 
snm Jt tty ’ n ° nulcer ated, small epitheliomas, 
ocnrr™ 63 C f Ued homif y*ag papillomas, that 
not c, £e ‘ l lfc , y on dorsa of the hands, are 
not serious and are easily cured by x-ray treat- 

nnJL A S n '" e dose of 1 ’ 600 t0 2 - 000 r 53 

y sufficient. On the other hand, one 
omlnn !n Un ] er advanced ulcerated epitheli- 
a fincp uf dorsa ^ surface of the hand, or on 

dissectiin of thlS ma5 ° r SUrgi ° al and 

A* 0 *? cuttin S c.un-ent lias a special 
enitkpi; U£e il \ nes3 in the treatment of some 
titis ar ‘ se * n chronic radioderma- 

or anfi*' those located on the nose, chin, 
and hi, [In' ° j w h ere the skin is atrophic 
hockev eu°™ d ' ^ electr °de shaped like a 


m StlCkL ^ ^ een extremely useful to us 
results , cases ) and the healing and cosmetic 
often awt™'* splendid. Electrosurgery 
for thp n t? i nnnecessary in such instances 

sivesm- P - a 1 f n ^ unc l er Ko tedious and expen- 
se surgical care. 

oomal,f'fi?^ 0 i^ th e treatment of carci- 

mucn/'i.f 8 l f J3 ' P e nis, vulva, and of other 
•mdertqV 11160 !! 5 jnnotions is not generally 
that in « by der mntologists. We realize 
tices nrp.°. rn f the country other prac- 

obtain still avi d tbat the dermatologist may 
thSMfS 4 resd ts by x-ray and radium 
enormous tT) ;', e£:e , cancers - However, in the 
PracticI p ? d centers in New York the 

and cancers P of y tL CknS iS higUy specialized, 
treats io i , ^ ese parts of the body are 
oasiona! y ^ y the surgical staffs, with oc- 
ment. course to the radiotherapy depart- 

the valup^f ,^ e t° mention, furthermore, 
o> liver extract injections and of 


nicotinic acid therapy as supplementary meas- 
ures in the treatment of oral preeancerous 
conditions. 

Basal Cell Epithelioma.— Basal cell epitheli- 
oma is chiefly treated by the use of x-rays, 
although when the lesions are small and in 
favorable locations, excision is preferred. The 
x-ray treatment which was recommended for 
squamous cell growths on the nose is applied 
to basal cell epitheliomas and mixed cell epi- 
theliomas not only on the nose but in practi- 
cally all other areas. Total doses of 6,000 r, to 
8,000 r, as previously described, divided into 
two treatments a week for three or four weeks, 
usually the latter, are recommended, and even 
higher amounts can under certain conditions 
be safely and effectively given. We also use 
with success the divided high voltage technic, 
along the lines recommended by the Mar tins , 1 
and we favor this method where the infiltra- 
tion is deep. With this technic at 165 kv. 4 
ma. at 50 cm. distance and a filtration of 0.25 
m m . copper and 1 mm. aluminum, the ery- 
thema dose is a little under 600 r. We give 
300 r daily for eight days, exclusive of Sunday, 
and two weeks after this first course of 2,400 r 
we give a similar second course. This makes 
the total dose 4,800 r, which is theoretically a 
little low but has been adequate in most of the 
cases we have thus far treated. A third course 
can be given without entailing hazard if it is 
necessary. The skin reaction to this high- 
voltage divided-dose method is inconspicuous, 
and has consisted simply of a vivid erythema 
that appears about a week after the first 
course and persists with minor variations 
until three or four weeks after the second 
course. 


X-ray Technic 

In 1936 Braestrup and one of the present 
writers (Andrews) 1 reported studies of depth- 
dosage measurements in the skin at distances 
of millimeters beneath the surface. At that 
time we pointed out that the ideal radiation 
for treatment of skin lesions was theoretically 
a homogeneous beam of about 0.9 angstrom, 
of which about 87 per cent would be absorbed 
in the first centimeter of tissue. We recom- 
mended at that time a change from the then 
standard technic of 90 to 100 kv. to lower 
voltages such as 50 to 60 kv., and the use of a 
filter of 2 mm. aluminum, so as to obtain a 
fairly uniform beam of about 0.9 angstrom. 
We are gratified that recent tendencies have 
been, along the lines suggested, and are still 
convinced that our recommendations were 
sound. Keeping in mind that even skin 
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Fig. 2. Basal cell epithelioma of nose before and after treatment with divided-dose x-ray as 

described in legend under Fig. 1. 


seemed to fear dire results, which opinion was 
not generally shared by the pathologists. 

Treatment 

Having fully established the character of 
the growth by clinical diagnosis confirmed by 
pathologic examination, we are prepared to 
plan the treatment. In general, this is surgi- 
cal excision for squamous cell carcinomas, and 
x-ray treatment for basal cell carcinomas. For 
melanomas, radical surgical removal is the 
only treatment. Radium treatment of skin 
cancer has been largely discarded in our clinic. 
The use of the so-called electric cutting current 
for the removal of skin cancer by electro- 
surgery has value in selected cases. 

Squamous Cell Epithelioma . — Treatment 
of squamous cell epithelioma is particularly 
influenced by the location of the lesion. Those 
which arise upon the nose or midportions of 
the face, although numerically common, are 
not likely to metastasize and, although they 
have great tendency to recur locally, are rela- 
tively less malignant than those which arise 
on other parts of the integument. The nose 
is a difficult place for plastic surgery, and ex- 
cision of epithelioma from the nose is generally 
a difficult job that may involve months of dis- 
figurement and disability for the patient. For 
these reasons, and because x-ray treatment 
effectively cures such cancers, it is the pre- 
ferred method. 

The x-ray dosage is influenced somewhat by 


the size of the lesion and the age of the patient 
but in general is 1,000 r twice a week for four 
weeks, making a total of 8,000 r, using 65 kv. 
20 ma. at 14 cm. distance with 1 mm. of alu- 
minum filter in a modern shockproof machine, 
with oil-immersed Machlett tube. An ample 
ring of tissue is exposed beyond the visible 
margin of the tumor, generally as wide as the 
diameter of the lesion itself. If this low volt- 
age technic is not feasible because your x-ray 
apparatus is not adapted to it, nearly as good 
results can be obtained by using 100 kv. 3 ma 
at 20 cm. (8 in.) distance with a broad-focus 
Coolidge tube unfiltered, which was the stand- 
ard setup before the shockproof equipment 
was developed. With tills old Coolidge tube 
unfiltered technic at 100 kv., one should give 
750 r twice a week for four weeks, making a 
total of 6,000 r. .... 

The reaction in and about the epithelioma 
from this intensive treatment is surprisingly 
small and consists for the most part of a dm 
erythema and a drying up of the lesion tba 
becomes noticeable after the third treatmen • 
The reaction gradually becomes more vivid, 
and during the fourth week of treatment, an 
the week following, there is a superficial u- 
ceration which requires a dressing. 15 
ulceration rapidly heals and the reac ion 
promptly disappears, concomitantly with 
involution and disappearance of the tumor, so 
that the whole process is finished within three 
weeks after the last treatment. 
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pOXTACT dermatitis is another of the 
Xjmany skin conditions rescued from the 
grab bag of the all-inclusive term eczema. At 
present it appears to be among the most 
interesting to the physician, because it stimu- 
lates his curiosity as a detective, and because 
of the satisfaction that the solution of the 
problem gives to the patient and himself. 

Contact dermatitis is an inflammation of 
the skin brought about by the action of animal, 
vegetable, or mineral substances on the skin 
surface. The irritants may be primary irri- 
tants that produce inflamm a tion on any skin. 
Or they may be substances that are usually 
uonirritating to normal skins but produce der- 
matitis in sensitized skins. We are concerned 
here with the dermatoses that develop from 
ms secondary group. The offending agents 
are innumerable and an excellent list appears in 
fiber’s article . 1 The dermatitis can occur 
0! ? P ar t of the body, from the scalp — as 
wjth injury from a hair lotion — to the feet, as 
with mjury from the dye or leather in shoes. 

fhe greater number of cases occur on the 
exposed areas of the body, as the head, neck, 
3rm ' 3 ' a ?d legs; and these are easier to diag- 
v°k ^ le lln exposed areas may also be in- 
° ved, and these cases may be a bit more 
Puzzlmg until the solution strikes one. The 
Problem of solution puzzled one physician 
consulted about a concentric dermatitis on the 
u ocks of a child. The usual therapy did 
, 0 ave much effect. Observing the child’s 
o ocks from a distance one day, he asked 
lie mother whether there was a new toilet 
. m the home. Yes, there was a recently 
m ed toilet seat — and so another mystery 
"as solved. 

the commoner substances which 
tit’^ ^ ro ^ uce a contact dermatitis or derma- 
tl ' SVenena ^ a are: poison ivy, oak, and sumac; 
tesr g ® rauiu ?i; the primrose, the ragweeds, 
orr; 10111 ’ c I a ' n i ne > mercury, novocain, butyn, 
,,ij 3 ro °t, and that very common dye, para- 
~ jfiadiamine. Any tree, weed, or plant 
oint ° e mcrim mated. Sulfur, Whitfield’s 
fanif ei o ’t an< ^ adhesive tape are frequently at 
mai " . jhwartz and Tulipan 3 state that the 
rpn * j .°* occu P a tional contact dermatoses 
the Tfnited States are caused by 
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0 ‘be State of 
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alkalies, oils, solvents, dyes, poisonous plants, 
and acids. 

In going over my own records, I found the 
following substances, in the order of frequency 
here shown, to be the causative factors in 
cases of contact dermatitis or dermatitis 
venenata: poison ivy and related plants, 
alkali soaps, orris root face powders, mercury, 
sulfur, paraphenylendiamine (in furs, dresses, 
and hair dyes), Whitfield's ointment, adhesive 
plaster, cements, nickel, novocain, mercury 
and iodine forming mercuric iodide. Sub- 
stances infrequently producing dermatoses 
were: resinol salve, D.D.D. liquid, lysol, nox- 
ema, phosphorus, pyrethrum, gas cleaning 
fluid, carbon typewriter paper, Japanese lily, 
mango plant, Oakite liquid cleanser, rubber, 
wool, paint. 

Diagnosis 

The diagnosis of contact dermatitis is made 
from the very sudden onset of a severe itching 
or burning dermatitis, varying from a simple 
erythema to papule, vesicle, pustule, and 
gangrene formation. The exposed parts of the 
body are affected more commonly. A careful 
history of contacts is very important and that 
alone may be sufficient at times for making 
the diagnosis. The history must include the 
tima of onset, whether at work or at home or 
following a vacation, and information as to 
use of new cosmetics, plants in the home, 
animal pets, use of insecticides, hobbies. 
Repeated talks may be necessary. The pa- 
tient may mull over in his mind what things 
have been disturbing him with itching, for 
example, and suddenly strike on the right 
substance as the irritant contact. An im- 
portant aid in confirming the diagnosis is the 
epidermal patch test. 

In the differential diagnosis an exudative 
neurodermatitis must be excluded. This 
condition does not show vesicles and is more 
inclined to be patchy. The intense edema of 
the eyelids and genitalia seen in a contact 
dermatitis is not seen in neurodermatitis. 
The eyelids are not involved as a rule in neuro- 
dermatitis or atopic dermatitis. 

Patch Test 

The patch test is an epidermal sensitivity 
test. The test is an attempt to reproduce on 
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tumors do not usually extend more than 2 cm. 
in depth and that most dermatoses do not go 
deeper than 1 cm., it is obviously desirable for 
dermatologists to use a quality of radiation 
which produces absorption relatively less in 
the depths, and more in the lesion itself. It 
is generally agreed that the biological effects 
of x-rays on a tumor are due solely to the 
quantity of energy absorbed in the area of the 
tumor. This principle must be the basis for 
x-ray therapy if we are to obtain the maximum 
benefits from its use. 

It is desirable that the absorption of the 
radiation be evenly distributed throughout 
the tumor area. According to our studies, 
the quality of radiation produced by 50 to 60 
kv. and a filter of about 1.5 mm. aluminum is 
much more homogeneously absorbed through- 
out the first 2 cm. of tissue than the radiation 
produced by 100 kv. unfiltered. 

The divided-dose technic aims to maintain 
a saturation dosage over a period of several 
weeks, and thereby to irradiate abnormal 
radiosensitive cells with a heavy lethal dose 
during their mitotic periods, in which they are 
particularly susceptible. This sound plan of 
dosage, combined with the use of a quality of 
radiation which is absorbed almost wholly 
within and relatively evenly throughout the 
area of the tumor, forms the modern x-ray 
treatment of cutaneous cancer. 
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Discussion 

Or. Paul E. Bechet, New York City— Dr. 
Andrews has presented an excellent paper, and 
the results of treatment in severe and extensive 
epitheliomnta as shown on the screen are very 
satisfactory, but it would seem to me that as 
regards smaller lesions, particularly of the in- 
filtrated type, with raised and almost sclerosed 
borders, it would be better to destroy them first 
with electrocoagulation, followed by thorough 
curettage of the whole softened mass, then 
desiccation of the surface, and the administra- 
tion of a single dose of unfiltered x-ray, using 
the broad-focus Coolidge tube at 100 kv., giving 
900 to a top of 1,200 r. I have used this method 
for some seventeen years with extremely satis- 
factory results, both from a cosmetic point of 
view and permanence of cure. 

About twelve years ago I treated a patient 
who bad a large basal-prickle cell epithelioma 
on the forehead, about 6 cu. mm. in diameter. 
The mixture of two types was proved histo- 
logically. Under local anesthesia the lesion was 
electrocoagulated, then thoroughly curetted, 
the surface desiccated with a strong spark, and 
1,200 r of unfiltered x-rays given, all at the 
same time. I saw this patient a few months ago 
and she was still well after twelve years, lae 
scar was smooth, soft, and pliable. 


AMERICAN DIABETES ASSOCIATION TO 
The second annual meeting of the American 
Diabetes Association will take place on Sunday, 
June 7, at Haddon Hall in Atlantic City. 

The morning session will begin at 9 o’clock and 
will include a business meeting, a presidential 
address, and a round-table discussion. The 
chairman of the discussion committee is Herman 

O. Mosenthal, M.D., and the members are 
Charles H. Best, M.D.; Joseph H. Barack, 
M.D.; Edward S. Dillon, M.D.; and Elliott 

P. Joslin, M.D. There will also be an educa- 
tional film on diabetes, from the Medical Society 
of the State of Pennsylvania. 

The afternoon scientific session will begin at 
2:00 p.m. and is as follows: “Action of Insulin," 
by Franklin B. Peck, M.D.; “The Diabetic in 
the Defense Program,” by Joseph T. Beard- 


rood, Jr., M.D.; “Endocrine Control of Caroo- 
lydrate Metabolism in Relation to Human i Dm 


nd Significance ot Tissue ww&L . «Acido- 

nd Disease,” by Samuel Soskrn, ^.D., 

s," by Eaton M. MacKay, M.D., Hypogy 

line Reactions," by Harold E. Hunwich, MU- 
If time permits, the following papers , r 
s read: P “Insulin Atrophies, by Alexand 
larble, M.D.; “Vitamins and Diabetes b 
Rian M. Freston, M.D., and IVimlreo 

°The^evenfng session, at 7:00 p.m., wifi begin 
ith dinner, followed by the Bearing 


AMERICAN HEART ASSOCIATION TO MEET .. . H d don Hall, Atlan- 

The eighteenth scientific meeting of the 5 .and 6, 1942, at Chalfon 

American Heart Association will be held June tic City, New Jersey. 
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acid. Tense vesicles are opened to relieve the 
discomfort and pain. Later, when the erup- 
tion is subacute, drier, and more scaly, a cala- 
mine lotion with some olive oil is quite sooth- 
ing. Soap and water must be omitted en- 
tirely. 

Of course one must eliminate every sus- 
pected irritant until a positive diagnosis is 
made. If the patch tests are negative and 
one is still suspicious of a contact, the sus- 
pected substances may be brought in contact 
with the patient one at a time, at intervals of 
a few days. Specific therapy may be used, for 
example, with poison ivy. However, if a 
polyvalent sensitivity develops, specific ther- 
apy may not work, and nonspecific therapy, 
such as autohemotherapy or milk injections, 
may be attempted. Treatment and diagnosis 
at the earliest possible moment are important, 
to prevent a simple monovalent sensitivity 
from developing into a more resistant poly- 
valent sensitivity. In applying salves or 
lotions to an already sensitized skin, it is well 
first to patch-test the effect in each instance 
on a small area of normal skin. Baths con- 
taining oatmeal, baking soda, bran, starch, or 
boric acid are often of value. 

Prognosis 

On removal of the irritant the dermatitis 
will subside. Early removal prevents a poly- 
valent sensitivity in many cases. Even a 
monovaleutly sensitive skin is more suscep- 
tible to irritants after recovery. 

Case Reports 

_Cose 1. Pyrelhrum Dermatitis. — A gunsmith, 
oo years of age, who was seen at his home, ad- 
jacent to his place of business, which he con- 
ucted together with a taxidermist, presented an 
frytheinatous, diffuse, oozing vesicular eruption 
'evolving only his arms and legs, of seven weeks' 
oration. His face, neck, and torso were clean. 
,, e Was so weak from loss of sleep and nutrition 

mat he was now in bed. 

.... . e bad had no previous skin complaints. 

ls er uption apparently started after he had 
®opped a floor with a new soap. After the erup- 
hi°M St - artet1 ’ various home remedies (noxema, 
c oride of mercury, sulfur ointment, etc.) 
ere applied, with aggravating effects. All patch 
t oV<*e negative. The patient responded well 
We usual soothing compresses, but suffered 
relapse every week end. 
u going over the history of possible contacts, 
Was ma<ae intense pruritus which 
tientV™ 0 "" contac *' with the irritant. The pa- 
, * e Pt wondering why he was worse during 
Tho although so well during the week, 

dn a recalled that the taxidermist who con- 
c ed the shop with him worked only on week 



Fig 2. Flexor aspect of forearms, showing 
positive patch test of adhesive below on left fore- 
arm . Other areas show negative patch tests, but 
positive areas where adhesive was applied. 
Coloring matter was added later for contrast in 
photographing. 

ends. On Friday he was feeling fairly well, and 
wondered if his week end was going to be bad. 
The door connecting his home and shop was 
open. He heard the taxidermist using a spray' 
on some animal skins. Some of the spray evi- 
dently floated into his room, and nothin a few 
moments an intense pruritus developed on his 
own skin. He immediately' connected the spray 
with his dermatitis, and a severe positive patch 
test confirmed the diagnosis. Sbur-Deth spray, 
containing pyretbrum, was the offending agent. 
As soon as this was stopped, the eruption cleared 
up. 

Incidentally, this patient used to think that 
skin specialists were only for beautiful women, 
but has now changed his mind. 

Case 2. Adhesive Dermatitis (Figs. 1 and 2 ). — 
A salesman, aged 35, was cut on the face by 
barbed wire. Five sutures were taken, then tinc- 
ture of metaphen and a gauze dressing with ad- 
hesive tape were applied. A tetanus antitoxin 
injection was given. On removal of the dressing 
two days later, the laceration was apparently 
healing, but an erythematous vesicular eruption 
was noticed along the edge of the bandage, where 
the adhesive was in contact with the skin. This 
was diagnosed by the attending physician as 
impetigo contagiosa and a 5 per cent ammoniated 
mercury ointment was applied with another dress- 
ing and adhesive. The vesicular itchy eruption 
spread over the entire face and made no response 
to various remedies used. 

When seen twelve days after the original in- 
jury, the entire face was swollen, erythematous, 
and moist. Patch tests with various remedies 
(o per cent ammoniated mercury', bichloride of 
mercury', lotio alba, noxema, etc.) were negative. 
A patch test with adhesive was strongly positive. 
The eruption responded quickly to soothing 
topic remedies. There was no history of any 
previous sensitivity to adhesive. 

Case 3. Phosphorus Dermatitis . — A manager 
of a brass foundry', aged 49, presented an itchy, 
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Fia. 1. Contact dermatitis from adhesive, in- 
volving entire face. 

a normal area of the skin, usually the flexor 
aspect of the forearm or the back, the circum- 
stances under which the patient’s eruption 
developed. The substance applied must be 
not a primary skin irritant, that is, it must 
be one not irritating to the skins of all persons 
to whom it is applied. The test substance 
should preferably be in a moist condition. 
Water or perspiration may be used to moisten 
the substance. Perspiration may be obtained 
by placing the substance to be tested in the 
axilla for a few hours. However, artificial 
perspiration 3 may be prepared and used. At 
times this is more useful than water, as it 
more closely simulates actual conditions. 

A half-inch square of skin of the flexor 
aspect of the forearm is covered with the 
moistened material to be tested. This in turn 
is covered with a larger piece of gauze or 
muslin, and then with another covering of 
waxed or oiled silk, and finally with adhesive 

to hold the materials on the skin. 

A far simpler method 4 when testing cements, 
ointments, or volatile oils, is to cover the sub- 
stance with scotch tape and rim with adhesive. 
This is easy to observe at short intervals of 
fifteen minutes while the patient waits. The 
test is inspected at twenty-four, forty-eight, 


and seventy-two hours. If the patient com- 
plains of itching or burning at the test site, 
it may be necessary to remove the test in less 
than twenty-four hours. Some test material 
may be left on as long as a week. 

A positive test will show' a typical derma- 
titis picture, going through the stages of itch- 
ing or burning, erythema, edema, and vesicu- 
lation. A papular or pustular reaction about 
the hair follicles or sebaceous orifices is not 
considered a positive test. 

Patch testing, if done at the time of the 
eruption, may produce a severe reaction 
locally and aggravate the eruption present. 
The testing should not be done at the site of 
the eruption until the skin has been allowed to 
quiet down for a long time. 

If possible, use for test the same material 
as the patient has used. Proprietary prepara- 
tions may change from jar to jar. Sometimes 
a combination of materials used may produce 
a dermatitis, whereas the individual compo- 
nents are harmless. 

Patch tests indicating an epidermal sensi- 
tivity may be positive in contact dermatoses, 
but usually are negative in atopic dermatoses. 
The fact that the tests are negative would 
tend to point toward atopic dermatitis. 
Patch testa positive in atopic dermatitis are 
usually papulopustular and discrete, as dis- 
tinguished from a diffuse erythematous vesicu- 
lar reaction in contact dermatitis. 

Patch tests performed on skin adjacent 
the eruption are more likely to give a positive 
reaction. Negative patch tests may be inter- 
preted as follows: 2 (1) the materia^ tested l is 
not the one causing the dermatitis, ( ) 
area tested may not be as hypersensitive as 
the affected area; (3) if the test is done very 
late, the hypersensitiveness ma ^ ha 7 the 
appeared; (4) the test is not reproducing the 
same conditions of moisture, heat, macerati ^ 
friction, light, concentration, etc., as tlios 
which the eruption occurred. , „ or 

A delayed positive test may occur 1 
days after the test is removed. If the tes 
positive after a long interval, seven days rt 
it may indicate a sensitivity tba ^ 

oped from the test material itself. 

ized dermatitis has been ° height of 
because of a patch test done at the he g 

the eruption. 



:esses are best, as curuw » ■ QQQ 

: 8,000, or saturated solution 
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male worker in a cutlery factory, after a fen 
months at the job of attaching steel knives to red- 
wood handles, developed a vesicular itchy derma- 
titis on the hands, which gradually spread over 
his entire body. Patch tests with redwood were 
strongly positive. His job was changed and the 
eruption cleared up. Three years later, he was 
temporarily put on a job of stamping names on 
redwood handles, and a vesicular dermatitis 
again developed on his hands. His job has again 
been changed. 

Summary and Conclusions 

1. Diagnosis of contact dermatitis is de- 
pendent on a very careful history of contacts, 
the greater number of cases occur on the 
exposed surfaces. The patch test is confirm- 
atory evidence and must be interpreted cor- 
rectly. 

-■ The most common causes are poison ivy 
and related plants, alkali soaps, orris root 
ace powders, mercury and iodine forming 
mercuric iodide, sulfur, the dye paraphenylen- 
lamine (as present in furs, dresses, and hair 
fl yes), adhesive plaster, Whitfield’s ointment, 
cements, nickel, and novocain. 

■ • Diagnosis and treatment quite early are 
important to prevent possibility of a mono- 
a ent sensitivity becoming polyvalent. 

601 Medical Arts Building 
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Fig 5. Positive patch test with amido-azo- 
toluene 


In general, patch tests are valuable but im- 
perfect aids. As time goes on, we shall probably 
depend more upon careful stimulation of the de- 
tective instincts of the patient and his family. 
We all see cases of dermatitis on skin areas under 
the trousers or shirt pockets, produced by arti- 
cles habitually carried in them. “Kitchen” 
matches or matchboxes are often the culprits. 
Recently I saw a bus driver with a dermatitis 
venenata on the right anterior thigh. He al- 
ways carried his change in the right trousers 
pocket. A patch test with an Indian nickel was 
positive. He now wears a change belt. To 
date he has had no trouble with his hands. 

1 should like to mention one series of cases 
recently seen. Possibly a more detailed report 
will be made later. In a mail-order house in a 
neighboring city, selling clothing, any article 
selected for sale is handled in very large quan- 
tities About eighty women are employed in the 
office. Frequently each one is given a sample of 
an article to wear before it is put on sale. In 
this case a large lot of hard-twist, good-quality 
beige silk stockings was ordered from one of the 
big manufacturers. A pair was given to each of 
the eighty girls. 

Ten of the girls developed dermatoses. The 
eruption was at first distinctly confined to the 
areas covered by the stockings, but in several 
patients, in from one to two weeks, it spread and 
became generalized. The arms, face, and eyelid-, 
nere then particularly involved. The original 
dermatitis had an urticarial appearance with peri- 
follicular grouping. This suggested absorption, 
m perspiration, of dye or finishing material, as 
mentioned by S. J. Fanberg in the J.A.M.A., 
August 3, 1910. At this time Fanberg called at- 
tention to the slow healing in his cases, which 
uere of dermatitis due to wearing nylon hose. 

In my cases, pruritus was marked and healing 
slow. 

No data as to material, dyes, or finishing prod- 
ucts were obtained. The employers were very 



Fig. 3. 
Fig. 4. 
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Same^dv^traiisferr^ 1 !!?"/ 1 ^ 010 ^^ 6 Yellow T ), present in wrist watch strap, 
oaine aye transferred to face, u ith vesicular dermatitis resulting. 


eiythematous, moist, scaly, diffuse plaque, about 
•1 inches m diameter, on the anterior upper third 
° the ■ thigh and the same picture on the extensor 
aspect of the right third, fourth, and fifth fingers, 
of six weeks duration. The eruption consisted 
of small vesicles at first, but was now in a sub- 
acute stage. 

There was no previous history of skin com- 
plamt and no evidence of any fungus infection. 
All ot the usual patch tests were negative. The 
eruption did not respond to topic remedies, 
fractional doses of x-ray would involute the 
eruption for a short time and then a relapse 
would occur. The patient was becoming dis- 
couraged. 

While talking with his physician one day, he 
pulled a wooden match out of his right pants 
pocket to light a cigarette. He stated that for 
years he had carried wooden matches in his right 
pants pockets. The solution was now apparent. 
Patch tests with phosphorus and also with the 
cloth of the right pants pocket were positive. 
The eruption cleared up as soon as he stopped 
carrying uncovered matches in his pants pocket. 
The right pants pockets in all of his suits had to 
be changed. 

Case 4 ■ Dye Dermatitis ( paraphenylendia - 
mine ). — A hairdresser, blonde, thirty-eight years 
old, presented a diffuse vesicular dermatitis of 
the extensor and flexor aspects of the hands and 
forearms, of six weeks’ duration. Her hands be- 


gan to itch, burn, and swell soon after dyeing 
the hair of a customer with No-Tox (a hair dye 
containing paraphenylendinmine). Although 
she wore rubber gloves while applying the dye, 
she finger-waved the hair with her bare hands 
when the dye was dry. Patch tests with No-Tox 
and with paraphenylendinmine were strongly 
positive. 

Cases 5 and 6 (Figs. 3, 4, and 5). Dye Derma- 
titis: amido-azololuene ( Oil Yellow T .). — Two 
boys, both thirteen years of age, were presented 
at their confirmation with new wrist Matches 
with black straps. Within three days, both de- 
veloped severe vesicular eruptions on the wrists 
outlining the areas of contact with the black 
wrist straps. One boy' alsd showed some vesicles 
on the face. Patch tests with the wrist straps 
were strongly positive. At about this time, Dr. 
Louis Schwartz published an article 1 on derma- 
titis from wrist watch straps, in which he found 
the particular dye at fault to be amido-azotolu- 
ene, and this proved to be so in these two cases 
Case 7. Dye Dermatitis: Aniline Black. 

A 26-year-old man developed a severe vesicular 
dermatitis on the feet and ankles within a few 
hours after wearing a new pair of cheap black 
socks on & hot day, when he perspired very much. 
Patch tests with the material were positive 
and aniline black was the dye that was found 


to be the causative agent. 

Case 8. Redwood Dermatitis .* — A 23-y ear-old 
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W ITHIN the past ten years, more has 
been done to solve the problem of the 
fractured hip than had been accomplished in all 
of the preceding time. Whatever form of 
fixation was chosen, whatever method of 
application was preferred, it was designed 
first fo reduce the fracture and second to hold 
the fractured surfaces together. Many of the 
accepted reasons for failure of union have 
been dispelled because these two fundamental 
principles of fracture treatment have been 
made applicable to the fractured hip. 

Surgeons dealing with fractures, and cer- 
tainly patients sustaining fractures of the 
hips, are indebted to the pioneers in this work. 
" e h_ ave obtained a much higher percentage 
of united hips with excellent functional result, 
undoubtedly the patients have been much 
more comfortable, and, in all probability, the 
lues of many have been saved. 

Internal fixation is an accepted procedure 
practically all cases where it is appli- 
cable. As we have increased our familiarity 
^th the procedure, it has become greatly 
simplified. However, it is still a procedure 
. necessitates meticulous care in its appli- 
cation. 

It has been the writers’ experience to par- 
ticipate in the treatment of approximately 
o cases of fractured hip with internal fix- 
a ion. The work was started with Kirschner 
S res - which were found to be unsatisfactory, 
h f- i° re ^' ns were use d with satisfaction, 
ut in the last few years we have confined our 

n'^ SU 'm,-^ 1156 Smith-Petersen 

a . This is purely a matter of our personal 
oice, based upon limited experience with 
P r U'etbods, but a fairly extensive ex- 
P nence the nail. We are satisfied 
our method of reduction and of intro- 
c ion of the nail. We are satisfied that 
bp! Inoperative care of the patients has 
il ? ’minimized and simplified. We believe 
the t P ro cedure is without doubt one of 
great contributions to bone surgery. 
D „/' vev " er ' . we find that there are certain 
wrth whom we have not obtained the 
_ results. Willing to accept good re- 
nt o,’ rnust attempt to analyze the causes 
W° if “ ures we have experienced. 

— rnac ^ e no attempt to choose a type 

Aonaal Meeting of the Medical Society of 
6 Df York. Buffalo, May I, 1941. 


of patient or the type of fracture, as long as it 
was a fracture of the neck of the femur. We 
have taken these patients at all ages, the old- 
est being 93, and have not made the presence 
of a complicating lesion a reason for not 
operating. We have felt that these people 
were all living at their normal until the in- 
cident of the fractured hip, and that our 
responsibility was to restore them to that 
normal. We have had no reasons to regret 
tills course. In none of the cases has the 
operative procedure produced any unusually 
worrisome postoperative shock; on the con- 
trary, the patients have been made more 
comfortable and have been able to sit up in 
bed, and we are certain that we have avoided 
many complications that used to occur. We 
feel that the more simple, impacted trans- 
cervical fracture is just as much entitled to 
this form of treatment as the fractured 
neck with marked separation of the frag- 
ments. 

We have not had the experience of han- 
dling any recognized pathologic fractures. We 
have had some difficulty on occasion in ob- 
taining a perfect reduction, but, with the ex- 
ception of one or two instances, we have felt 
that we obtained a satisfactory reduction. 
The failures we have had cannot be attributed 
to imperfect reductions. It has been observed 
that some of the difficulties in reduction were 
due to obliquities in the fracture line, in which 
we had extreme difficulty in maintaining the 
reduction. However, we were in all cases 
able to satisfy ourselves, at the time of opera- 
tion, that we were maintaining a good posi- 
tion of the fragments and nailing them. In 
all probability, the obliquity of the fracture 
line and the placing of the nail may be very 
deceiving, and what appears at the time of 
operation to be a good positioning of the nail 
may not actually be so. Because of the 
obliquity of the fracture line, the nail does 
not get as firm a grip in the proximal portion 
of the neck and head as it would seem in the 
radiographs to have. We have reason to be- 
lieve that this constitutes one cause of some 
of our failures. 

We have felt that the valgus position was a 
good one, and that, if once obtained, no 
attempt should be made to change it. We 
have not always been able to obtain the most 
satisfactory position 3S far as rotation of the 
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group reported some prurit^ThT^ 
been induced by suggestion ' ™ may haVe 


SWARTZ 
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wore them #iTf ed t h ° Se before ‘bey 

washed sitings %£**£?*? and Un ' 
pases. A control/ w“i ° n aU 
m each case The control k ten , al was used 

Tk. trashed i.SSl'^d Selt" 4??" ™' 
only one case oil- , rate ly positive in 

positive in 3 cases p^'washed , material was 

were obtained for three TtL^T^^ 0 ™ 58 
eczema, 1- infanHl» „ ° f t le glrs infantile 
- U miantile eczema, and hay fever, 1 ; 


Ji'.T"' a T A ! »t" »** 0( L,, pm 

severe velc?t T* ° f the genitals Mowed by 
I nM f dermatitis after wearing new 

woidd talre n t r i ’ COuJd be ^ntioned This 
Most of vm T°° ° Dg to dlscuss this time, 
the past few JeTs.^’ 6 had Simiiar Cases in 

tion^ h; thantS t0 ? r ‘ S "' artz for the presenta- 
tion of his very good paper. 


AUDIENCE RESPONSE TO “DOCTORS AT 

seS I ways era AuS I encem S -i nay be checked in 

the quickest and enofs^f 6 ™?ponse is one of 
servatively most lf 1 ^ er P reted con- 

receive audience mad J ew pogroms 

less some effort Im appreciable amount un- 
write. “Doctors at Work ’Mi Cau ^ ,is tenors to 
the American Medical Pf°K raln of 

tional Broadcasting Oo^ atl ° n ? nd ™ e Na- 
season, has no product inn”/’ n / >W ID i lts second 

at Work” offered “’lkt “doctors 

opened, anothe? test waT made ° U This^ff ° n 


WORE" PROGRAM 

Ir^Th/ feo^o 30 P-M ” EOT t Wednesdays. 
hmirwup 1 ^/ 1942 season a suitable evening 
nn I *r t ava, i a ble, and the series was opened 

on y December 1 at 5:30 r.ir., EST, &tur- 

pels a f ®w weeks tills time was switched to 5 p.m., 
1 Q~t 9 Z# u has s “ ce remained. In March, 
„ „i ' 5? y ^ er ' va f made to listeners to send them 
flio hn ni! St r < ? f fifty factors which contribute to 
u-k;,!! 1 1 • °* 10ni e and family, an instrument by 
, ™ elr °w n health practices could be evalu- 
ea ‘ , 1 “ e offer was made in the usual fashion- 
erne short reference on two successive broad- 
rsfsnh u C rimuber of replies exceeded 8,500 
(8,500, March 24). It is impossible, of course, 
to estimate accurately the actual number of 
listeners from such responses. However, only 
small percentages of listeners respond even to an 
oner of more or less tangible objects, such as 
usable samples. In radio circles, the responses 
to audience mail tests here reported are con- 
sidered highly satisfactory for a noncommercial 
program. “Doctors at Work” has a large follovv- 
mg of faithful listeners. This following is nation- 
w ide; every state is represented in this response, 
as is Canada. — J.A.M.A. 


DIET OF AMERICANS IN GERMAN CAMPS 

— ra ^ 080 grams - 

scribed the diet as/'slightly insufficient ” 

“Ilag ’m ” n 1 an nr; nterneeS ’ about 30 °- are at 

SMsburr Germany, a n ndTe P reporte a d f badI De?r 

need of cloaks, clothing, underclothing, and shoes 

SSofnffihSE”' S "*“ rl “ d . '» pur- 

The diet which includes an unknown “food 
paste, is the same as that in other prison camps 

C oVo StS of (pe ? month ) : meat, 1,325 grams- 
fish, -48; margarine, 720; cooking fat, 320- 
food pastes, 500; marmalade, 770; potatoes 4 
kilograms; cabbage, carrots, 6 kilograms; 


oauuaiaub, i,uou grams. In addition, there is a 
ration of 330 grams of bread per day. Usual 
menus: morning, tea substitute; noon, soup 
containing 40 grams meat, 25 grams beans, 10 
of fat, a few potatoes; evening, same, sometimes 
kraut. Hygiene and disinfection were described 
as good. Internees are allowed one hot shower 
a week. 

Red Cross nutritionists here immediately set 
about calculating the value of this diet in terms 
of calories and plan to send food packages to the 
American internees to supplement their diet. 

Neither Red Cross nor government nutrition- 
ists here were able to say what the food pastes 
are. A guess was offered that they might be 
some kina of macaroni or other flour-and-water 
paste. The tea substitute also is unknown here. 

—Science News Letter 
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trabeculation across the fracture line. We 
have had two cases in which there was in- 
trusion of the nail, one of which produced 
symptoms while the other did not. When 
we have removed nails it has been because of 
the discomfort of extrusion or because there 
was an obvious nonunion and we were losing 
the position of the head. 

It would seem from this review of unfavor- 
able conditions arising after nailing of the hip 
that we still have some progress to make. We 


are inclined to believe that the failures are in 
part due to the operators and in part to cir- 
culatory changes occurring at the time of in- 
jury. With proper reduction and adequate 
fixation, we have minimized further damage 
to the circulation, and in all probability this 
accounts for the very high percentage of good 
bony unions and satisfactory results. We 
are not yet able to detect the case that appar- 
ently has had too great damage done to the 
circulation. 


Name 

Russell H. Andrew 
Edwin C. Babcock 
Ralph M. Beach 
Willard P. Beach 
Eouis G. Cucinotta 
Lawrence J. Dailey 
Nettie V. Donovan 
Archibald W. Dunn 

Julius P. Dworetzky 
William C. Garvin 
Nathan Goodfriend 
Joseph A. Gregory 
Burt D. Harrington 
{v 111 F- Henderson 
P ! ce Higgins 

Edmund Y. Hill 
Irederic M. Johnson 
Umstopher F. Keef 
Rurold Landow 

V I n T i 



ivicurt 
Myron M. Metz 

Monta 17. j. Midd 


iMcholai 
Robertso 
Homy S. Stearns 
Frederick E. Vaug 
John B. Walker 
James J, S. Walsh 
Hubert H. Weird 
Shirley W. Wynne 


Deaths of New York State Physicians 


Age Medical College Date of Death 
32 McGill April 29 

69 X. Y. Horn. April 20 

61 P. & S. X. Y. March 31 

82 P. & S. X. Y. April 18 

36 Tulane January 17 

45 Albany April 17 

54 Clcveland-Pulte February’ S 

58 Pennsylvania April 29 


55 L. I. C. Hosp. 

68 P. & S. N. Y. 

61 P. & S. N. Y. 

58 Buffalo 

67 L. I. C. Hosp 

66 Cleveland Horn. 

58 Tufts 

75 Bellevue 

67 Syracuse 

87 Bellevue 

28 Pennsylvania 

63 Buffalo 

62 L. I. C. Hosp. 

78 Bellevue 

71 Buffalo 

— Fort Wayne 

74 N. Y. Univ. 

77 P. & S. N. Y. 

88 Vermont 

80 N. Y. Univ. 

57 Albany 

81 Harvard 

65 P. & S. N. Y- 

54 Syracuse 

59 P. &S. X Y 


April 20 
April 3 
January 
April 7 
April 15 
March 30 
April 28 
March 30 
April 12 
April 2 
March 27 
April 1 
April 24 
December 31 
April 6 
April 5 
April 14 
February 17 
April 7 
April 2 
April 14 
April 13 
April 5 
April 7 
April 19 


Residence 

Massena 

Utica 

Brooklyn 

Bronx 

Brooklyn 

Cohoes 

Manhattan 

Manhattan & 

Glen Ridge, N. J. 
Liberty 
Binghamton 
Manhattan 
Buffalo 
Brooklyn 
Kennedy 
Rockville Centre 
Manhattan 
Yonkers 
Kingston 
Manhattan 
Buffalo 
Brooklyn 
Manhattan 
WilliamsviUe 
Manhattan 
Manhattan 
Xew City 
Wolcott 
Manhattan 
Mount Kisco 
Manhattan 
Bronx 
Syracuse 
Manhattan 


• 1 AM AX AMERICAN DAY” 

Voiv celebrated in Central Park in 

Citv af’ro Sunday, May 17, and “Xew ’ 
Satimt 1 . v 'dU be dramatized in a parad 
duy, June 13. These joint festivals 


been planned to give every Xew Yorker an op- 
portunity to participate in inspiring patriotic 
rallies. Mayor La Guardia has appointed Mr. 
Grover A. Whalen as chairman of both events 
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head on the neck is concerned. We have had 
no reason, however, in the few instances in 
which that has occurred, to believe that it was 
a factor in the unfavorable result. 

There have been no cases in our series in 
which we thought it necessary to open and 
reduce the fractured elements before nailing. 
We would qualify that statement to apply to 
fresh fractures. 

It has been our feeling that, even though a 
perfect reduction was not obtained, if we had 
75 per cent approximation of the neck to the 
head, which would allow for adequate placing 
of the nail, this would give us a satisfactory 
result. We have never felt that impaction of 
a fracture was a logical or practical procedure. 
Internal rotation produces sufficient impac- 
tion without any possibility of further damage 
to the precarious blood supply. 

One of the difficulties we have experienced 
in a satisfactorily reduced fractured hip has 
been a protrusion of the nail through the upper 
part of the head. This has occurred in those 
cases in which the position of the nail in the 
head was high. We feel that the best posi- 
tion for the nail is in the center of the head, 
but that the position below the center is 
acceptable and preferable to the high position. 

In all likelihood some of our failures have 
been the result of the nail being too high and 
too close to the cortex. We attempt in nail- 
ing to have the arms of the Y toward the 
upper portion of the head. This may be 
theoretical reasoning, but it would seem that 
there would be less chance of going through 
the bone with the nail in this position than 
there would be with the leg of the Y up. 

Our postoperative fixation has been with a 
metal boot, with a transverse bar to prevent 
rotation. This is left on for a period of ten 
days or two weeks. We sometimes sling the 
leg from a Balkan frame, sometimes raise it 
upon pillows; either procedure adds to the 
comfort of the patient. The postoperative 
boot is applied more for comfort than in an 
attempt to stabilize, as we feel that the prop- 
erly inserted nail is producing the desired 
fixation. 

We allow these patients to sit up in bed any 
time after the operation that they so desire. 
This adds to their comfort and lessens the 
possibility of postoperative lung compli- 
cations, and in a properly nailed hip should 
in no way put stress on the fixed fragments. 
We do not encourage them in lying on the 
side of the operation, but after the wound 
has healed, if they wish to assume that posi- 
tion, there is no objection to it. 


Our first indications of trouble have 
appeared at varying lengths of time following 
operation. We have had patients perfectly 
comfortable for ten days or two weeks, then 
suddenly having a sharp pain in the hip, 
difficulty on motion, with x-rays showing 
that the end of the nail was not in the head, 
that it had either backed out or that in- some 
way the head had become disengaged from the 
nail. In all probability this has occurred in 
the oblique fracture line or in the comminuted 
fractured area. Oblique fractures in the neck 
of the femur are more frequently seen than 
would be suspected. 

We have had the nail slip back and in that 
way lose its hold on the head. By far the 
majority of the heads have been dense and 
hard, and it was easy to determine when the 
nail was entering the head; even in instances 
of that degree of density of the hip, we have 
had the nail slip back. We have had the 
nail slip back when the cortex through which 
it was introduced has been unusually soft. 
In some instances where the cortex was hard, 
and it was necessary to make numerous drill 
holes or chisel cuts to introduce the nail, the 
nail has slipped out. There is probably very 
little gripping of the head of the nail by the 
cortex, but that little is of considerable worth. 
We have, on occasion, reoperated these cases, 
driving the nail through its original tract 
and applying an internal fixation agent, 
such as a screw, and have then had the nail 
stay in place and the case go on to a verj 
satisfactory result. 

We have had an aseptic necrosis occur in a 
well-reduced and easily maintained fracture. 
In this case the fracture has repaired and 
the necrotic head has eventually undergone 
restoration. We have had two cases, seen 
late, with nonunion, but without asep ic 
necrosis of the head. In each of these ve 
have done an open reduction, as far as possi 
ble, clearing the fracture fine of the scar is 
sue, then introducing the nail, and have a 
satisfactory results. We have had two iai 
ures with this same procedure in cases w er 


e heads were necrotic. , 

We have had hips satisfactorily reduced, 
iled, and, as far as we could determine, 
iisfactorily recovered, that showed a mar 
ange in the relation of the head on t le ne > 
th protrusion of the nail occurring a ) e. 
er. Obviously the interpretation ot sa- 
ictory union made radiographically 

Ye have felt that these patients should be 
5 wed to bear weight when the x-rays 
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public health in permitting the practices fol- 
lowed by most lunch counters in this state.” 

Even if it were not for possible health sig- 
nificance and popular interest most people 
will agree that common decency should de- 
mand at least the removal of saliva and lip- 
stick from glasses between uses. 

One of the greatest difficulties encountered 
in the improvement of restaurant hygiene is 
the human element. Cooks, waiters, and 
waitresses work for low wages. There is a 
frequent turnover and new recruits receive 
little, if any, training. How are they to learn 
the principles of good hygiene? Does the 
busy eight-dollar-a-week waitress realize that 
she is endangering someone’s health when she 
empties a used water glass just removed from 
a table and fills it for the next customer with- 
out stopping to wash it? Probably, it never 
occurs to her that anything more serious 
could happen than that the glass might not 
look clean to the customer. No doubt some 
of you have seen girls preparing salads stop to 
hck their fingers and go ahead with their work 
as if nothing happened. Ask a counterman 
to hand you four cups and he is more than 
hkely to grasp four right side up in one hand 
by putting a finger in each cup. Then there 
k the soda clerk who mixes an overdose of 
chocolate drink and when he is in a spot where 
he thinks he is not seen, drinks the excess out 
0 the mixer before serving the customer. We 
can always take for granted the food handler 
who leaves the toilet room without washing 
's or her hands. Fortunately, disease ear- 
ner control protects the public to a certain 
extent against such people. These are just a 
mv of the things that happen and, knowing 
uinan nature as doctors must, you will agree 
are going to continue to happen while 
e human element remains in the picture, 
on ever, such happenings can be minimized 
1 intensive education and by making it easier 
rough the use of proper equipment to do 
mgs the right way than to do them the 
nngerous way. Another protective weapon 
I s 0 ma ke critical operations visible for cus- 
omer supervision in the way the cash register 
13 used. 


Aside from the personal element the next 
em m os t lively to affect health directly is the 
ciency of washing and sterilizing dishes and 
gasses, ft i s on this important item that the 
^partment is concentrating attention, 
his problem usually has been handled in 
"-ay — that is, someone has said 
tiiibT” to ke a law." After an "air- 

8 but not necessarily practical law has 


been passed and after perhaps a few con- 
scientious operators have complied with the 
letter of the law whether or not they have 
accomplished results, we sit back and feel that 
the problem has been solved. 

A study of the many varied state laws and 
municipal ordinances or regulations is illumi- 
nating. One quickly reaches the conclusion 
that many different and sometimes conflicting 
regulations cannot all be right. The prin- 
cipal fault of most of them is that they pre- 
scribe methods to be used rather than the re- 
sults to be obtained. In an effort to require 
the use of “sure kill” methods — that is, to 
secure a close approach to surgical sterility — 
many of the methods are impractical. For 
example, some laws require so-called sterili- 
zation of utensils by soaking them in hot water 
at 170 or 180 F. or more for not less than two 
minutes. Most dishwashing machines on the 
market wash and disinfect dishes in between 
one or two minutes usually by spraying. Even 
with hand operation it is difficult to conceive 
that the busy operator will leave a basket of 
dishes in the rinse water for two minutes. 
We once asked an operator in a large city 
restaurant how long he left each basket of 
dishes in the hot rinse water. “About fifteen 
minutes, sub,” was the reply. We then 
clocked this operator putting a basket full of 
glasses through in fifteen seconds flat. 

In order first to understand the problem 
ourselves, our work was begun with field ob- 
servations. Some of the things observed 
have been related. Two unsatisfactory meth- 
ods of washing are much in evidence. One 
of these is the practice followed at many soda 
fountains and taverns of simply sloshing a 
soiled glass around in a tank full of cold or 
warm water of questionable cleanliness. The 
second method observed in some small res- 
taurants is to wash the dishes in warm, soapy, 
and, generally, greasy water in some con- 
tainer, such as an old lard tub, then placing 
them upside down on a drainboard. Occa- 
sionally, the dishwasher will draw a saucepan- 
ful of water out of the warm water faucet and 
pour it over the outsides of the dishes as they 
are stacked for draining. Then they are dried 
with towels of questionable cleanliness. There 
are plenty of opportunities for hand contami- 
nation of such dishes before they reach the 
customers. 

These field observations also revealed some 
obvious defects in the operation of dishwash- 
ing machines. For instance, where drip- 
regulated solution feed jars were used to main- 
tain continually the concentration of deter- 
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I S RESTAURANT hygiene of any signifi- 
cance to health? What are the more im- 
portant problems involved? Are present 
conditions bad and, if so, what methods are 
being, or can be used to improve sanitary 
conditions? Are these methods effective and 
efficient? Are present laws and regulations 
reasonable and, if not, how should they be 
modified? Are present enforcement methods 
reasonable and efficient? These are some of 
the questions that faced the New York State 
Department of Health in 1938 when attention 
was directed to the problem of restaurant hy- 
giene by an amendment to the Public Health 
Law requiring the sterilization of utensils used 
in public eating and drinking places. This 
was closely followed by the adoption of a chap- 
ter of the Sanitary Code relating to restau- 
rants. The law was further amended the fol- 
lowing year at the Department’s recommenda- 
tion to require “disinfection” instead of 
“sterilization.” Perhaps the answers to all 
of these questions are not yet known, but 
studies to date have uncovered some interest- 
ing, practical problems and what appear to be 
reasonable solutions. 

As to the public health significance of res- 
taurant hygiene, there is not enough incontro- 
vertible evidence to mark it as an important 
problem. We must give some weight to the 
work of Lynch and Cummings 1 at the Port of 
Embarkation at Newport News during the 
World War when influenza was pandemic. 
Briefly, groups of soldiers aggregating about 
33,000 used dishes washed by the individual 
mess kit method and other groups of about 
equal total used dishes washed collectively and 
rinsed in water at about boiling temperature. 
During a two weeks’ period of observation 
approximately five times as many cases of in- 
fluenza occurred among those using the indi- 
vidual mess kit method of washing as occurred 
among those who used boiled dishes. Investi- 
gators 2 have reported finding Staphylococcus 
albus and aureus and Streptococcus viridans 
on supposedly clean eating and drinking uten- 
sils in restaurant and beverage rooms. The 
same investigators report finding hemolytic 
streptococci in wash and rinse waters. How- 

Read by invitation at the Annual Meeting of the 
Medical Society of the State of New York, Buffalo, 
April 29, 1941. 

Chief, Bureau of Milk Sanitation, New York Depart- 
ment of Health. 


ever, we can find no reports of proved out- 
breaks of disease traced to utensils. 

Regardless of scientific proof of health sig- 
nificance, the man on the street is convinced 
that restaurant hygiene affects his health di- 
rectly and resents the unsatisfactory practices 
he observes from day to day in public eating 
places. We have observed a male patron at 
a busy cafeteria dip a paper napkin in his coffee, 
then use it to wash the rim of his cup, his knife, 
fork, and spoon and, finally, dry them care- 
fully with the dry portion of the napkin. 
Then he felt safe to go ahead and eat. 


To illustrate this further, a nurse in com- 
plaining about conditions at a five-and-ten- 
cent-store soda fountain says: “Three weeks 
ago I had a soda there, and the next day had 
a very bad sore throat which lasted a week. 
Yesterday my husband and I each had a soda 
there, and today he has a sore throat. While 
we were sitting at the counter, one of the 
waitresses was washing dishes in water with 
apparently no soap, and it could not have been 
very hot as there was no sign of steam from it. 
After ‘washing’ the dishes, glasses and spoons, 
the girl wrung out the dishcloth and, without 
rinsing the dishes, used the same dishcloth to 
wipe them, putting the spoons back in the 
tray from which they were to be used. Until 
then, I had not thought of any connection be- 
tween the sodas and the sore throats, and 
there might not have been any, but with the 
prevalence of colds and grippe, it seems to me 
that a soda fountain should use a more sani- 


tary method of washing dishes.” 

As another example, the president of a 
large milling concern writes: “For a long time 
now I have refrained entirely from patron- 
izing drinking fountains and lunch counters 
in this state because of the inexcusably ju y 
way in which eating utensils are washed an 
dried after use for further servings, bucn 
places are, potentially, spreaders of dangerous 
diseases. At some counters I have ac ua y 
seen waiters rinse their hands in the ; sa ° 
water as that in which eating utensils 
supposed to be washed and then dry 
hands and arms clear to the elbows wi 
towels used for drying such utensi ■ 
many places — I am inclined to think m 
places— there is not even a pretense at _ 
of hot water. In my opinion your UP 
ment is tolerating an indefensible me 
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public health in permitting the practices fol- 
lowed by most lunch counters in this state.” 

Even if it were not for possible health sig- 
nificance and popular interest most people 
will agree that common decency should de- 
mand at least the removal of saliva and lip- 
stick from glasses between uses. 

One of the greatest difficulties encountered 
in the improvement of restaurant hygiene is 
the human element. Cooks, waiters, and 
waitresses work for low wages. There is a 
frequent turnover and new recruits receive 
little, if any, training. How are they to learn 
the principles of good hygiene? Does the 
busy eight-dollar-a-week waitress realize that 
she is endangering someone's health when she 
empties a used water glass just removed from 
a table and fills it for the next customer with- 
out stopping to wash it? Probably, it never 
occurs to her that anything more serious 
could happen than that the glass might not 
look clean to the customer. No doubt some 
of you have seen girls preparing salads stop to 
lick their fingers and go ahead with their work 
as if nothing happened. Ask a counterman 
to hand you four cups and he is more than 
likely to grasp four right side up in one hand 
by putting a finger in each cup. Then there 
is the soda clerk who mixes an overdose of 
chocolate drink and when he is in a spot where 
he thinks he is not seen, drinks the excess out 
of the mixer before serving the customer. We 
can always take for granted the food handler 
who leaves the toilet room without washing 
his or her hands. Fortunately, disease car- 
rier control protects the public to a certain 
extent against such people. These are just a 
few of the things that happen and, knowing 
human nature as doctors must, you will agree 
they are going to continue to happen while 
the human element remains in the picture. 
However, such happenings can be minimized 
by intensive education and by making it easier 
through the use of proper equipment to do 
things the right way than to do them the 
dangerous way. Another protective weapon 
is to make critical operations visible for cus- 
tomer supervision in the way the cash register 
13 used. 

Aside from the personal element the next 
i em most likely to affect health directly is the 
efficiency of washing and sterilizing dishes and 
|~ sas - It is on this important item that the 
epartment is concentrating attention, 
th P r °blem usually has been handled in 
way — that is, someone has said 
“we ought to be a law.” After an “air- 
but not necessarily practical law has 


been passed and after perhaps a few con- 
scientious operators have complied with the 
letter of the law whether or not they have 
accomplished results, we sit back and feel that 
the problem has been solved. 

A study of the many varied state laws and 
municipal ordinances or regulations is illumi- 
nating. One quickly reaches the conclusion 
that many different and sometimes conflicting 
regulations cannot all be right. The prin- 
cipal fault of most of them is that they pre- 
scribe methods to be used rather than the re- 
sults to be obtained. In an effort to require 
the use of “sure kill” methods — that is, to 
secure a close approach to surgical sterility— 
many of the methods are impractical. For 
example, some laws require so-called sterili- 
zation of utensils by soaking them in hot water 
at 170 or 180 F. or more for not less than two 
minutes. Most dishwashing machines on the 
market wash and disinfect dishes in between 
one or two minutes usually by spraying. Even 
with hand operation it is difficult to conceive 
that the busy operator will leave a basket of 
dishes in the rinse water for two minutes. 
We once asked an operator in a large city- 
restaurant how long he left each basket of 
dishes in the hot rinse water. “About fifteen 
minutes, suh,” was the reply'. We then 
clocked this operator putting a basket full of 
glasses through in fifteen seconds flat. 

In order first to understand the problem 
ourselves, our work was begun with field ob- 
servations. Some of the things observed 
have been related. Two unsatisfactory meth- 
ods of washing are much in evidence. One 
of these is the practice followed at many soda 
fountains and taverns of simply' sloshing a 
soiled glass around in a tank full of cold or 
warm water of questionable cleanliness. The 
second method observed in some small res- 
taurants is to wash the dishes in warm, soapy, 
and, generally, greasy water in some con- 
tainer, such as an old lard tub, then placing 
them upside down on a drainboard. Occa- 
sionally, the dishwasher will draw a saucepan- 
ful of water out of the warm water faucet and 
pour it over the outsides of the dishes as they 
are stacked for draining. Then they are dried 
with towels of questionable cleanliness. There 
are plenty of opportunities for hand contami- 
nation of such dishes before they reach the 
customers. 

These field observations also revealed some 
obvious defects in the operation of dishwash- 
ing machines. For instance, where drip- 
regulated solution feed jars were used to main- 
tain continually the concentration of deter- 
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gent or dishwashing compound in the wash 
water, these were almost invariably found to 
be clogged. Satisfactory types are available 
in which the flow control throttle valve is on 
the fresh water rather than the solution. In 
a common type of glass washer the rinse water 
is sprayed through a single perforated pipe at 
the back. If the tray of glasses is pushed out 
over this pipe very slowly the glasses are 
fairly well rinsed. However, the natural 
thing is for operators to push them out quickly. 
In another machine there was sufficient head- 
room to introduce one basket of glasses on top 
of another for washing. In a busy five and 
ten cent store we found an operator putting 
the baskets in two deep with never a thought 
as to how the lower sprays were to reach the 
upper glasses or the upper sprays to reach the 
lower glasses. 

Other more serious and more intricate de- 
fects were discovered. Some of the simpler 
machines were doing better work than the 
more complex ones. With a view to explor- 
ing the whole dishwashing machine problem 
and bringing defects to the attention of the 
manufacturers for needed improvements, a 
committee of the American Public Health 
Association made a study of machines in 1941. 

Most operators are willing to admit that 
they are using really hot water for disinfec- 
tion of dishes and glasses; in fact, they will say 
that it is practically boiling. However, the 
thermometer frequently tells a different tale. 
It is not practical to carry the temperature of 
hot water at 180 F. or higher in a circulating 
system serving a building. Metals other 
than monel metal used in storage tanks and 
pipes deteriorate rapidly under temperatures 
as high as this. Also, people using hot water 
for other purposes may scald themselves. 
There are two possibilities for securing the hot 
water required. One is to install a booster 
heater designed for the purpose of taking water 
from the circulating hot-water system and 
raising it to 180 F. or more in the quantity 
required for rinsing dishes. The other possi- 
bility is to rinse the dishes by immersion in 
hot water, in which ease an open, thermo- 
statically regulated gas burner is placed under 
the tank of rinse water to maintain the re- 
quired temperature. Laboratory studies of 
dishwashing have been conducted under the 
supervision of Mr. F. W. Gilcreas of our Divi- 
sion of Laboratories and Research, while the 
field studies were in progress. The so-called 
swab rinse technic has been used for deter- 
mining whether or not dishes and glasses have 
been properly washed and disinfected. Briefly, 


a sterilized cotton swab on stiff wire is soaked 
in sterilized, buffered distilled water and used 
to swab the rims of cups and glasses and 
4-square-inch areas of dishes. This may also 
be used to swab the bowls of spoons and the 
tines of forks. At the laboratory the swabs 
in the buffered distilled water are placed in a 
shaking machine and portions of the water 
are then plated according to standard meth- 
ods. After many tests had been made a 
study of the results indicates that a bacteria 
count of 100 or less per utensil may be con- 
sidered as satisfactory disinfection. Results 
also indicate that it is reasonable to expect 
these rinse samples to be free of bacilli of the 
coliform group. 

Early in this work it became apparent that 
the washing operation deserved much more 
consideration than had heretofore been given 
it. For instance, in testing the efficiency of 
certain so-called sterilizing processes by labora- 
tory test using hemolytic streptococci of 
human origin artificially applied to glasses, 
it developed that the controls subjected only 
to good washing and rinsing were free from 
the pathogenic organisms. Apparently, they 
had been removed mechanically without the 
aid of disinfection. Further tests using coli- 
form organisms showed that disinfection by 
chlorine or ultraviolet irradiation were in- 
effective when not preceded by effective wash- 
ing. Tliis is not stated with a view to mini- 
mizing the value of disinfection but simply to 
point out the importance of good washing and 


sing. 

ft has been apparent from the start that the 
iperties of detergents bear an important 
ationship to the effectiveness of the results 
tained in washing utensils. Some of the 
;redients of detergents which improve their 
ictiveness are expensive. It follows tna 
letergents are bought and sold simply on a 
ce basis most of the detergents used are 
ng to be the cheaper and ineffective ones, 
r this reason it appeared to be a primary 
ective of work in this field to test and clas- 
r detergents. It is to be expected that tne 
ergent or washing compound shou l ) 
ulsify food fats; (2) flocculate other food 
ds; (3) wet glass, china, and metal surfaces 
dily and consequently rinse freely, 
suspend calcium or other minerals m tne 

ter. If separate tests of detergents wem 
de for each of these properties, the P r " 
ntegrating results of the various tests into 

dierent whole would be a diffic Research 
?he Division of Laboratories ^ 

Donartment also has been testin 0 



May 15, 1942] 


RESTAURANT HYGIENE 


1003 


tergents by means of a combined test that is 
expected to result in a broad classification of 
the detergents tested which will serve as a 
practical guide for operators. In principle, 
this test consists of dipping clean microscope 
slides in a fluid soiling material made up of an 
assortment of food fats and such substances 
as flour, soybean meal, spinach, and milk. 
This is dried on the slide in an oven, and the 
slide is then washed in a 1.3 per cent solution 
of the detergent to be tested, is maintained at 
a standard temperature in a standard labora- 
tory mechanical washer for two minutes, and 
is then rinsed by a similarly standardized 
method. After the washed and rinsed slide 
is dried, it is dipped in activated carbon to 
accentuate the remaining film. The excess 
carbon is removed by suction and the amount 
of light passing through the slide is compared 
with the amount passing through a clean slide 
similarly treated with activated carbon. The 
comparison is made by means of an electric 
eye, giving a scale reading that is used as an 
index of effective detergency. Tests are be- 
ing made with water of different hardness and 
with rinse water at different temperatures. 
It is believed that work of this kind, while 
time-consuming in itself, will in the long run 
do more to advance the cause of cleanliness in 
food utensils than police work in the enforce- 
ment of arbitrary rules. 

Heretofore, most efforts at improving res- 
taurant hygiene have been directed along the 
Ime of specifying so-called methods of ster- 
ilization to be followed. Ultraviolet irradia- 
tion, chlorine, hot air, steam, and hot water , 
me among the agents used. Present work 
included studies of such methods. 

When the glasses are absolutely clean and 
exposure to ultraviolet light is found to 
be beneficial. However, ultraviolet rays do 
not penetrate glass or greasy films, and there 
® & tendency for the rays to be deflected by 
globules of water. 

There are many practical defects to stand 
m the way of using chlorine effectively as a 
ismfectant. Our laboratory tests indicate 
hat if all the greasy film is not removed in the 
Washing process the chlorine is ineffective. 

nil the film is removed, it is quite likely that 
Practically all the bacteria have been removed 
mechanically. Experience has shown that 
Worn will not leave glasses or dishes in 
chlorine solutions for the two minutes re- 
for it to take effect. If they are al- 
owed to rinse the residual chlorine off, it is 
generally done before the chlorine has had 
mia to take effect. Otherwise, traces of 


chlorine remain on the rims of glasses and 
produce an objectionable taste. 

There appears to be a tendency for wetting 
agents used in detergents to have bactericidal 
properties. Furthermore, some investigators 3 
have reported favorably upon the use of in- 
dustrial zephiran or roccal containing high 
molecular alkyl-dimethyl-benzyl-ammonium 
chloride as a chemical disinfectant for uten- 
sils. Our laboratory has not as yet tested 
this product. Our practice is to proceed 
slowly with new products until there is ample 
confirmation of results from unbiased sources. 
However, there appears to be a good possi- 
bility to secure a good disinfectant in this 
field for tavern and soda-fountain use. 

Hot air should be a satisfactory disinfecting 
agent, provided sufficient time 'is allowed for 
the utensils to take on the heat. However, 
in one hot-air sterilizer tested, the manu- 
facturer’s recommendation was to keep the 
regulator set at 250 F. and leave the glasses 
in for five minutes. In cheeking temperatures 
after inserting a full tray of heavy glasses it 
developed that a temperature of only 99 F. 
had been reached at the end of a five-minute 
period. It took sixty-five minutes for the 
temperature to get back to 250 F. 

Steam should be an effective sterilizing 
agent if properly applied. However, it is 
necessary to confine the steam in a cabinet 
and to provide a cold-air release to prevent a 
blanket of cold air from protecting the uten- 
sils from the steam. 

The method most frequently found to be 
producing good results was immersion of uten- 
sils in hot water thermostatically maintained 
at 170 F. or higher. This treatment has the 
added advantage of providing an additional 
rinse with water that should be free from 
harmful bacteria because of the temperature. 
Dishes and glasses so treated will dry rapidly 
without toweling. 

Properly designed wire baskets are essen- 
tial for the immersion of dishes in hot water, 
as well as for the storage of glasses and cups. 
When immersing cups and glasses it is im- 
portant that they be in such position that no 
air will be trapped in them, thus preventing 
the hot water from coming in contact with all 
of the inner surfaces. The glasses should be 
placed upside down in the rack so that they 
will be grasped by the bottom when removed, 
and the cups with the handles up so that they 
will be grasped by the handles instead of by 
the rims. This prevents finger contami- 
nation of surfaces with which the mouth or 
beverage may come in contact. A sufficient 
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number of wire racks should be provided in 
which to store glasses and cups until they are 
used. These racks are made to stack one on 
the other. 

The observation that visually clean sur- 
faces were usually free from bacteria led the 
Department to encourage the development of 
a device for determining whether or not 
glasses are visually clean. The General Elec- 
tric Company has developed such a device for 
examining glasses. The observer gets a view 
of the glass under such light conditions similar 
to those in dark-field illumination and any 
film on the glass is visible. The use of a de- 
vice like this should cut down the amount of 
laboratory work needed, since health officers 
will require that operators first get the glasses 
visually clean before they have laboratory 
tests made to determine freedom from bac- 
teria. 

The results of studies have convinced us 
that the most practical type of regulation is one 
setting a bacteriologic standard to be attained 
in the washing and disinfection of dishes, per- 
mitting the operator to select and use the 
method of his choice. Furthermore the most 
effective enforcement procedure is to check by 
visual and laboratory tests the results being 
obtained, followed by efforts to correct un- 
satisfactory conditions by persuasion if pos- 
sible, but by coercion if necessary. 

The New York State Sanitary Code now 
provides that “all eating, drinking, and cook- 
ing utensils shall be so cleansed and disin- 
fected as to be free from bacilli of the coliform 
group and to have a total bacteria count of 
not more than 100 per utensil as determined 
by test in a laboratory approved for the pur- 
pose by the state commissioner of health.” 
In approving the laboratories the commis- 
sioner prescribes the technic to be followed in 
making tests. 

It has taken considerable time to build up 
the ground work for what we expect to be a 
good program in restaurant hygiene. How- 
ever, once the underlying principles are gen- 
erally understood and inexpensive, adequate 
equipment is available to make it easy to wash 
and disinfect dishes and glasses effectively, 
progress should be rapid. 
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Discussion 

Dr. Paul B. Brooks, Albany, New York— Hr. 


Tiedeman has pointed to the fact that the evi- 
dence of danger from the use of inadequately 
cleaned dishes and utensils in public eating places 
is rather limited. The fact is that it is largely 
circumstantial. We do not find records of epi- 
demics traced to dirty dishes as we do to water, 
milk, and other foods and for reasons that are 
rather apparent when you give the matter a little 
thought. 

The contaminated milk, for example, is con- 
sumed by a number of people at the same time 
and they develop symptoms of infection at 
about the same time. The discovery that the 
milk was the thing used in common gives the 
clue, and the milkman has a list of his cus- 
tomers. Eventually, the laboratory may be able 
to demonstrate the contamination in the milk. 
But when a customer with infected mouth secre- 
tions contaminates the edge of a glass (and I 
believe the drinking glasses probably are the 
greatest factor in the spread of infection), the next 
customer may be the only one exposed to the in- 
fection. He may develop scarlet fever or in- 
fluenza or something else but there is practically 
no possibility of tracing the source of his infec- 
tion. 

We know that we have many sporadic cases 
of diseases transmissible through mouth secre- 
tions, and it is quite possible — in fact I would 
say rather probable — -that some of them come 
from dirty eating and drinking utensils. I doubt, 
however, if the number is relatively great. The 
contaminated drinking glass might be compared 
to the clandestine prostitute; it is a source of 
danger but the number of people it is likely to 
infect is limited. So I believe the problem is, 
at least in part, one of esthetics — municipal 
housekeeping. 

In the Department we have gotten in the 
•habit of referring to the restaurant hygiene 
program as the “dishwashing” program. We 
have used this term facetiously but it is not so 
far off. As Mr. Tiedeman has brought out, the 
practical studies that have been made have 
demonstrated that practically all that is neede 
to get the degree of bacterial reduction set up as 
the standard is a good washing job— washing 
with hot water and soap or some other detergen , 
followed by rinsing with hot water. 

I heard, a while ago, of a city health officer w o 
was not pushing this “dishwashing ®atter so 
far as the drinking places were concerned oeca ^ 
the local ABC Board was opposed to it. loey 
said these places had “trouble enough now. 
recently heard of a bartender who madeavoctf- 
erous protest because a customer questioned tn 
adequacy of rinsing his glasses m J, ’ 

If general reconstruction of equipment 
required, with the use of chlorine solutions, 
etc., as many at first thought was ’ 

there might be some grounds for sympa* * 
and protests. But I can see no r ®. •. 00{ j 

place unwilling or unable to do an or i ■'Y ^ 
job of dishwashing should expect to b p 
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to impose on the public, regardless of the pos- 
sible danger. If it cannot provide soap and hot 
water and someone capable of applying them, it 
should not be in the business. 

Our practical problem, at the moment, is that 
of enforcement. A city of from 50,000 to 75,000 
people, for example, has several hundred eating 
and drinking places. It has a limited inspection 
force and limited laboratory service available 
for this type of work. The smaller the com- 
munity, the more limited the facilities, generally 
speaking. It would be unwise to take an in- 
spector off from milk or other important work 
for any long period. To take swabbings for 
laboratory examinations in all places, with the 
amount of information required by the labora- 
tory, would involve an amount of time and effort 
that would be prohibitive. So I believe the best 
procedure is to educate the public to expect 
and demand cleanliness and to do its own in- 


specting. Our motion picture “Twixt the Cup 
and the Lip" represents an effort in this direc- 
tion. The official inspectors, I believe (and I am 
quite sure Mr. Tiedeman agrees with me), 
should depend largely on visual inspections to 
see if proper facilities are provided- and used; 
these should be followed up with the laboratory 
tests on the unsatisfactory places. If they get 
too recalcitrant, they should be taken to court. 
Westchester County recently reported a success- 
ful prosecution where the laboratory test was 
accepted as evidence. Sentence was suspended 
only because, before the case came to trial, the 
defendant had provided necessary equip- 
ment. 

For some reason this restaurant hygiene pro- 
gram seems to have a special popular appeal. 
In allotting our time and effort relative values 
should be considered, but it is a good idea to 
‘‘strike while the iron is hot.” 


MEETING— AMERICAN SOCIETY OF 
ANESTHETISTS, INC. 

The regular meeting of the American Society 
of Anesthetists, Inc., was held in the Squibb 
Auditorium, 745 Fifth Avenue, New York City, 
on April 9 at 7:30 p.xt. The scientific session 
was as follows: 


1 . 


3. 


Possibilities and Limitations of Barbitu- 
rates in Anesthesia as Suggested by Experi- 
mental Work” 

Henry K. Beecher, M.D., Door Professor of 
Research in Anesthesia, Harvard Medical 
School; Anesthetist-in-Chief, Massa- 
chusetts General Hospital, Boston 
Discussant: Alfred Gilman, Ph.D., Assist- 
ant Professor of Pharmacology and 
Toxicology, Yale University School of 
Medicine, New Haven, Connecticut 
Refrigeration Anesthesia for Limb Opera- 
tion” 

Frederick M. Allen, M.D., Professor, De- 
partment of Internal Medicine, Polyclinic 
Hospital, New York City 
Discussant: Lyman W. Crossman, M.D., 
Chief Surgeon, City Hospital, New York 
: City 

'Aspbyxial Resuscitation — The Phenome- 
non and Its Mechanism” 
fcamuel A. Thompson, M.D., F.A.C.S., Associ- 
ate Professor of Surgery, New York 
Medical College, New York City 
Comparison of Methods of Resuscitation” 
George L. Bimbaum, M.D., F.A.C.S., Lec- 
turer in Surgery, New York Medical 
College, New- York City 
Discussant: B. B. Sankey, M.D., Anes- 
thetist, Huron Road Hospital, East 
Cleveland, Ohio 


WHAT ONE SCHOOL DOES FOR GOOD 
HEALTH 

The entire program of the Community School 
is built around the principle that “health must 
come first.” 

“Our children have from 2 to 2 l / 2 hours a day 
out-of-doors. We have a play period before 
school, in the middle of the morning, for half an 
hour before lunch, and for 45 minutes after 
school. 

"Our children are served a hot lunch at school, 
the menus being checked by our school physician, 
Dr. Hugh McCulloch. Nine children and a 
teacher sit at a table. We don’t talk about the 
right food — we serve it and eat it. The younger 
children have from 40 minutes to an hour of rest 
on cots after lunch. The older children have 
shop, art, music, or rest on cots if they need 
it. 

“Fruit is served at school after the afternoon 
play period, so that children will not stop at the 
comer drug store. 

“We feel that posture consists of good nutri- 
tion, plenty of big muscle activity, and joy in 
work, so we don’t do anything with posture exer- 
cises as such, but we do all we can to make good 
posture possible. 

“The follow-up of eye tests and physical ex- 
aminations is very careful and thorough. The 
parent is contacted directly and reports back to 
the school what the child’s own physician finds 
to be true, A record of all his information is 
kept on file. Children and teachers with colds 
are not allowed to be in school.” 


Community School, St. Louis, Mo., Federal Security 
Agency, U. S Office of Education, Circular No. 191, p. 13. 

— The Journal of School Health 
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Diagnosis 

CLINICOPATHOLOGIC CONFERENCES 

Defartaients of Medicine and Pathology, New York Post-Graduate Medical School 

and Hospital, Columbia University 


Date: February 17, 1942 
Presiding: Dr. Irving S. Wright 

History (Case J 61838) 

Dr. Robert McGrath: This patient was 
a 41-year-old white man who was admitted to 
the New York Post-Graduate Hospital com- 
plaining of cough and fever of four months’ 
duration. A sudden chill, followed by a rise 
in temperature to 104 E\, and pain in the right 
side of the chest marked the onset of his illness. 
Strapping of the chest gave little relief. In a 
few days a nonproductive cough developed 
and he gradually improved. The patient, 
however, never regained his former good 
health and lost considerable weight. An 
x-ray of the chest made two months prior to 
admission indicated the presence of an un- 
resolved pneumonia. One month prior to 
admission, he had a bout of fever and a severe 
chill for which he was admitted to another 
institution. There an x-ray examination of 
the chest revealed "extensive changes” in his 
right lung. He showed improvement after 
one week and was discharged. Six days be- 
fore admission to the Post-Graduate Hospital 
the patient had an hemoptysis of 10 ounces of 
blood which was followed by further hemop- 
tyses of smaller volumes. Weight loss up to 
this time was 16 pounds. Prior to this illness 
the patient denied having a chronic cough. 
There was an episode of questionable hema- 
turia two years before admission. 

On physical examination the patient was 
thin, pale, and looked seriously ill. Tempera- 
ture was 100.8 F., pulse 100 per minute, and 
respiratory rate 20 per minute. The tongue 
was coated. The buccal membranes had 
many small, white areas with superficial ul- 
cerations. The teeth were in poor condition. 
Dullness, fine moist rales, and diminished 
breath sounds were noted at the right base 
posteriorly. The apex beat was forceful and 
located in the fifth interspace at the nipple 
line. Moderately loud apical and basal sys- 
tolic murmurs were heard. The apical mur- 
mur was transmitted to the axilla. Blood 
pressure was 110/70 mm. of Hg. Examina- 


tion of the abdomen and rectum was negative. 
Neurologic examination revealed no signifi- 
cant findings. 

Laboratory Data. — Urinalysis: specific grav- 
ity, 1.020, very faint trace of protein, nega- 
tive for sugar and acetone; microscopic — 10 
to 12 white blood cells with occasional clumps. 
The erythrocytes numbered 4,010,000 per 
cubic mm. There were 6,800 leukocytes per 
cubic mm. and a differential count revealed 
59 per cent neutrophiles, 21 per cent lympho- 
cytes, 5 per cent monocytes, and 5 per cent 
eosinopkiles. Secretion from the right bron- 
chus obtained through a bronchoscope was 
reported negative for tumor ceils. Cultures 
showed a few colonies of green streptococci. 
Sputum examinations on several occasions 
were negative for tubercle bacilli and tumor 
ceils. 

While in the hospital, the patient continued 
to run a febrile course. Bronchoscopy re- 
vealed no bronchial obstruction. Therapy 
with sulfadiazine resulted in only slight im- 
provement. Repeated x-ray examinations of 
the chest showed an increase of the infiltration 
in the right lower lobe progressing to atelecta- 
sis of the right lower lobe accompanied by a 
moderate exudate. A punch biopsy of the 
involved area done at the level of the ninth 
interspace was negative for tumor cells. A 
right pneumothorax was induced on the 
twenty-fourth day of hospitalization and was 
maintained by weekly injections of about 250 
cc. of air. An exploratory thoracotomy was 
performed on the thirty-seventh day of hospi- 
talization and sections of the 5th, 6th, and 
7th ribs on the right side were removed. The 
right lower lobe was adherent to the posterior 
chest wall. No enlarged nodes were noted and 
the wound was closed. Following operation, 
bilateral bronchopneumonia developed from 
which the patient never rallied. 

Discussion 

Dr. Benjamin I. Ashe: I am going to make 
my discussion as brief as possible so that we 
may have sufficient time for Dr. Kichters 

presentation. . ... 

We have a case of recurrent pneumonia wim 
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complications, which in itself would make one 
suspect bronchiectasis or a malignancy. This 
might be all there is to the case. I should like 
to make one diagnosis that will cover all these 
symptoms including the record of hematuria. 
The essential picture is that of a young man 
who had right pleural inflammation with 
thickening, a mass in the right lower lobe of 
the lung, and hematuria two years previously. 

We have physical signs suggesting possible 
malignancy of the lung and the x-rays make 
this appear more likely. I do not think that 
the primary lesion is in the lungs but rather 
that this is a case of hypernephroma with pul- 
monary metastasis. There was thought to be 
hematuria two years ago but otherwise renal 
function was normal. Hypemephromata oc- 
cur more commonly in men and are frequently 
the origin of pulmonary metastases. Patients 
'rith hypernephroma may have a prolonged 
history of dyspnea usually associated with 
hematuria and good renal function. Because 
of the lack of renal signs and symptoms found 
m these cases, they are usually sent to the car- 
diac clime because of the dyspnea or to the 
chest clinic because of the prominent chest 
symptoms. Sometimes they are even sent 
away to a tuberculosis sanatorium for several 
months. 


Dr. Ashe’s Diagnoses 
Multiple attacks of pneumonia with bron- 
chiectasis possibly secondary to hyperneph- 
roma with metastasis to lung. Bronchopneu- 
monia. 


tn ^ ft ' '^ LFRED Lilienfeld: Would you say 
en o°ugh, dyspnea, and hemoptysis 

ere all secondary to the hypernephroma? 
Dr. Ashe: In the last few years I have seen 
cases presenting a diagnosis of hyperneph- 
r ^ m f~~ Que a sixteen-year-old boy who had 
, I rena l symptoms and cough; one who 
v r ,i^ nea ’ a Ver y large kidney, and an ele- 
a ed diaphragm; one who bad a cough for a 
Jf ® e > _ an d one, a hospital superintendent, 
tv, - c lron * c bronchitis. As you see, in all 
foe cases the first signs that something was 
eisp D ^a° CCUrre< * funks and were in all 4 
thi i US Pulmonary metastases. Other 
witK n! maturia ’ there are very few r renal signs 
look f 55 • ease ‘ tn cases of hypernephroma 
_ or f'Sns elsewhere, particularly in the 

mngs and bones. 

emt u t-iitEs Flexxeu: How would you rule 

Dp A Ch ° Seaio carc »Qma? 
allv t> " aSH ? : Bronchogenic carcinoma usu- 
ccurs in the upper part of the bronchus. 


The bronchoscopic findings were also against 
bronchogenic carcinoma. Several cases of 
bronchogenic carcinoma which I have recently 
seen showed clubbing of the fingers quite early. 

Dr. Weight: Any other diagnoses? 

Dr. Vincent Laekin: Lung abscess sec- 
ondary to pneumonia. 

Dr. Flexner: Bronchogenic carcinoma. 

Ds. Maurice N. Richter: What was the 
clinical diagnosis? 

Dr. Weight: The clinical impression was 
carcinoma of the right lower lobe of the lung. 

Pathology 

Ds. Maurice N. Richter: I am not going 
into a discussion of hypernephroma because it 
was not present. The principal lesion is in the 
right lower lobe. Here, there is an abscess 
cavity 3 cm. in diameter, on the inner surface 
of which is a thin layer of fibrino-p undent 
material. The cavity communicates with one 
of the medium-sized bronchi. Around it is a 
zone of fight gray, fibrotic material. There 
are small inflammatory areas in other parts of 
both lungs, often in relation to bronchi, which 
show distinct dilatation in all lobes. There 
are about 450 cc. of purulent, blood-tinged 
exudate in the right pleural cavity and about 
200 ce. in the left. There are adhesions over 
the right lower lobe. 

There is marked thickening and calcification 
of both mitral and aortic valves, producing 
stenosis at both orifices such as is caused by 
rheumatic fever. 

An interesting finding, which has no bear- 
ing on the clinical aspects of the case, is a 
tumor in the medulla of the adrenal gland. 
The tumor of the adrenal proved on section to 
be a ganglioneuroma. 

Sections through the abscess cavity in the 
right lower lobe show it to be merely an abscess 
cavity and not a tumor mass that has degen- 
erated. Around the abscess cavity and in 
other parts of the lungs are some areas of in- 
flammation. 

With regard to the lung abscess, it is of in- 
terest to recall an article in the Journal of 
Thoracic Surgery 1 in which 4 cases were re- 
ported of inflammatory conditions in the lungs 
which simulated pleural tumors. In some 
ways I think these cases were similar to the 
one we have here. The cases appeared under 
other clinical diagnoses, including carcinoma 
of the lungs. An interesting feature of some 
of their cases was the fact that they also were 

* Freedlander, S. O., and TVolpaw, S. E., Chronic In- 
flammatory Lesions of the Lung Simulating Branchio- 
genio Carcinoma,, J. Thoracic Surg- 9i 530 (1040). 
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unable to differentiate between a lung abscess 
and other conditions and a carcinoma of the 
lung even during operation. 

Pathological Diagnosis 
Bronchiectasis, bilateral. 

Abscess of lung, right lower lobe. 

Lobular pneumonia, bilateral. 

Operation — thoracotomy. 

Rheumatic endocarditis of mitral and aortic 
valves, healed. 


Mitral and aortic stenosis and regurgitation. 
Chronic passive congestion of lungs and 
spleen. 

Hydrothorax, bilateral. 

Ganglioneuroma of adrenal gland, left. 

Editorial Committee 

J. Scott Botterwohth, M.D. 
Maurice R, Chassin, M.D. 

Herman 0. Mosenthal, M.D., Chairman 


Annual Meeting Prizes 

At the 1942 Annual Meeting of the Medical Society of the State of New York two es- 
sayists received prizes and certain scientific exhibitors were given awards for merit. 

The Lucien Howe prize went to Dr. Jacob Goldsmith, of New York, for his essay en- 
titled “Original Studies on the Internal Dynamics of the Intracapsular Cataract Ex- 
traction.” 

The Merrit H. Cash prize went to Dr. Emanuel Goldberger, of the Bronx, for his es- 
say entitled “The Use and Advantage of Augmented Unipolar Extremity Leads in the 
Electrocardiographic Diagnosis of Myocardial Infarction (Coronary Thrombosis) and 
Acute Coronary Insufficiency.” 

Among the many scientific exhibits the awards were as follows: 

Research Class 

F irst Award: Jacob Goldsmith, M.D., Mount Sinai Hospital, New York — "Recent 
Experimental Studies in Cataract Extraction.” 

Second Award: Hollis K. Russell, M.D., Robert C. Page, M.D., Zacharias Bercovitz, 
M.D., New York Post-Graduate Medical School and Hospital and St. Agnes Hospital, 
White Plains — “Simplified Prothrombin Clotting Time Determinations, Macro and 
Micro Methods.” 

Honorable Mention: James L. McCartney, M.D., and J. de Carvajal-Forero, B.S.S., 
Ph.B., roentgenologist, New York — “Radiography of Soft Tissues by Monochromatic 
X-Radiation.” 

Clinical Application 

First Award : Lester J. Unger, M.D., and New York Post-Graduate Medical School 
and Hospital — “Blood Banks — Plasma Preparation and Storage.” 

Second Award: J. Eastman Sheehan, M.D., and New York Polyclinic Medical School 
and Hospital — “Plastic Reparative Surgery.” 

Honorable Mention: George Miller MacICee, M.D.; Anthony C. Cipollaro, ALJX, 
Skin and Cancer Unit, New York Post-Graduate Medical School and Hospital, 
Columbia University, New York — "Cutaneous Manifestations of Tuberculosis. 

Special Class 

Medical Department of the United States Navy, Rear Admiral Harold W. Smith 
(MC) USN — “Medical Department of the United States Navy.” 


Medical Preparedness 


Appointments in the Navy Open to Medical Students 


APPLICANTS for appointments as Acting 
*■ Assistant Surgeon (intern) are required to 
be citizens of the United States, to have com- 
pleted at least three years of medical education 
in a class A medical school, and to meet the physi- 
cal and other requirements as set forth in the 
circular of information for appointment in the 
Medical Corps of the Navy. Circulars are ob- 
tainable upon request to the Bureau of Medicine 
and Surgery, Navy Department, Washington, 
D. C., or to the Director or Senior Medical 
Officer of Naval Officer Procurement, 33 Pine 
Street, New York City. Ex amina tions for ap- 
pointment as Acting Assistant Surgeon (intern) 
are held each year, usually during the months of 
June, October, and January, at all of the larger 
Naval hospitals and at the Naval Medical Center, 
Washington, D. C. Successful candidates from 
these examinations receive their appointments 
following the successful completion of their medi- 
cal education. 


Appointments as Acting Assistant Surgeon 
(intern) are for eighteen months’ duration. 
An Acting Assistant Surgeon, after one year of 
Naval internship may apply for and take the 


examination for Assistant Surgeon, U. S. Navy. 
Acting Assistant Surgeons (interns) serve a ro- 
tating internship in a Naval hospital accredited 
for intern training by the Council on Medical 
Education and Hospitals of the American Medi- 
cal Association. 

If 3 n Acting Assistant Surgeon does not desire 
to qualify for appointment as Assistant Surgeon, 
U. S. Navy, after completion of one year of in- 
tern training, he may apply for appointment as 
Lieutenant (junior grade) MC-V(G), U. S. 
Naval Reserve, and continue on active duty as 
such during the present emergency. 

Completed application forms, together with 
the required data, must be received in the 
Bureau of Medicine and Surgery at least three 
weeks prior to the date of examination. 

Assistant Surgeons and Acting Assistant 
Surgeons while on active duty receive the pay 
and allowances of a Lieutenant (jg), which for 
officers without dependents is S2.699 per year, 
and for officers with dependents is §3,158 per 
year. On reporting for active duty, a uniform 
allowance of §250 is granted. 


Appointments in the Naval Reserve Open to Medical and Dental Students 


Medical and dental students, premedical and 
predental students are eligible for commissions 
as Ensigns, Hospital Corps. Volunteer Proba- 
tionary, Class H-V(P) USNR. 

Age limits 19 to 30 years. 

Requirements 

Medical students of all classes of class A medi- 
cal schools and premedical students who have 
been accepted as first-year students in medical 
schools accredited as class A by the Council on 
Medical Education and Hospitals of the Ameri- 
can Medical Association. 

Dental students of all classes of accredited 
dental schools and predental students who have 
been accepted as first-year students in dental 
schools accredited as class A by the American 
Dental Association. 

If the physical examination is made at any 
other activity than the Office of Naval Officer 
Procurement, 33 Pine Street, New York City, 
a report of it is forwarded to that office. Having 
passed the prescribed physical examination, ap- 
plication papers and instructions for appoint- 
ment as Ensign H-V(P) USNR will be issued to 
candidates by the Director of Naval Officer 
Procurement. 

Ensigns H-V(P) USNR upon graduation will 
be reappointed Lieutenants (junior grade), Medi- 


cal Corps or Dental Corps, USNR, and those of 
the Medical Corps are not considered as avail- 
able for active duty until the completion of at 
least a year’s internship in an accredited hos- 
pital for intern training. 

A statement from the Dean that a premedical 
or predental student has been accepted for enroll- 
ment in the first coming semester, and for those 
already enrolled in medical or dental schools that 
the student is in good standing, is required. 

Candidates are required to pass a physical 
examination by a Naval Medical Officer as the 
initial procedure in making an application. The 
physical examination may be made at any ac- 
tivity where a Naval Medical Officer is available: 
Office of Naval Officer Procurement, 33 Pine 
Street, New York City; Navy Recruiting Sta- 
tion, Albany, Buffalo, and Rochester, N. Y.; 
or New Haven, Conn.; and Marine Recruiting 
Station, Syracuse, N. Y. 

Uniforms are not prescribed until ordered to 
active duty, when a uniform allowance of §250 
is granted. The pay for officers of the rank of 
Lieutenant (jg), USNR, when on active duty, is 
$2,699 per year (without dependents), and 
S3,15S per year (with dependents). Ten per 
cent increase in base pay is provided when an 
officer is on sea duty. 


Appointment in the Naval Reserve Open to Medical Doctors 


Volunteer General Service Claes: An applicant 
must be a graduate of a medical school listed as 
class A bv the Council on Medical Education 
and Hospitals of the American Medical Associa- 


tion to be commissioned ; otherwise he must dem- 
onstrate his professional qualifications by such 
written, oral, or practical examinations as may- 
be prescribed by the Bureau of Medicine and 
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Surgery. An applicant must not be over 35 
years of age, ana must have been a citizen of 
the United States for ten years, and if a year’s 
internship in an accredited hospital for intern 
training is not completed, active duty orders will 
be deferred until that date. The only rank open 
to applicants for Volunteer General Service 
Class is Lieutenant — Junior Grade. 

Volunteer Special Service Class: An applicant, 
in addition to the professional qualifications for 
eligibility for Volunteer General Service Class, 
must demonstrate that he is a well-trained spe- 
cialist in his field, by his training in his specialty, 
hospital and teaching positions, memberships 
and fellowships in medical or surgical associa- 
tions, and contributions to medical literature. 
An_ applicant must be under 50 years of age and 
a citizen of the United States for ten years. 

The rank based on ace requirements for which 
one may apply is as follows: 

Lieutenant Commander 37 to 49 years of age 
Lieutenant — Senior Grade 33 to 44 years of age 
Lieutenant— Junior Grade 27 to 38 years of age 

Uniforms are not prescribed until ordered to 
active duty, when a uniform allowance of $250 is 
granted. The pay for the officers of the rank of 
Lieutenant Commander, when on active duty, 
is $3,936 per year (without dependents), $4,848 
per year (with dependents). Rank of Lieutenant 
is 33,336 per year (without dependents) and 
83,792 per year (with dependents). Rank of 
Lieutenant-Junior Grade is S2,699 per year 
(without dependents) and $3,158 per year 
(with dependents). There is an increase in base 


pay after each three-year period of service. 
Ten per cent increase in base pay is provided 
when an officer is on sea duty. Expense for 
traveling under orders at the rate of eight cents 
per mile is allowed. Officers and their depend- 
ents are eligible for free medical and hospital 
care in the Navy. 

Candidates are required to pass a physical 
examination by a Naval Medical Officer as the 
initial procedure in making an application. The 
physical examination may be made at any ac- 
tivity where a Naval Medical Officer is avail- 
able: Office of Naval Officer Procurement, 33 
Pine Street, New York City. 1 Navy Recruiting 
Station, Albany, Buffalo, and Rochester, N. Y.; 
or New Haven, Conn.; and Marine Recruiting 
Station, Syracuse, N. Y. 

Having passed the prescribed physical ex- 
amination and the report received in the Office 
of Naval Officer Procurement, application papers 
and instructions will be mailed to the candidate. 
When application papers are received in the 
Office of Naval Officer Procurement and found 
to be complete for forwarding to the Navy De- 
partment, Washington, D. C., a letter mil be 
written to the applicant's Selective Service Board 
requesting deferment until final action is taken. 

It is not necessary for candidates for com- 
missions in the Navy Medical Corps Reserve to 
be cleared through the Procurement and Assign- 
ment Service before filing their applications. 

If not convenient to come in for a personal 
interview, inquiries may be made by muting 
to the Director or Senior Medical Officer, Naval 
Officer Procurement, 33 Pine Street, New York 
City. 


A REGIONAL MATERNAL AND CHILD WELFARE TEACHING DAY 


.... will be held at the Westchester Country 
Club, in Rye, New York, on Wednesday, May 20, 
under the auspices of Regional Maternal and 
Child Welfare Committees of Dutchess, Orange, 
Putnam, Rockland, and Westchester county 
medical societies; Division of Maternity, In- 
fancy, and Child Hygiene of the State Depart- 
ment of Health; and the Medical Society of the 
State of New York. 

The meeting will be called to order at 2:30 
p.M. by Julian Hawthorne, M.D., regional chair- 
man in obstetrics. Maternal and Child Welfare 
Committee of the Medical Society of the State 
of New York. 

Complications of Pregnancy: Heart Disease, 
Tuberculosis, and Diabetes, by Vincent P. 
Mazzola, M.D., instructor in obstetrics and 
gynecology, Long Island College of Medicine, 
Brooklyn. 

Newborn Apnea and Resuscitation: Causes, 
Treatment, After-Effects on Child, by Charles 
A. Weymuller, M.D., professor of pediat- 
rics, Long Island College of Medicine, Brook- 
lyn. 

Procedure for Study of Maternal Deaths, ^ bv 
Charles A. Gordon, M.D., professor of chmcal 
obstetrics and gynecology, Long Island College 
of Medicine, and director, obstetrics and gyne- 
cology Kings County Hospital, Brooklyn. 


Following each of these papers there will be a 
period for discussion. 

A dinner will be held at 6:45 p.M. preceded by a 
social hour and cocktails at six o’clock. Burner 
will be served at the Westchester Country Club. 
The price of the dinner is S2.25 and dress is 
informal. The sponsoring agencies are very 
anxious to know how many plan to attend tne 
sessions and the dinner. Dinner reservations 
must be made not later than May 18. A-daress 
communications to Julian Hawthorne, ivi.ii., 
131 Purchase Street, Rye, New York. 


’he chairman of the evening program is 
;inald A. Higgons, M.D., regional chairman m 
iatrics. Maternal and Child Welfare 
tee of the Medical Society of the State ot 
v York. 

lortance of RH Factor in the Blood: Its 

ffects on Transfusion Reactions. Eo’tbro- 

iastosis, Miscarriages and. Stillbirth , i 
hi lip Levine, M.D., bacteriologist and ser 
ogist, Newark Beth Israel Hospital, Newark, 
ew Jersey. 

motherapy, by William E. Studdifor^M-U, 
•ofessor of obstetrics and ' jj eW . 

ork University College of Medicine, JSew 

ork City. 



SACRO-ILIAC SUPPORTS 
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“Mediate t»! WS ?< sa cro-iliac support for patient 
l h uell do^t e ' 0f ' bu, F- Single adjustment brings 
1,11 allow lr aroa *d pelvis, hooking buckles 
flannel and ‘‘ C 1Qua ^ adjustment. The belt is lined 
oines equipped with perineal straps. 


EHgrag 


J-N the conservative treatment of con- 
ditions affecting the sacro-iliac joint, 
such as sacro-iliac sprain or arthritis of 
the joint, Camp sacro-iliac supports, 
when prescribed by physicians and sur- 
geons have proved valuable adjuncts. 

Camp supports are easily applied and 
thus facilitate removal for heat, massage 
and other physical therapy routine. 

Among the sacro-iliac supports for 
men, provision is made by Camp for ail 
types of build and for many sizes in each 
type. Firm fabrics are used in their 
construction; they may be applied with 
or without pads as desired. 

Camp supports are available at most 
surgical supply dealers from coast to 
coast where Camp-trained fitters qualify 
to meet the patients’ requirements as 
recommended or prescribed by physi- 
cians and surgeons. 


S. H. Camp & Company, Jackson, Michigan 
W orld’s largest manufacturers of scientific supports 
l °- New York; Chicago, Merchandise Marc; Windsor, Ontario; London, England 
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Surgery. Aa applicant must not be over 35 
years of age, and must have been a citizen of 
the United States for ten years, and if a year’s 
internship in an accredited hospital for intern 
training is not completed, active duty orders will 
be deferred until that date. The only rank open 
to applicants for Volunteer General Service 
Class is Lieutenant — Junior Grade. 

Volunteer Special Service Claes: An applicant, 
in addition to the professional qu alifi cations for 
eligibility for Volunteer General Service Class, 
must demonstrate that he is a well-trained spe- 
cialist in his field, by his training in his specialty, 
hospital and teaching positions, memberships 
and fellowships in medical or surgical associa- 
tions, and contributions to medical literature. 
An applicant must be under 50 years of age and 
a citizen of the United States for ten years. 

The rank based on age requirements for which 
one may apply is aa follows: 

Lieutenant Commander 37 to 49 years of age 
Lieutenant — Senior Grade 33 to 44 years of age 
Lieutenant — Junior Grade 27 to 38 years of age 

Uniforms are not prescribed until ordered to 
active duty, when a uniform allowance of S250 is 
granted. The pay for the officers of the rank of 
Lieutenant Commander, when on active duty, 
is §3,936 per year (without dependents), S4,848 
per year (with dependents). Rank of Lieutenant 
is 33,336 per year (without dependents) and 
S3, 792 per year (with dependents). Rank of 
Lieutenant-Junior Grade is §2,699 per year 
(without dependents) and S3,158 per year 
(with dependents). There is an increase in base 


pay after each three-year period of service. 
Ten per cent increase in base pay is provided 
when an officer is on sea duty. Expense for 
traveling under orders at the rate of eight cents 
per mile is allowed. Officers and their depend- 
ents are eligible for free medical and hospital 
care in the Navy. 

Candidates are required to pass a physical 
examination by a Naval Medical Officer as the 
initial procedure in making an application. The 
physical examination may be made at any ac- 
tivity where a Naval Medical Officer is avail- 
able: Office of Naval Officer Procurement, 33 
Pine Street, New York City- Navy Recruiting 
Station, Albany, Buffalo, and Rochester, N. Y.; 
or New Haven, Conn.; and Marine Recruiting 
Station, Syracuse, N. Y. 

Having passed the prescribed physical ex- 
amination and the report received in the Office 
of Naval Officer Procurement, application papers 
and instructions will be mailed to the candidate. 
When application papers are received in the 
Office of Naval Officer Procurement and found 
to be complete for forwarding to the Navy De- 
partment, Washington, D. C., a letter will be 
written to the applicant's Selective Service Board 
requesting deferment until final action is taken. 

It is not necessary for candidates for com- 
missions in the Navy Medical Corps Reserve to 
be cleared through the Procurement and Assign- 
ment Service before filing their applications. 

If not convenient to come in for a personal 
interview, inquiries may be made by writing 
to the Director or Senior Medical Officer, Naval 
Officer Procurement, 33 Pine Street, New York 
City. 


A REGIONAL MATERNAL AND CHILD WELFARE TEACHING DAY 


.... will be held at the Westchester Country 
Club, in Rye, New York, on Wednesday, May 20, 
under the auspices of Regional Maternal and 
Child Welfare Committees of Dutchess, Orange, 
Putnam, Rockland, and Westchester county 
medical societies; Division of Maternity, In- 
fancy, and Child Hygiene of the State Depart- 
ment of Health; and the Medical Society of the 
State of New York. 

The meeting will be called to order at 2:30 
p.m. by Julian Hawthorne, M.D., regional chair- 
man in obstetrics, Maternal and Child Welfare 
Committee of the Medical Society of the State 
of New York. 


Complications of Pregnancy: Heart Disease, 
Tuberculosis, and Diabetes, by Vincent P. 
Mazzola, M.D., instructor in obstetrics and 
gynecology, Long Island College of Medicine, 
Brooklyn. 

Newborn Apnea and Resuscitation: Causes, 
Treatment, After-Effects on Child, by Charles 
A. Weymuller, M.D., professor of pediat- 
rics, Long Island College of Medicine, Brook- 


lyn. 

Procedure for Study of Maternal Deaths, by 
Charles A. Gordon, M.D., professor of clinical 
obstetrics and gynecology, Long Island College 
of Medicine, and director, obstetrics and gyne- 
cology, Kings County Hospital, Brooklyn. 


Following each of these papers there will be a 
period for discussion. 

A dinner will be held at 6: 45 p.m. preceded by a 
social hour and cocktails at six o'clock. Dmn 

will be served at the Westchester Country Clu . 

The price of the dinner is S2.25 and dress is 
informal. The sponsoring agencies are very 
mxious to know how many plan to attend tne 
sessions and the dinner D.nner reservations 

must be made not later than May 18. Adores 
communications to Julian Hawthorne, M.li., 
131 Purchase Street, Rye, New York. 

The chairman of the evening program is 

Reginald A. Higgons M.D.,reg> 
lediatrics, Maternal and Child Welfare 
nittee of the Medical Society of the State o 
-tew York. 

importance of RH Factor in the Blood; Its 
Effects on Transfusion by 

blastosis, Miscarriages and_ Stillbirths, > 
Philip Levine, M.D., bacteriologist and ser 
ologist, Newark Beth Israel Hospital, Newark, 
New Jersey. 

Chemotherapy, by William lE 
York City. 



When thieving Dan Itchy Palm 
Just before the crack of dawn 
Robbed the drug store on the hill 
He had no interest in the till. 
Money didn't interest him. 

He was after THIAMIN. 



BEWON* ELIXIR 

"Clinical Evaluation of the American dietary indicates that large groups of 
our population live on diets on the borderline of adequacy of Vitamin B 1 .” 1 

When the diet requires the addition of thiamin, Wyeth’s Bewon Elixir 
provides a pleasant means of insuring an adequate supply of this important 
substance, without disturbing the normal dietary routine. It also serves as an 
excellent vehicle for many medicaments. 

Wyeth’s Bewon Elixir is a palatable elixir containing 500 International 
Units of Vitamin B x in each fluid ounce. It is available in pint and gallon bottles. 

tReimann, H. A.: Treatment in General Medicine, 
1941 Progress Volume. Phila., F. A. Davis Co., 1941 
•Reg. U.S. Pat. Off. 
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Medicolegal 


A FEW weeks ago an interesting decision 
tion^f 1 Und r r co 9 8i ‘ ,erati °i was the 1 LrLterrjteV^ 

whosj ;pSs"wr«5> u ? i ft^i i s±“ 
? mo! g “Sf& **fcg 

sr. swiraasrt,ya S 

and cies\ ai m a e n d lf h0Ulder and in A breast 


Accident and Health Insurance 


'partiai at nn he /# te \® ^ st retu ™d to work was 
fwr ? n dlffe «nt dates.”' He later filed 
further forms re^ordm,. r;„ j.-.T® ,A ater ,^ e ? 


" .'j-I™' ^ bad gone back into place His 

/i® 1 * morning and the next evening went to 
fo r fiStuS“““ f ° r X ' rayS "' hich «' er ^ negative 

„ ?i a ™ ' dld not consult any other physician 
ntil February 26 when, because of continuance 
of pain in the chest, he had another x-ray which 
was negative The doctor who had taken the 
i,. 3 s suggested an electrocardiogram which 

led to a diagnosis of a cardiac ailment 

ntwL 1,1 afte I . - he acc ident the plaintiff 
attended three of his own patients and sub«e- 

nrof 1 ^ 1D i th ® “f xt *"'0 weeks made a few other 
professional visits. He also at the end of Feb- 

oeffi V o“h“i°®“ prep “ ,<1 “■ 

directly and independently of all other causes 5 
from bodily injuries .... solely through external 
violent and accidental means, and against dis- 

should first dlsease '” T.he policy provided it 
sfiould, first, cover accidental death, second 

indemnity by weekly payments against total 

d sabi !tv °n P ar ‘ laI , 1 lability, and, third, cover 
disability caused by disease. The insurance 
company had undertaken to pay S50 for not 

more than . 200 weeks of continuous disSbihtv 
, f such injuries shall wholly and continuously 
disable the insured from the date of the accident 

dntv^ert 6 ^ h ™ fr< ?“ Performing any and every 
duty pertaining to his occupation." The policy 
contained provisions that for disability caused 
by disease the assured should receive S50 
weekly for house confinement and S25 weekly 
for disability described as nonhouse confine- 
ment. 

On March 1, 1940, plaintiff filed a notice of 
disability with the company, describing his 
condition as “luxation of right shoulder joint 
traumatic neuritis, left ventricular preponder- 
ance and enlargement of the heart; that the 
injury to his shoulder occurred on February 9 
and the heart condition on February 26, and 
that he had been confined to the house for twelve 
days, with eight days of nonhouse confinement, 

* 263 App. Div. 439. 


shoived IT* 

nrnfl ' ° n i y pa , rtlal resumption of any of his 

and^showed twV 0r a time a «er the a'cchLS 

no lr Tu a J al , tlme on he h ‘ id d <™ 

He p=(lv.r v and bad taken on no new cases. 

outed 1 b b ^p d ’ - and lfc was not at a °y time dis ' 
April 1 loan l lnsurance „ company, that from 
ml 1 1 1 ®‘ 4 ?eJ l p was totally disabled, 
on t„® pamtlff b /ought suit against the company 
V" causes of action, the first to recover $50 
a ,"^. k .^“Apnl 1, 1940, for total disability 
u • by a dislocated shoulder, coronary throm- 
ocofiw d traumatlc neuritis, resulting from the 
a f ? d sec on d . to recover for periods of 
disability after April 1, 1940, due to the disease 
ot coronary thrombosis and neuritis, which it 
as alleged had its onset prior to that date. 

1 he second of the two causes of action was dis- 
? rdl2 ', u< ; d upon the trial by the physician who 
elected to stand upon his cause of action to re- 
cover indemnity for disability through accident. 
He endeavored to establish clnefly that the dis- 
amuty was due to coronary thrombosis brought 
f 11 , .;Y the fall. He called a heart specialist who 
testified that the accident was the competent, 
producing cause of coronary thrombosis, but 
qualified the statement by testifying that the 
presence of that condition implied pre-existing 
disease in the coronary arteries. The physician 
who took the electrocardiograms testified to 
finding the condition and that it caused plaintiff 
to discontinue bis work indefinitely. The said 
witness also gave the opinion that the fail 
caused coronary thrombosis but also said "that 
m order to have coronary thrombosis of the 
coronary artery, there has got to be a coronary' 
sclerotic condition of the coronary artery' and 
that such a condition is a disease and that if the 
plaintiff sustained a coronary thrombosis in 
February’, 1940, at that time those coronary 
arteries were sclerosed.” A third expert gave 
similar testimony' for the plaintiff. 

The trial resulted in a judgment in favor of 
the plaintiff, and the insurance company' ap- 
pealed, contending that the evidence showed 
that the requirements for recovery under the 
accident policy' were nonexistent. The Appel- 
late Division ruled that the judgment of the 
Trial Court should be reversed, and the com- 
plaint dismissed. In its opinion that Court 
said in part: 

“The burden was upon the plaintiff to 
establish that his disability resulted from the 
accident exclusively' and independently of 
all other causes and that it was not caused 
directly or indirectly, wholly or partly, by 
disease and that such injuries wholly and 
continuously disabled the plaintiff from the 
date of the accident and prevented him from 
performing any and every duty' pertaining to 
his occupation. 

“From the plaintiff’s own testimony' it 
[Continued on page 1014] 
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When thieving Dan itchy Palm 
Just before the crack of dawn 
Robbed the drug store on the hill 
He had no interest in the till. 
Money didn't interest him. 

He was after THIAMIN. 



RICH MAN, POOR MAN, BEGGAR MAN, Thief, 
and others, too, may require additional Vitamin Bi daily. 


RE WON' ELIXIR 

"Clinical Evaluation of the American dietary indicates that large groups of 
our population live on diets on the borderline of adequacy of Vitamin Bj.” 1 

When the diet requires the addition of thiamin, Wyeth’s Bewon Elixir 
provides a pleasant means of insuring an adequate supply of this important 
substance, without disturbing the norma! dietary routine. It also serves as an 
excellent vehicle for many medicaments. 

Wyeth’s Bewon Elixir is a palatable elixir containing 500 International 
Units of Vitamin B, in each fluid ounce. It is available in pint and gallon bottles. 

l Reimann, H A Treatment m General Medicine, 
1941 Progress Volume. Phila., F. A. Davis Co., 1941 
•Reg. U. S. Pat. Off, 



4o «n wyeth & brother, inc., Philadelphia 
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[Continued from page 1012] 
must be found that the injuries suffered bv 
the piaintiff on the 9th of February, 1940, did 
not wholly and continuously disable him from 
the date of the accident and prevent him from 

li is f gc™ pat i o n ^ an< * every duty Pertaining to 

“The medical testimony is to the effect that 
coronary thrombosis could not occur without 
a. previously existing disease of arteriosclerosis 
m the coronary arteries and that the fall was 
an aggravation of such existing diseased 
bosis ° n " , |1C ‘ P roduced th e coronary throm- 

“Provisions such as those contained in this 
policy have been construed to mean exactly 
what they say, which is that unless the insured 
is totally disabled from the date of the acci- 
dent there can be no recovery. 

“The plaintiff was not totally disabled 
between February 9, 1940, and April 1, 1940 
.... He engaged in some of the duties of his 
profession during that period of time. A 
clause of the policy provides for indemnity- 
for disability and it requires that the dis- 
ability, independently of all other causes, 
shall wholly and continuously disable the 
insured from the date of the accident from 
performing any duties pertaining to his 
, occupation. _ This language excludes indem- 
nity suffered in a second period following one 
in which there has been no complete dis- 
ability.” 

It should be noted that this cause was decided 
by the Appellate Division. It is possible that 
our highest Court, the Court of Appeals, may 
yet have occasion to finally pass upon this case. 


She claimed to have had bleeding from the 
ear at that time. 


Inquiries 

'V'OUR Counsel recently received the foilow- 
ing inquiry: 

“Dear Sir: 

Have I a legal right without violating the 
privileged communication between patient 
and physician to state for the defense that I 
treated the plaintiff years before the cause of 
action and that I saw her following the action? 
The plaintiff had an old chronic middle ear 
disease for which I saw her in 1936. In 1939 
I was requested by her attending physician to 
examine her ear, with a history of having been 
struck on the head by a falling sign which 
was followed by noises in her head and vertigo. 


What are my legal and ethical rights? 

Veiy truly yours,” 


Your Counsel’s reply was as follows: 

“Dear Doctor: 

• v 11 your letter you inquire as to your legal 
rights to reveal information obtained by you 
in connection with the treatment of a patient 
m 1 936j who was later examined by you in 
connection with the care of injuries claimed 
to have been sustained in an accident. 

“The Statute with respect to confidential 
communications is found in Section 352 of the 
Civil Practice Act, which provides so far as 
material: 


‘Physicians and nurses not to disclose pro- 
fessional information. A person duly au- 
thorized to practice physic or surgery, or a 
professional or registered nurse, shall not 
be allowed to disclose any' information 
which he acquired in attending a patient in 
a professional capacity, and which was 
necessary to enable him to act in that 
capacity.’ 

“Under the prohibition contained in said 
statute, a physician may not reveal informa- 
tion acquired in attending a patient, unless by 
express consent of the patient, or unless there 
may be spelled out an implied waiver on the 
part of the patient. The Court, in the situ- 
ation referred to by you, might very well hold 
that by bringing an action for damages lor 
physical injuries, including injuries to the 
ear, the patient has waived the right to compel 
silence with respect to her condition in 1936, 
as well as in 1939. However, I do not feel 
that you should place yourself in the position 
of being the judge as to whether it is proper 
for you to give the testimony in question. 

“I would suggest that if you are called to 
testify in the case by the defendant, that, 
when questioned as to treatment, you ask the 
Court for a ruling as to whether you are 
entitled to properly' reveal your entire knowl- 
edge of the case. If the Court rules that you 
may so testify, the said ruling would serve to 
protect you from any claim that you had 
violated your confidential relation with the 
patient. «i 

Very truly yours, 


OUTLOOK FOR MUMPS CONTROL IMPROVED 
An outbreak of mumps in a military establish- 
ment may lead to serious consequences in the 
way of days lost through hospitalization, Conrad 
Wesselhoeft, M.D., late Captain, Medical Corps, 

United States Army, Boston, and Charles F, 
Walcott, M.D., Major, Medical Corps Reserve, 

United States Army, Cambridge, Mass.; declare 
in the April issue of War Medicine, published by 


the American Medical .Association m cooperation 
with the Division of Medical Sciences of tfle 

National Research Council. Present-day basic 

knowledge of the nature of this disease and an 
understanding of how some of its manifestations 
can be alleviated and its spread pitted 
should enable one to cope with it more success- 
fully than in the past, the two men say. 
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WORKS WONDERS FOR THE OVERWORKED! 


Doctors — recommend this world-famed Spa to your patients! Tucked away in 
the mountains only hours from New York, it’s ideal for complete rest and 
physical rehabilitation. 

SULPHUR and NAUHEIM BATHS 
STEAM MASSAGES • INHALATION THERAPY 

Recommended for Arthritis, Rheumatism, Neuritis, Sciatica, 
Cardiac Myalgia, Nerves. Also Massages for Slimming 

Popular priced hotels and boarding houses conveniently located near the baths 
and springs. Golf, tennis, riding and swimming. 

Dr. L. O. White, Medical Director 

For further information and booklet write 

WHITE SULPHUR COMPANY 

SHARON SPRINGS, n. y. 

* Vy MVv^AA/v^^ OPEN ALL YEAR' 


“TO PARENTS IN WARTIME” 

c ^^ ren in wartime is now gaming more 
Weivpil a f. esu *' °i a flood of inquiries from parents 
Mostly ti, ■ United States Children’s Bureau. 
E fflereenra „ au mciumes were about handling the war 
American f arr f||j rea P ec t to the younger members of the 


titled “T n p ^tneau has issued its pamphlet en- 
edwce riypn a - ren te in Wartime.” The information and 
groun n f the publication has been prepared by a 
u-eful ^ ~r m .5uished specialists, and it may be found 
^3? PatieatJ. S1ClanS for distribution to parents of their 

if* suggestions are “prepare yourself for 
living thpir 7 Con ! e an A “help your children to continue 
CoDi« ™ eve T yda y lives.” 

hocumeni, X obtained from the Superintendent of 
— — — ■ 'ashington. D. C., at five cents each. 


Does blood ran uphill} A suggestion on technic for 
brushing the hair casually states “Hang your head down 
to get the blood into it.” No reason is given for letting 
the blood run into the head — but it is a strong intima- 
tion that such an act must be beneficial. Not so many 
years ago children were warned against hanging with 
their heads down, yet today getting the head down below 
the level of the rest of the body serves as first-aid treat- 
ment in several instances. Come to think of it — we 
seldom get into such an unorthodox position as we 
mature. We sit and stand about sixteen hours a day 
with heads up and then sleep the balance of the day 
with head raised on a pillow. Can this be the reason 
why our faces and heads age quicker than other parts of 
the body? Why hair thins and falls out, skin wrinkles 
and eyesight dims? Maybe standing on the head once 
or twice a day wouldn’t be such a bad prescription. 


To Assure Quick Dependable Response 

Discri min ating Physicians are Prescribing 

the easily soluble 


in**: TKT AMINOF>HYJJIjI2Sr 

v JheopIiylluve-GthylenGdiaiTune 



American Made from American Materials 



H. E. DUBIN LABORATORIES 
250 E. 43rd St. "“""t" Now York, N. Y. 
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(Continued from page 1012] 

must be found that the injuries suffered bv 
the plaintiff on the 9th of February, 1940 did 
;\ nd continuously disable him from 
the date of the accident and prevent him from 

ESSSSff and eveiy duty pertaining t0 

“The medical testimony is to the effect that 
coronary thrombosis could not occur without 
a previously existing disease of arteriosclerosis 
m the coronary arteries and that the fall was 
an aggravation of such existing diseased 
condition which produced the coronary throm- 

“Provisions such as those contained in this 
pohcy have been construed to mean exactly 
what they say, which is that unless the insured 
is totally disabled from the date of the acci- 
dent there can be no recovery. 

i r The Pontiff was not totally disabled 
between February 9, 1940, and April 1, 1940. 
.... He engaged in some of the duties of his 
profession during that period of time. A 
clause of the policy provides for indemnity 
tor disability and it requires that the dis- 
Uty, independently of all other causes, 
shall wholly and continuously disable the 
insured from the date of the accident from 
performing any duties pertaining to his 
, occupation. , This language excludes indem- 
nity suffered in a second period following one 
•o. which there has been no complete dis- 
ability." 

It should be noted that this cause was decided 
by the Appellate Division. It is possible that 
our highest Court, the Court of Appeals, may 
yet have occasion to finally pass upon this case. 


Inquiries 

VO UR Counsel recently received the foliow- 
mg inquiry: 

“Dear Sir: 


Have I a legal right without violating the 
privileged communication between patient 
and physician to state for the defense that I 
treated the plaintiff years before the cause of 
action and that I saw her following the action? 
The plaintiff had an old chronic middle ear 
disease for which I saw her in 1936. In 1939 
I was requested by her attending physician to 
examine her ear, with a history of having been 
struck on the head by a falling sign which 
was followed by noises in her head and vertigo. 


She claimed to have had bleeding from the 
ear at that time. 

What are my legal and ethical rights? 

Very truly yours,” 

Your Counsel's reply was as follows: 

“Dear Doctor: 

• V°ur letter you inquire as to your legal 
rights to reveal information obtained by you 
jn connection with the treatment of a patient 
m 1936, who was later examined by you in 
connection with the care of injuries claimed 
to have been sustained in an accident. 

“The Statute with respect to confidential 
communications is found in Section 352 of the 
Civil Practice Act, which provides so far as 
material: 


‘Physicians and nurses not to disclose pro- 
fessional information. A person duly au- 
thorized to practice physic or surgery, or a 
professional or registered nurse, shall not 
be , allowed to disclose any information 
which he acquired in attending a patient in 
a professional capacity, and which was 
necessary to enable him to act in that 
capacity.’ 


“Under the prohibition contained in said 
statute, a physician may not reveal informa- 
tion acquired in attending a patient, unless by 
express consent of the patient, or unless there 
may be spelled out an implied waiver on the 
part of the patient. The Court, in the situ- 
ation referred to by you, might very well hold 
that by bringing an action for damages for 
physical injuries, including injuries to the 
ear, the patient has waived the right to compel 
silence with respect to her condition in 1936, 
as well as in 1939. However, I do not feel 
that you should place yourself in the position 
of being the judge as to whether it is proper 
for you to give the testimony in question. 

“I would suggest that if you are called to 
testify in the case by the defendant, that, 
when questioned as to treatment, you ask the 
Court for a ruling as to whether you are 
entitled to properly reveal your entire knowl- 
edge of the case. If the Court rules that you 
may so testify, the said ruling would serve to 
protect you from any claim that you had 
violated your confidential relation with the 
patient. „ 

Very truly yours, 
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OUTLOOK FOR MUMPS CONTROL IMPROVED 


An outbreak of mumps in a military establish- 
ment may lead to serious consequences in the 
way of days lost through hospitalization, Conrad 
Wesselhoeft, M.D., late Captain, Medical Corps, 
United States Army, Boston, and Charles F. 
Walcott, M.D., Major, Medical Corps Reserve, 
United States Army, Cambridge, Mass. t declare 
in the April issue of War Medicine, published by 


the American Medical Association m cooperation 
with the Division of Medical Sciences of tne 
National Research Council. Present-day basic 
knowledge of the nature of this disease and an 
understanding of how some of its manifestations 
can be alleviated and its, spread prevented 
should enable one to cope with it more success- 
fully than in the past, the two men say. 


CURRENT DIVIDEND 

INVESTMENT 

SHARES 


3% 

NEVER 
PAID LESS 


Lump sum investments accepted in multiples of S100. 
Dividends paid semi-annually. All accounts fully in- 
sured up to 35,000. To open account by mail, send 
check or money order. Assets over S6, 000, 000. Write 
lor statement, signature card and information folder. 

NAT I C If federal 

•'HI I W IV SAVINGS 
AND LOAN ASSOCIATION 

FOUNDED 1833 

DE5KJ NATICK, MASS. 

PROFESSIONAL 

ECONOMICS ... AN ETHICAL, I 

PRACTICAL PLAN FOR BETTERING YOUR 
INCOME FROM PROFESSIONAL SERVICES. 

Send card or prescription blank for details. 


CMNE DISCOUNT CORPORATION 

Representatives throughout U. S. and Canada 

30 W * 41st s ‘-s N. Y. City IiOngacxe 5-2943 




Since 1939, The Lexington has maintained the same 
minimum rate. Now, as before, more than one-half 
the total number of rooms in the entire hotel (505) 
are priced at $4 . . . all outside with combination tub 
and shower, circulating ice-water, full-length mirror, 
four-station radio. Double rooms from $5.50. “New 
York's Friendly Hotel." 



Charles E. Rochester, Vice-Pres. & Mng. Dir, 

LEXINGTON AVE. f AT 48 th ST., N. Y. C. 


Ionics sliU travel on their stomachs. We see and hear 
ab ° Ut food 33 an essential item in building at 
soldier f * ? stron & offensive armies. The Americ; 
best (Wi ■ *" rom our point of view) is probably tl 
men m r ” 16 '' or ' d - The daily ration for our fightir 
WufflDh 3 , a . u b forty-two cents, is considered 

WnsiderM n, U j . 0n;d science. While 5,000 calories a: 
fed goo m he rec i u isite for a laborer, our soldier 
gain of f Probably accounts for an averaj 

j e ar of service °* ^° rn e ’Sb‘ t to sixteen pounds within 

throurh^t^ ^ Jas ‘ s n ob expected to materiali: 
receivine arvatl0n - German soldier may not t 
but nutritm n® , ble a diet as his American adversai 
largely i 14 ma y be equally as good. He is fe 

eoj bean ?r • 1116 ®?Red"bratling powder,” composed i 
als. Anothe' n ’ m . ' ?P* ce3 > herbs, vitamins, and mine: 
'heese, ai)n | r ra ^ 10n Is made up of powdered tomatoe 
teininj dr.S. 63 ’ and P ow dered jam — also candies c" 
!< » i ext rose, whev. -*n.I <<v;+o™:„ n » W^en t! 


lining derim' v P owdered jam— als< 

13 1 slwrtane T’ ' Vhey ’ and “Vitamin C.” When 1 
’icd as a substitut^’ serm ’ nat ‘ n S soybeans and ryi 


DIABETIC SUGAR TEST 



Patients are Easily Taught 
this Simple Spot Test 

No test tunes ... no boiling apparatus ... no 
measuring. Three good reasons why your patients will wel- 
come Galatest ... the convenient "spot test” for the detec- 
tion of urine sugar. Obtainable in a handy, compact kit, 
Galatest permits diabetics to follow daily routine scar 
tests regularly — wherever they may be. 

Galatest is a dry bismuth reagent. One drop of urine on 
small amount of powder gives an immediate reaction 
combines maximum selectivity with dependable accuracy-. 

Color Chart with Each Vial 
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Woman's Auxiliary 

To the Medical Society of the State of New York 


County News 

Cattaraugus. Twenty-six members attended 
a luncheon at Gowanda. Dr. Tomlinson took 
them through the State Institution. The auxil- 
iary members and their husbands held a dinner 
at the country club at Olean. After the dinner, 

Dr. Peale of New York gave a lecture. 

Cayuga. Dr. W. W. Bauer visited the auxil- 
iary on April 14. He stressed “the part that 
women play in public health particularly in time 
of total war." Othej; outstanding statements 
made by Dr. Bauer were: “By keeping as well 
as possible and following a balanced schedule, 

we can all help to win the war For total war, 

we require a very high standard of physical and 

emotional soundness It is encouraging from 

the standpoint of public health to know that 50 
per cent of our young men are deemed physically 
fit to meet the rigorous requirements of total 
war.” 

The annual meeting was held at the home of 
Mrs. Louis D. Burlington in Aurora. Dr. C. 

Weber of Wells College gave a talk on “Child 
Psychology.” Mrs. Carleton Bullard presided, 
and after conducting the routine business turned 
over the gavel to the new president, Mrs. A. B. 

Chidester. 

Officers elected were: first vice-president, 

Mrs. Bveret H. Wood; second vice-president, 

Mrs. F. E. Barnes; recording secretary, Mrs. E. 

S. Platt; corresponding secretary, Mrs. A. Cimil- 
dora; treasurer, Mrs. H. M. Jones. Mrs. 

Everet H. Wood and Mrs. A. B. Chidester were 
elected delegates to the State Convention. 

Gifts were presented to Mrs. G. B. Adams, re- 
tiring president of the State Auxiliary and to 
Mrs. Bullard, retiring president of Cayuga 
County auxiliary. 

Erie. A luncheon was given in conjunction 
with the Medical Society at the Hotel Statler. 

Mrs. Arthur F. Glaeser, president of the auxil- 
iary, appointed the following committees: Mrs. 

Albert A. Gartner, chairman of organization, 
assisted by Mrs. James C. Sullivan, cochairman, 
and Mmes. Stuart L. Vaughan, Lewis F. Mc- 
Lean, and Ralph M. DeGraff; Mrs. William T. 

Clark, chairman of the ticket committee, 
assisted by Mrs. William A. Barr, cochairman, 
and Mmes. Harold F. Brown, Roland B. Carr, 

Frederick G. Stoesser, Joseph D. Godfrey, 

William M. Howard, and Edward S. Buffum; 

Mrs. Walter S. Goodale, head of the reservation 
committee, assisted by Mrs. Stephen G. Di- 
Pasquale, cochairman, and Mmes. Clarence J. 

Durshordwe, Edward A. Sharp, Harold B. John- 
son, John T. Donovn, Carlton E. Wertz, and 
Walter L. Machemer; chairman of the luncheon 
committee, Mrs. John B. Mulholland, with Mrs. 

Donald C. O’Connor, cochairman. Other mem- 
bers of this group are Mesdames Joseph A. Tripi, 

Arthur D. Hennessy, Hyatt Regester, and Robert 
J. Striegel. „ _ A , , , 

Madison. Mrs. Lee S. Preston, president of 
the a uxiliar y, is also a member of the city defense 
nutrition committee. Mrs. Preston and Mrs. 

Otto Pfaff attended the executive board meeting 


in Albany. Dr. W. W. Bauer of Chicago 
visited Madison County. Mrs. Preston 
arranged for Dr. Bauer’s visit. Three addresses 
were given by Dr. Bauer. The first was 
delivered at a joint meeting of the Oneidas and 
Rotary clubs at Hotel Oneida. The topic was 
“Health Problems Today and Tomorrow'.” 
The second was given at a meeting in the high- 
school auditorium, with all of the high-school 
students present. The topic was “They Ask Us 
Questions.” The third, “Health for Total War,” 
was given at a general public meeting at the 
Hotel Oneida, following a dinner of the Madison 
County Medical Society and the auxiliary. 

Montgomery. Mrs. Alfred Madden, state 
legislative chairman, was guest speaker at a 
meeting held at the Elks Club. Mrs. Edward 

A. Bogdan has been elected president for the 
coming year. The other officers elected were: 
Mrs. L. M. McGuigan, vice-president; Mrs. E. 

B. Kelly, secretary; Mrs. Raymond Wytrwal, 
corresponding secretary; Mrs. A. A. Casano, 
assistant corresponding secretary; Mrs. A. J. 
Townley, treasurer. Following the meeting a 
steak dinner was served. Mrs. S. L. Homrig- 
house, retiring president, was presented with a 
gift as a token of appreciation for her splendid 
work. The auxiliaiy members are urged to 
cooperate with the Amsterdam City Hospital 
and St. Mary’s Hospital on Hospital Day. 

Niagara. A most interesting firsthand ac- 
count of air raids and duties of air raid wardens 
in England was given to members of the woman s 
auxiliary, when Mrs. Alexander Reid, of Ken- 
more, a former air raid warden in Liverpool, 
England, spoke after their luncheon meeting in 
the Delaware Hotel, Tonawnnda. As a county 
organization, the auxiliary' is doing all it can to 
aid County institutions. Samples of codhver 
oil, prepared cereals, and baby food have been 
turned over to the Wyndham Lawn Home for 
Children. Proceeds of S110 from a book review 
made possible a series of twelve lessons in oral 
expression. A definite sum of money has been 
designated to buy magazine subscriptions for 
the inmates of the infirmary of the Old I oiks 
Home at Lockport. Mrs. George B. Adams, 
State Auxiliary president, visited Niagara 
County. Mrs. Adams gave a very inspiring 
talk, stressing the idea that even in these busy 
times women should never be too busy to take 
part in any health project, as the health ot tn 
nation is just as important in wartime as in time 
of peace. 

Rensselaer. At a recent meeting Dr. Fred- 
erick L. Patry, psychiatrist, of Albany, address 
the society. The members are registering lor a 
first aid course. Rensselaer County is P r . ep ftlu 
for a possible food shortage Miss Jessie (-ole, 
senior nutritionist of the State Health P „ 
mpnt onoke on “Wartime Menu Planning. 

Miss Cole stated that there are 200 ed ‘“ e J^eds 
in New York State, which could be prepared in 
appetizing ways. 
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RIVERLAWN SANITARIUM 


FOUNDED 1893 



iituatcd Sanitarium offer ! ng complete facil riles for 
U4 ALCOHn1 d MENTAL AND NERVOUS CASES 

So f «ffi,^ N y“ciT e ADD!CTIONS - W ' «'“«* f “» 

CHARLES B. RUSSELL M.D., Med. Dir. 
«Iotow.A„. PATERSON, N. J. Armory 4-2342 


“THUMB 

(w!, me on cbl ^ behavior, or at least on the parents’ 
<v,.„ i IS " :ln offspring’s queer antics, has been un- 
CiuH i D re P°. r *' some 1,500 cases brought to the 
h^-pital “ yc ^ ua f r * c Service at the Johns Hopkins 

the Wa Jobns blopkins study (Dr. Eliott Jaques in 
Ip.)], - iS8ue °f The American Journal of Orlhopsychia- 
natal - 15 ,. a f J[Klrent that a belief in “heredity” or “pre- 
niKw-'" uence ” accounted for tantrums, feeding diffi- 
r,f t f lc ' Jr poor Progress in school in the viewpoint of most 
many of the cases current as well as 
AeccJr 31 * 3 ’ * at k' anc f folklore were reflected. 

'to m” t0 ® r ‘ 'l ac ! ue3 ’ article, “There were parents 
'itenmin * i ° n ^ anc h n S out large doses of laxative in- 
W'e mi , to ^ eur healthy children. Other parents 
'lev , me( hc'mes to their children weekly because 
tome » j- cb '^ ri;:n should get something.” The 
ire aW f. es ” administered for emotional difficulties 
mcredlb!e - 

becau^f t v! e more c °mmon situations, parents worried 
dav ji s ooked its thumb. Considering present- 

er. lan.m ° Ver tb ‘ s Particular form of infant behavior, 
1&7 q n* , 3 remarks, “It is hard to believe that prior to 
'lot it u waa re garded as so natural and harmless 
~~ 33 o cver even mentioned in professional litera- 


f alkirk 

IN THE 

Ramapos 

devoted exclusively to 
OAqpa d it a L treatment of MENTAL 
Falkirk has heea recom- 
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- RAX, VALLEY , Orange County, N. V. 
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Goshen, N. V. 


Phone 117 

Ethical — Reliable — Scientific 

Disorders of the Nervous System 
BEAUTIFUL — QUIET— HOMELIKE 
Write lor Booklet 

FREDERICK W. SEWARD, M.D, Director 
FREDERICK T. SEWARD, M.D., Res, dent Physician 
CLARENCE A, POTTER, M.D,, Resident Physician 


SUCKING” 

ture. In fact, the only evidence that anyone ever noticed 
it at all is to be found in the masterpieces of medieval 
painters who depicted little angels with thumbs in their 
mouths — to give them the appearance of happiness and 
tranquility.” 

That blissfully ignorant era ended fifty years ago with 
the warning of a Hungarian dentist on the danger of 
finger sucking. Freud’s interpretation of the habit and 
later opinions of orthodontists that thumb sucking may 
cause a deformed jaw, combined to scare parents into 
the use of many “remedies” thrown on the market. 
Cuffs, muffs, and other “instruments of torture” have been 
popular as well as painting of bitter substances on the 
infant’s fingers and tying the hands to the bedposts. 

Remarks Dr. Jaques, “Of seventy-two cases, no less 
than thirty-four children had been restrained, scolded, 
beaten, shamed and otherwise punished — and had gone 
on sucking their thumbs.” 

In cases of “nervousness" or “St. Vitus” dance as 
some parents regarded it — sophisticated mothers wanted 
their children “psychoanalyzed” without knowing the 
nature of psychoanalysis, while unsophisticated mothers 
were resigned to “nerves” because “his grandfather was 
good for nothing.” 


A HUMANE IDEAL — A SCIENTIFIC NECESSITY 

rapr+uif 

A MODERN PSYCHIATRIC HOSPITAL 

RateWor limited budgets, Personalized Psychotherapy plus 
the Uplift of Refined Living. Electro-shock administered. 
Selected cases of Drug and Alcohol Addiction eccepted. 

EUGCNC N BOUDREAU. M.D , Phs»ie,an-*n>Ch 9f gt 

SYRACUSE, N. Y. 


DH. BA « IVES SAXITAIUUM 

STAMFORD, CONN. 

45 minutes from N. Y. C. da Aferrttt Parkway 
for treatment of Nervous and Mental Disorders, Alcoholism and 
Convalescents. Carefully supervised Occupational Therapy, fa. 
cilftlci for Shock Therapy. Accessible location in tranquil, beau- 
tiful hill country. Separate buildings. 

F. H. BARNES, M.D., Med. Sopt *T«L 4-1143 
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be “at to the Book Review Department at 1313 Bedford Avenue, 
X' Ac 'fnowledgment of receipt will be made in these columns and deemed suf- 
ficient notification. Selection for review will be based on merit and interest to our readers. 

REVIEWED 


Clinical Aspects of the Electrocardiogram In- 
cluding the Cardiac Arrhythmias. By Harold 
E. B. Pardee, M.D. Fourth edition. Octavo 
of 434 pages, illustrated. New York, Paul B. 
Hoeber, Inc., 1941. Cloth, S5.75. 

The acid test of merit of a book on electro- 
cardiography is to use it as a reference volume 
while reading electrocardiograms. This was done 
with Pardee’s new volume, and it has stood the 
testing process well. Each day, as tracings were 
being read in the department of electrocardiog- 
raphy, points illustrated by the_ electrocardio- 
grams were looked up. In eveiy instance infor- 
mation was found on the matters under discus- 
sion. The chapter on the normal electrocardio- 
gram was helpful in settling questions arising 
out of slight deviations from the normal in the 
child and the adult. Chapter VIII, “Variations 
of the Electrocardiogram Resulting From 
Disease and Other Abnormal Influences,” was the 
most frequently consulted and proved to contain 
a mine of information. In reality it is a treatise 
on electrocardiographic patterns and their cor- 
relation with clinical disease entities. It is 
especially valuable because the curves obtained 
with multiple precordial leads are adequately 
depicted. This book contains up-to-the-minute 
information on recent advances in knowledge in 
electrocardiography. It should be valuable to 
electrocardiographer, teacher, and student. 

Edwin P. Maynard, Jr. 


ogy and an accumulation of thirty years of ex- 
perience, in trying to correlate bedside observa- 
tions with laboratory findings. The author 
seems to have made a special effort to keep 
dogma out of his expositions, despite his wide 
knowledge of the subjects which he treats. 
Hence, the relative absence of the customary 
stereotyped description of diseases which the 
reader finds in the average comprehensive stand- 
ard book on any phase of medicine. 

The simplicity with which the reader is guided 
through the complex problems of function in 
order to comprehend the mechanisms involved 
in the less well understood diseases, will be found 
refreshing to the average practitioner, student, 
and specialist alike. Here is required the ability 
of the teacher to amplify his simple formulas and 
to make it applicable for diagnosis as well as 
treatment. 

The text is well illustrated with pictures, 
plates, tables, charts, and photographs. The 
bibliography is quite comprehensive. 

S. H. Polayes 


Functional Pathology. By Leopold Lichtwitz, 
M.D. Octavo of 567 pages, illustrated. New 
York, Grime & Stratton, 1941. Cloth, S8.75. 

The short preface of this valuable publication 
practically outlines the scope of the book. It 
will undoubtedly rank with the classics of modern 
medicine. Dealing as it does with the mecha- 
nism of symptoms and signs of disease, a subject 
for which modem medical men thirst, it should 
be received with applause. Little that is known 
of functional pathology today is omitted from 
this volume. Beginning with the general sub- 
jects of endocrinology, regulation of heat, 
metabolism, and body water, the author follows 
with an excellent chapter on the pathology of 
intracellular oxidation which every physician 
should read. The functional pathology and 
mechanism of the common metabolic disturb- 
ances (the thyroid, arthritis, gout, obesity, 
skeletal and pluriglandular diseases), as well as 
the mechanism of defense, are then lucidly dis- 
cussed. Those especially interested in hyper- 
tension, hepatic disorders, or blood dyscrasias 
will find the chapters dealing with these respec- 
tive subjects full of interesting discussion and 
information. 

The reader early senses the unorthodox opin- 
ions of the author in his interpretations of the 
various pathologic manifestations of some of the 
known diseases. However, these opinions are 
all based upon a profound knowledge of physiol- 
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The Man Who Lived for Tomorrow. A Biog- 
raphy of William Hallock Park, M.D. By Wade 
W. Oliver. Octavo of 507 pages. New York, 
E. P. Dutton & Company, 1941. Cloth, 
83.75. 

It is not an everyday experience to close the 
covers of a book j’ust finished and feel reluctant 
to put it down and thus break the spell of reverie 
ana reminiscence which enveloped ones mind 
during its perusal. That will be the experience 
of the vast majority of the readers of this charm- 
ing narrative of the life and works of a great man 
in medicine. , ... , . 

To the delightful story is added a wealth of in- 
formation on the application of the progressive 
steps of medicine to the welfare of a great com- 

m Theability to present the technical aspects of 
bacteriology and allied subjects in a manner that 
holds the interest of the lay, as well as the pro- 
fessional, reader is indeed rare; the biograpne 
has done this. ,. . . 

The history of the progress. of medicine since 
the turn of the century is outlined m panoramic 
form, giving most illuminating accounts ot tne 
great epidemics that visited New York, 
more important are: epidemic memngitis in 
1904-1906; poliomyelitis in 1916 - 7 the extent 
and seriousness of the epidemic is given by the 

number of cases, 8,928, and the number of deaths, 

2,407. Then there was the epidemic of influenza, 
and the sporadic outbreaks of typhoid feveiyetca 
In Chapter XXVI on “The Gospel o D>ph 

theria Prevention,” the biographer epitomizes the 

fundamental character of his subject in th 
lowing statement: “His ever-act.ve ™”d wasnot 
concerned with partial victories won 
ever projecriig itself into the tomorrow within 
" [Continued on page 1020] 



1021 


THE NAPLES inc., oceanside, l. i. 

1 sanitarium especially for invalids, convalescents, chronic 
patients, post-operative, special diets, and body building. Six 
acres of landscaped lawns. Five buildings (two devoted exclu- 
sively to private rooms). Resident Physician. Rales $18 lo $35 Weekly 

MKS. M. K. MANNING, Supt. - TEL: Rockville Centre 3660 



CHARLES B. TOWNS HOSPITAL 

Serving the Medical Profession for over 40 years 

FOR ALCOHOLISM AND DRUG ADDICTION EXCLUSIVELY 

Definite Treatment • Fixed Charges • Minimum Hospitalization 

W3 Central Park West, New York Hospital Literature Telephone: SChuyler 4-0770 


CREST VIEW/ — 

SANITARIUM Greenwich 

C hr* n Mildly Mental, Digestive and Cardiovascu- 
s L Peaal care for ELDERLY PATIENTS. 
Sente rates homeHke * 25 {rom N - Y. Gty. 

275 nodtu HITCHCOCK, u o., Director 

NQRTH MAPLE AVE., GREENWICH, CONN. 


TERRACE ROUSE 

for ALCOHOLISM 

A private sanatorium offering a specific treatment for alcoholism, 
formulated to relieve the craving for alcohol and with re-education 
working toward permanent abstinence. Homelike surroundings. 
Competent medical and nursing care. 16 miles from Buffalo. 
Moderate rates — Enquiries invited 

64 Maple St. - East Aurora, N. Y. - Phone 784 


HOW ADVERTISING HAS CHANGED! 


■tranwhf' 118 c ,2P y ^ or seneral commodities now sings a 
shat vm. e 'j , general theme seems to be “buy only 
Xot^ l"f d ~ ta H e aire of svluit you own!” 
have ° ng a ®° * ae sat ne business establishment would 
- i , En-pre=sured “better buy a dozen at this price — • 

Cfln rrnf lit » 1 u , . • * 


tthllp \ m, ' . . UUV iX UUtiCll iiO tlUO L/lllC 

^"mr fr pl. a , get them! ” And it really meant it as 
Go'.f-rmr,,.^ 113 toda y to respect the wishes of o 

TW- Dt “ Preventing waste. 

another “American Way” of building 
Gomnanv sac rifice. No one, least of all Hitler & 
he so unselfi k ^ ^, e ‘ eve that American business could 
nsn, and we haven’t as yet appreciated this 


it 

our 


fact ourselves to any great extent, but we will catch on 
one of these days. 

While it is always smart to use judgment in buying 
and caring for things, there is greater need for such in- 
telligent action now. But, remember, it isn’t always 
just a question of quantity — more often it is quality that 
attains the objective now sought. 

America’s waste in the past resulted from “cheap” 
products that seldom outlived the purchase price as 
much as it did from purchasing things that were not 
needed. 

This, we should remember, too. 


HALCYON rest 

OSTON POST ROAD, RYE, NEW YORK 

Ijc «Md'anrf y-„ U0yd ’ M - D ‘- Fhysidan-in-Charze 
^eatal, drur t eq l^ ppe ** * or treatment of nervous, 
therapy. BufttfTf. ii 9°“ o1 patients, including Occupational 
^“trfully Jolted a short distance from RyeBeach. 
Talenhon.: Ry. 650 
— w 'Utfor tUuslrtltd bockltl 


WEST U1UL 

West 252nd St. and Field* ton Road 
Riverdnle-on-Hudson, New York Gty 
For nervous, mental, drug and alcoholic patients. The sanitarium is 
beautifully lo c a ted m a private park of ten acres Attractive cottages, 
scientifically air-conditioned Modern facilities for shock treatment 
Occupational therapy and recreational activities. Doctors may direct 
the treatment. Rates and illustrated booklet gladly sent on request. 

HENRY W. LLOYD M.D., Physic, an in Charge 
Telephone: Kingsbridge 9-8440 


BRIGHAM HALL HOSPITAL 

fop. iievt Nanda IGUA, n 

^Wtioni at™ „ AN 1? NERVOUS PATIENTS 
l^ividuii mS sp ? ere Treatment modern, a 


BRUNSWICK HOME 

A PRIVATE SANITARIUM. Convalescents, postop- 
erative, aged and infirm, and those with other chronic 
and nervous disorders. Separate accommodations for 
nervous and backward children. Physicians’ treatments 
rigidly followed. C. I*. MARKHAM, M.D.. Supt. 

B’way & Louden Ave.. Amityville, N.Y., Tel: 1700, 1, 2 

N y. Office— 67 W. 44th Street Tct MUroy Hill 2-8323 



LOUDEN-KNICKERBOCKER HAIL 


Inc. 


81 LOUDEN AVENUE Tel. Amitynlle 53 AMITYVILLE, N. Y. 

A private sani tarium established 1886 specializing in NERVOUS and MENTAL 
Full information furnished upon request 
JOHN F. LOUDEN Now York Gty Office JAMES F. VAVASOUR, M.D. 

President 67 West 44th S L. Tel* VAnderbllt 6—3732 P hysician in Charge 
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[Continued from page 1018] 

whose folds were hidden the promise of final 
conquest.” And so the story continues for 471 
pages, every one of which is of interest and ex- 
hibits a high degree of literary merit. 

An unusual and commendable feature is the 
list of references pertaining to each chapter, 
and all this followed by a complete index. 

The book ends with a letter written by the 
late Dr. Hans Zinsser to Dr. Park on the oc- 
casion of the official dedication of the William 
Hallock Park Laboratory. It is a fitting con- 
clusion, for one closes the book with a feeling 
akin to what one felt at the end of Zinsser’s As 
I Remember Him. 

‘ S. R. Blatteis 


occupational diseases, is divided into seven 
chapters: 1. Chemical Poisons; 2. Physical 
Agents; 3. Skin Lesions of Occupational Ori- 
gin; 4. Occupational Diseases of the Lungs; 
5_. Malignant Disease Associated with Occupa- 
tion; 6. Occupational Diseases Due to Infec- 
tions; 7. Functional Disturbances Associated 
with Occupation. 

The chapter on chemical poisons occupies ap- 
proximately one-half of the book. In their dis- 
cussion of each substance listed as a chemical 
poison the authors mention briefly the occurrence 
in industiy, the symptoms, and the treatment. 

There is an adequate bibliography. 

Irving Gray 


Operative Surgery Including Anesthesia, Pre- 
and Postoperative Treatment, Principles of 
Surgical Technic, Blood Transfusion, and Ab- 
dominal Surgery. Edited by Frederic W. Ban- 
croft, M.D. Quarto of 1,102 pages, illustrated. 
New York, D. Appleton-Century Company, 
1941. Cloth, S10. 

The purpose of this work is to present the 
surgical treatment of abdominal diseases. Symp- 
tomatology and diagnosis are included only 
when the differential diagnosis has a direct bear- 
ing upon the type of operation to be performed. 
For instance, a complete review of the etiology 
and differential diagnosis of the splenomegalies 
quite properly precedes the technic of splenec- 
tomy. 

Thirty-four authors have written upon thirty- 
four subjects. Each subject is discussed by a 
man who is an outstanding authority upon it. 
Only the accepted operations or those that have 
proved to be of greatest value in the hands of 
the man describing them have been presented. 
All antiquated technics have been omitted. 
There are various important subjects discussed 
in this volume other than technic of operations — 
namely, a section on “Anesthesia,” made up of 
six chapters, each written by an outstanding 
anesthetist. Another section deals with “Blood 
Transfusion,” and “The Use of Blood Substi- 
tutes.” About 30 pages are devoted to “Pre- 
operative and Postoperative Therapy,” including 
a discussion “The Evaluation of the Patient; 
“Fluid and Electrolyte Disturbances,” “Acid 
Alkalosis,” “Hypoproteinemia,” “Hypovitamin- 
osis,” “Shock,” “Thrombosis,” and “Embo- 
lism.” 

The reviewer was especially attracted by the 
section on “The Fundamental Principles of 
Surgical Technic.” Each section is prefaced by 
sufficient anatomy, historical data, or surgical 
philosophy to put the recommended technic on 
a rational basis. The authors have spent a great 
deal of time in preparing and presenting the sub- 
jects assigned to them. Each section is really a 
complete treatise upon the subject rather than 
simply a recitation of procedure. 

The book is sincerely recommended to every- 
one who is in any way interested in abdominal 

surgery. Merrill N. Foote 


Essentials of Occupational Diseases. By 
Jewett V. Reed, M.D., and A. K. Harcourt, 
M.D. Octavo of 225 pages. Springfield, Charles 
q Thomas, 1941. Cloth, S4.50. 

This book, which deals with the essentials of 


Surgical Diseases of the Spinal Cord, Mem- 
branes, and Nerve Roots. Symptoms, Diagno- 
sis, and Treatment. By Charles A. Elsberg, 
M.D. Quarto of 598 pages, illustrated. New 
York, Paul B. Hoeber, Inc., 1941. Cloth, $14. 

The present volume, although containing much 
of the material already published by the author 
in Diseases of the Spinal Cord (1916) and Tumors 
of the Spinal Cord (1925), is, however, more than 
a revised edition of his previous books. It con- 
tains the results of the considerable additional 
experience of the author with spinal cord diseases 
since his last volume on the subject, as well as 
two veiy erudite chapters on the roentgen-ray 
diagnosis and the pathologic anatomy of these 
lesions by Drs. Cornelius G. Dyke and Abner 
Wolf, respectively. One may thus turn to this 
600-page tome for the latest as well as most 
authoritative views on the various aspects of 
the subject. The printing and the.halftones are 
also excellent. 

Leo M. Davidoff 

The Foot and Ankle: Their Injuries, Diseases, 
Deformities and Disabilities with Special Ap- 
plication to Military Practice. By Philip Lewin, 
M.D. Second edition. Octavo of 665 pages, 
illustrated. Philadelphia, Lea & Febiger, 1941. 
Cloth, S9.00. 

The first edition of Dr. Lewin’s book appeared 
in 1940. The fact that a second edition appears 
so soon attests to the reception of this work, 
and the place it has attained in medical litera- 
ture. .... 

Dr. Lewin states that world war conditions 
have led him to accentuate military aspects ol 
the foot. Considerable space in this edition is 
devoted to injuries and wounds of the foot and 
their treatment as suffered in actual combat. 

The second edition gives us a text fully up to 
the high character <?f the first edition. It should 

prove useful in military surgery. 

J. C. Rushmore 


Diseases of Women. By Harry S. Crossen 
M.D., and Robert J. Crossen, M.D. Ninth 
idition. Quarto of 948 pages, illustrated. W. 
Louis, C. V. Mosby Company, 1941. Uotn, 
>12.50. , . , 

This new ninth edition is on the same liig 
Jane as previous editions of this well- 
look. As time goes on, the diagnosis and treat- 
nent of gynecologic disorders ad ™ n ? e , 
ncreased Knowledge of 

lathology. In this new book the authors have 

[Continued on page 1022] 
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Editorial 

Emergency Medical Service 


The long period of organizational work 
of the Medical Division of the Office of 
Civilian Defense has not received the full 
recognition and commendation it merits. 
Charged with the grave responsibility of 
the preparation of plans for emergency 
medical service and with the mainte- 
nance of liaison with other federal agencies 
concerned with public health and medi- 
cal care, it has toiled unremittingly and 
with the benefit of the best skill and 
available advice to produce an organiza- 
ion that could be adapted to the use and 
necessities of every region of the United 
States. 

Speaking before the 136th Annual 

- eeting of the Medical Society of the 
State of New York, H. van Zile Hyde, 
i7 Y;> Senior Surgeon, U.S.P.H.S. (R). 

e , lca ^ Officer, Second Civilian Defense 
e £ion, said of the responsibilities of 
physician in the state that no 
a er what his peacetime specialty may 

tu L ' i* S a c ^ oc * :or • • • • able to do rvell 
°ae things which the public expects him 
?. 0 we ffi There is placed upon phy- 

- cians the necessity of correlating their 
c mties, as physicians responsible for 

e care casualties, with all other emer- 
f nc ^ ser vices with which they must 
cpnt- \° n ‘ ^ means that they, as an es- 
p , P ar t of the Citizens’ Defense 
• T 3 ’ mus t) during action, place them- 
-ves under the orders of the local direc- 
I, 0! Civilian Defense, just as their 
< nih^ a ^ UeS * n ■^■ rme£ t Forces must 
ject themselves to responsible au- 


thority. This they can do freely be- 
cause the local medical profession in each 
community has borne the responsibility 
for the organization of the Emergency 
Medical Sendee, and a representative of 
the local profession wall guide and assist 
the director in conducting field operations 
during action. 

Effective protection of the civilian 
population during such periods requires 
the full participation of every physician 
in the area under attack, as well as that 
of large numbers of physicians in related 
areas. The present situation, in which 
we do not know whether, where, or when 
such attacks may occur in this country, 
challenges the entire profession to pre- 
pare itself for any conceivable eventuality, 
Dr. Hyde said. 

It is heartening to learn from the New 
York State Health Preparedness Com- 
mission, continued Dr. Hyde, that there 
are now 2,952 physicians, 4,392 trained 
nurses, and 3,415 auxiliary hospital- 
trained workers, or a total of 10,759 quali- 
fied persons, enrolled in the field casualty 
service in this state, and that there are 
1,080 casualty stations now r desig- 
nated. 

The commission reports also that this 
service is equipped with 1,069 kits of 
surgical instruments and supplies for 
field use, 8,332 stretchers, and — excluding 
New York City, for which all figures are 
not yet available — 5,827 cots, 10,408 
blankets, 792 ambulances, and 2,976 other 
vehicles. We can say, then, that in New 
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presented these advances in a practical manner 
so that they may be used effectively and with 
understanding of the principles on which thev 
rest. 

Since the last edition was published in 1935, 
much has been learned about hormones and vita- 
mins with their chemical and physical and vital 
reactions. This more or less recent knowledge 
has been clearly set forth in a chapter on the 
subject, and it is presented to the reader in a 
form that can be easily used in the treatment of 
gynecologic disorders. 

Much of the text has been rearranged and re- 
vised. New additions have been made and many 
new illustrations have been added. In this edi- 
tion of an old and standard gynecologic text- 
book, the authors have given us a book In which 
the latest thought is set forth in regard to eti- 
ology, physiology, pathology, and treatment of 
gynecologic disease. 

This new edition excels those of previous 
years, and it is a high standard textbook for 
student and practitioner. 

Wii. Sidney Smith 

William Henry Welch and the Heroic Age of 
American Medicine. By Simon Flexner and 
James T. Flexner. Octavo of 539 pages. New 
York, The Viking Press, 1941. Cloth, S3.75. 

The present volume is one that will be eagerly 
read by most doctors since it presents the story 
of one of the most important figures in the histoiy 
of American medicine. William H. Welch. The 
career of Welch is also the story of the first 
pathology laboratory, the beginning of the Johns 
Hopkins Hospital, and the establishment of the 
first Institute of the History of Medicine at 
Johns Hopkins University School of Medicine. 
On the whole the present volume is a satisfactory 
biography and is recommended to the medical 
reader. 

George Rosen 


Pre-eclamptic and Eclamptic Toxemia of Preg- 
nancy. By Lewis Dexter, M.D., and Soma 
Weiss, M.D. Octavo of 415 pages, illustrated. 
Boston, Little, Brown & Company, 1941. Cloth, 
55.00. 

This monograph discusses in detail the per- 
plexing subject of toxemia of pregnancy. 
Strangely enough, it comes from the Department 
of Medicine at Harvard and not from the Departs 
ment of Obstetrics. Soma Weiss, reviewing his 
experience as a medical consultant to the 
Obstetrical Service of the Boston City Hospital, 
has made a valuable contribution from the 
“Thorndike.” 

The authors believe that the evidence at 
present points to the placenta as the intra-uterine 
factor responsible. The mechanism is not 
known in detail, but a chemical (hormonal) 
mechanism is suspected. 

All the possibilities of treatment are discussed 
— a few in detail. Here the authors are not on 
such firm ground, and one need not believe all 
that has been set down; yet this is a book of the 
utmost importance and quite the best book on 
this subject which has yet been written. The 
text is extraordinarily clear and simple, and 
obstetricians will admit that this thoughtful 
study by physicians interested in cardiovascular 
and renal disease is a distinct contribution. No 
one should fail to read it, 

Charles A. Goroon 


The Treatment of Bums. By A. B. Wallace, 
M.B. (Oxford War Manuals.) I6mo of 113 
pages, illustrated. New York, Oxford Univer- 
sity Press, 1941. Cloth, 51.50. 

This is the second of a proposed Oxford War 
Manuals of 1941. The first dealt with the 
Early Treatment of Wounds. A third will treat 
of Wartime Psychiatry. They appear in con- 
venient pocket size, with a stiff cover and an 
adequate index. 

In this book an attempt has been made to 
formulate an easily adaptable method to treat 
the various types of burns found in wartime in the 
civilian and military population. Shook and the 
toxemias of burns are fully considered, with the 
indications for appropriate treatment and the 
resulting improvement in mortality and mor- 
bidity. The limitations of the so-called “tanning 
treatment” are explained as are the methods of 
preventing the deformities that may follow the 
“major” burns. Reference to the use of certain 
products familiar to the English, such as eusol 
and albucid paste, may be a little confusing to 
the American doctor, but the context or the index 
offer a ready explanation. If other volumes are 
equally descriptive and instructive, the 
should be made generally available. 

Joseph Raphael 


set 


School Health Services. A Study of the Pro- 
grams Developed by the Health Department in 
Six Tennessee Counties. By W. Frank Walker, 
Dr. P.H., and Carolina R. Randolph. Octavo 
of 172 pages. New York, The Commonwealth 
Fund, 1941. Cloth, S1.50. t , 

This book is devoted to a study of school 
health services analyzed from the point of view 
of administrative and technical practice and of 
the results obtained. The material used as a 
basis for the investigation was the school health 
department records of some 55,000 children in 
six representative counties of the state of Tennes- 
see during the years 1930 to 1935. The unifoim- 
ity in both procedure and recording used by this 
state in its school health work provided a suitable 
opportunity for this type of analysis. 

The purpose underlying the study was to de- 
termine the effectiveness of the school healtn 
services so that suggestions for modification and 
improvement might be formulated, lo this 
end the authors have subjected the large statis- 
tical data assembled to a remarkably well- 
directed analysis. The “longitudinal and cross- 
section views of child health” provide nee e 
enlightenment on several aspects of a mucii dis- 
puted subject. On the Endings the author* 
present, their deductions seem logical and shomo 
have a definite bearing on future planning in tne 
field of school health service. Important empha- 
sis is placed on the development df children tree 
from defects at the time of their school entry by 

gSS’&Tff "£ i» 

Funcl has again contributed to the furtherance of 
fundamentals for the health program of the iu 

ture ‘ Joseph C. Reoan 
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Terry M. Townsend, M.D. 


Dr. Terry Monroe Townsend died 
May 16, 1942, after a short illness of 
pneumonia, in the West Side Hospital 
and Dispensary in New York City of 
which he was a former president. 

Active until shortly before his decease 
in his sixty-sixth year, he suddenly col- 
lapsed on May 14 after attending a 
meeting of the Committee on Grievances 
of the New York State Department of 
Education. Bom November 2, 1876, at 
Jeffersonville, Indiana, of Elam Barsley 
Townsend and Eliza Rebecca Townsend 
(nee Terry) he was graduated from the 
University of Louisville, 1894, and took 
his medical degree in March, 1897. He 
practiced in Jeffersonville from 1897 to 
1898. He then became a hospital steward 
hi the Spanish-American War, serving 
until the end of that year. He moved to 
New York City in 1899, where he prac- 
ticed urology until the time of his death. 

He was a founder of the American 
Urological Association and was its treas- 
urer for three years. Later, in 1911, he 
became president of the New York 
Urological Society. In 1930, he was 


president of the New York Medico-Sur- 
gical Society, and in 1933 was elected 
president of the Medical Society of the 
County of New York. 

He was president of the First District 
Branch of the Medical Society of the 
State of New York in 1936; trustee of the 
New York Physicians' Mutual Aid Asso- 
ciation, 1927-1937; trustee of the Medical 
Society of the County of New York, 1934- 
1938; and became president of the Medi- 
cal Society of the State of New York in 
1939. His life was one of distinguished 
service to the medical profession. 

A fellow of the American College of 
Surgeons and diplomate of the American 
Board of Urology, he was also a lover of 
the outdoors, devoting wbat time he 
could to hunting, fishing, and boating. 
His demise will be regretted by all who 
knew him in whatever capacity. Good 
friend and physician, a good fighter for 
the advancement of the interests of the 
medical profession, he has earned his rest. 

Home is the sailor, home from the sea, 

And the hunter home from the hill. 


More Sweeping Changes 


What is there about the practice of 
medicine that attracts the omniscience of 
the journalistic field marshals, the hair- 
Wgger fire of the editorial emancipators, 
the fury for federalization of the reportor- 
ml pencil pushers? There must be some- 
thing. 


It appears that physicians, who only 
"°rk at the practice of medicine, are 
apparently too close to it, in the opinion 
u Journalists, to know much about it. 

he same lack of perspective, the Journal- 
tsts seem to feel, influences the county, 
s ate, and national medical societies, 
hese societies are largely made up of 
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practicing physicians, which seems to be 
their chief fault. 

On September 8, 1941, the New York 
Times prescribed expertly for American 

medicine 1 It called for “a sweeping 

change in the pattern of medical prac- 
tice,” along with a number of other pro- 
posals in a type of Rx which is known to 
the trade as a “shotgun prescription.” 
Now, on April 22, 1941, P.M., an enter- 
prising five-cent local paper, carried an 
article by Albert Deutsch, captioned 
“Medical Care,” with the subhead 
“Sweeping Changes Required to Meet 
Wartime Needs.” Apparently, many of 
our local editorial writers and feature 
scribes have been conditioned at some 
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York State there is now an effective field 
casualty service ready and equipped to 
go into operation. There remains only the 
need for perfecting it through repeated 
drills and exercises. 

The War Emergency Act, effective in 


this state since the first of May, affords 
much needed assistance in forwarding 
the work of those who have toiled day 
and night to perfect the organization and 
effective training of the civilian protec- 
tion service. 


Now for Action 


Possibly the most significant single 
action taken by the House of Delegates 
at the 136th Annual Meeting of the 
Medical Society of the State of New York 
was its unequivocal sponsorship of three 
organizations providing nonprofit medical 
expense indemnity insurance in this 
state. 

By an overwhelming vote it was re- 
solved “that the Medical Society of the 
State of New York now officially ap- 
prove, sponsor, and support in every 
manner possible the three corporations 
which have conformed to the principles 
prescribed by organized medicine for the 
protection of the interests of both the 
public and the profession in the organiza- 
tion and operation of medical insurance, 
namely, The Western New York Medical 
Plan, Inc., of Buffalo; the Medical and 
Surgical Care, Inc., of Utica; and the 
Medical Expense Fund of New York, 
Inc., of Brooklyn .... and that notice of 
this action of the House of Delegates be 
given to all county medical societies of the 
State of New York, and that each one be 
urged to cooperate in every practical 
manner toward the accomplishment of 
the successful operation of voluntary 
nonprofit cash indemnity insurance by 
these organizations, in order that a sys- 
tem of medical insurance under adminis- 
trative control of the medical profession 
shall be developed and maintained.” 

Speaking at the Conference on Medical 
Service Plans in Chicago, on February 
14, Mr. J. D. Laux, of the Michigan Medi- 


cal Service, brought out the fact that there 
were in the United States thirty-three 
voluntary, nonprofit medical service plans 
operating in nine states, with a total 
enrollment in excess of 750,000 sub- 
scribers, and that in thirteen other states 
programs were well organized for the 
inauguration of medical service plans. 
This is surely a good beginning based on 
sound planning, careful financing, and 
the necessarily slow collection of sufficient 
actuarial data which, for medical expense 
prepayment insurance, did not exist until 
recently. Cumulative experience, how- 
ever, now seems to justify a more rapid 
expansion of this type of medical service, 
at least in the State of New York, in the 
opinion of the representatives of the 
medical profession. 

However, for all that whole-hearted 
support of the organized profession can 
mean to the furtherance of this kind of 
nonprofit medical service, a great deal 
remains for each individual physician 
to do. People must be informed that 
such prepaid medical service by these 
three voluntary nonprofit corporations 
is available, that each individual phy- 
sician is a potential professional member 
of one of the corporations, and that the 
medical profession itself stands squarely 
behind them to assure the continuity and 
the quality of the medical service to be 
rendered the subscribers. 

Contact your regional plan, if you have 
not already done so, then get behind an 
push. 



SCHIZOPHRENIC BRAIN METABOLISM IN THE COURSE OF 
INSULIN SHOCK TREATMENT* 

With. Special Reference to Blood CO« and the Tendency to Convulsions 
Joseph Wortis, M.D., and Walter Goldfarb, M.D., Netv York City 


G LUCOSE is the chief fuel of the brain. In 
1932 Gerard and Schachter 1 demon- 
strated that a fall in blood sugar causes a fall in 
the glucose uptake of the brain. Datnashek 
and Afyerson- later demonstrated that brain 
metabolism is diminished when the brain is de- 
prived of its main foodstuff during insulin hy- 
poglycemia. This observation was confirmed 
and elaborated by the studies of Himwich, 
Bowman, Wortis, and Fazekas 3 on patients 
undergoing insulin shock treatment. The 
present communication presents the data of a 
large number of further observations on schizo- 
phrenic brain metabolism before and after a 
course of insulin treatment, as well as during 
msulin coma, with a discussion of some special 
questions that have arisen with regard to their 
significance. 


Method 

The metabolism of the brain was studied in 
45 young male schizophrenic subjects before 
treatment with insulin, f during deep insulin 
coma (three and one-half to four and one-half 
hours after the insulin injection), and again 
after a series of thirty or more shocks. Simul- 
taneous blood samples were taken from the 
brachial or femoral artery and from the inter- 
nal jugular vein (Myerson, Halloran, and 
ffirsch 4 ), and analyzed for glucose (Hagedorn 
and Jensen 5 ), and oxygen and carbon dioxide 
(van Slyke and Neill 6 ). The peripheral circu- 
lation time was estimated by the sodium cy- 
anide method of Robb and Weiss. 7 A number 
°t observations were also made on the same 
Patients on days in which no treatment was 

administered. 


Results 


The observations on blood oxygen are pre- 
sented in Fig. i. There are no significant 
differences between normal and schizophrenic 
subjects so far as the oxygen content of the 
jjjk rial an d the internal jugular blood samples 


ip,! u,™ If 1 * *-*wisioa of Psychiatry, Bellerue Hospital. 
P t. e Department of Psychiatry, New York University 
^ e S e of Mc<licine, New York City, 
a*** ky a grant from the Havelock EUis Fund for 
jchiatnc Research. 

iJ.r^, 3CkmlwI * J * e with thanks a gift of crystallise 
UuUa fto “> Hi Lilly and Company 


are concerned. It may be seen, however, that 
during msulin coma there is a marked reduc- 
tion of the arteriovenous 0 2 difference. Al- 
though there is a slight fall of the arterial 
oxygen content during coma, this reduced 
arteriovenous O 2 difference is principally due 
to a higher concentration of oxygen in the in- 
ternal jugular vein during coma. The periph- 
eral circulation time showed no significant 
change. After a course of thirty or more 
msulin treatments, the oxygen content of the 
arterial and internal jugular blood and the 
arteriovenous 0> difference were found to be 
within normal limits. 

Observations on the CO 2 content of the 
blood are presented in Fig. 2. It may be seen 
that approximately 75 per cent of the CCL 
values in the untreated schizophrenic patients 
are within normal limits, and the remaining 
values are much lower than normal. During 
coma there is a significant increase of the 
arterial CO 2 content. After a course of thirty 
or more shocks, the CO< content of the arterial 
and internal jugular blood was found to be 
within normal limits. 

The course of the arterial C0 2 content dur- 
ing insulin hypoglycemia, both with and with- 
out convulsive seizures, is presented in Fig. 3. 
These curves are based on determinations made 
on several patients. It may be seen that the 
CO 2 content rises significantly shortly after 
the insulin injection, and in the absence of a 
seizure remains at a high level until the coma 
is terminated with glucose. In the cases that 
develop convulsive seizures, the CO 2 content 
was found to rise markedly immediately pre- 
ceding the seizure. As the seizure subsides 
there is a period of hyperpnea which results in 
a marked fall of the C0 2 content. 

A summary of the data is presented in Table 
1. In 11 cases in which glucose determina- 
tions were made after a course of treatment 
with insulin, there was a diminution of glucose 
uptake (from 11 to 6 mg. per hundred cc.) but 
statistical analysis reveals that the change is 
of questionable significance. 

Discussion 

Estimation of Brain Metabolism from Ar- 
teriovenous Differences . — In order to estimate 
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time in their lives by employment, per- 
haps as broom salesmen, judging from 
the repetitious pattern of their proposals, 
or have been subjects for “occupational 
therapy” as broommakers. This occupa- 
tion passes the time, we are informed, as 
well as any other — pleasantly, and it 
does not require an inordinately high 
I.Q. However, we digress. 

“The top kicks of organized medicine 
[physicians to you] 1 are waging a des- 
perate fight to retain the medical status 
quo, war or no war,” says P.M. Why 
not, we ask? We have been through 
wars before, field marshals; they come 
and they go; when you are older and less 
excitable, you will know that, too. But 
don’t forget, field marshals, that our 
usual responsibilities continue unabated, 
wars or no wars. True, wars accentuate 
them, increase them, but they do not 
alter them. We have only our experience 
to guide us of course, but, such as it is, 
it will have to serve. The medical status 
quo is very simple; it consists in main- 
taining the highest quality of medical 
service to the public of which the pro- 
fession is capable. A little more difficult 
under war conditions, naturally, but the 
same old status quo, field marshals. 
Remember that when you write: “The 
answer is obvious .... Medical care as 
presently organized is not geared to emer- 
gency needs.” Do you really believe, 
field marshals of the press, that the Presi- 
dent’s proposal “that sickness and dis- 
ability benefits for workers be added to 
the federal social security system” is the 
obvious answer? If physicians thought 

1 Our Note. The war is definitely altering the journal- 
istic attitude toward everything. — Ed. 


so, why should they oppose it, field 
marshals? Do you think that federal 
supervision and subsidy of the press 
would aid in gearing journalism, as pres- 
ently organized to meet emergency 
needs? We should not presume to ad- 
vocate it, even if you thought so, because 
our business is the practice of medicine, 
the practical business of providing the 
best medical service of which the profes- 
sion is capable. It takes all of our time. 

“Tens of thousands of doctors," says 
P.M., “are leaving civil practice to enter 
military service. The call has gone out 
for 50,000 more trained nurses for our 
armed forces.” That is true. The loss to 
civilian practice of so many physicians 
and nurses is a serious matter. There 
never are a great number of either in the 
general population who are trained and 
able to produce the kind of medical serv- 
ice on which the profession, obstinately, 
if you will, insists. 

In the opinion of organized medicine, 
field marshals of the press, these physi- 
cians and nurses are the only qualified 
personnel able to provide safe, competent 
medical service to the public. With all 
due respect to other opinion, is it reason- 
able or not that these physicians should 
be permitted to carry on in the way which 
they have found to work practically and 
safely in the public interest? Or shall the 
admitted difficulties of the proper per- 
formance of their work under war con- 
ditions be increased by submitting the 
sound and tested structure of their organi- 
zation to the vagaries of untried, theo- 
retically attractive but unproved, politi- 
cal management? You answer that one, 
field marshals. To us, it seems obvious. 


Registration of Diathermy Apparatus Ordered by Federal 
Communications Commission 

All possessors of apparatus designed, constructed, or used for generating radio 
frequency energy for therapeutic purposes, described generally as diathermy 
apparatus, must register each such device with the Federal Communicate 
Commission in Washington, D. C., by June 8, under Order No. 96 promu! 0 ate 

by the commission on May 18.— See J. AM. A. 119: 854 ~S) 194~- 
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Fig. 2. Carbon dioxide content of the blood in normal and in schizophrenic subjects. 


vertebral veins, and since the diameter of these 
veins remains nearly constant, changes of the 
linear rate of internal jugular blood flow can be 
regarded as a reasonably safe measure of 
changes in volume and rate of flow through 
the brain, regardless of the many diverse in- 
fluences to which this rate of flow may be ex- 
posed. 

Thus, in actual practice, internal jugular 
blood flow and arteriovenous differences should 
suflice to give a fairly clear picture of the 
ox ygen uptake of the brain. The slower or 
unchanged peripheral circulation rate, and the 
demonstrably unchanged or slower jugular 
ood flow, together with the markedly di- 
minished oxygen uptake, support the conclu- 
51011 that brain metabolism is markedly di- 
minished in insulin coma. Diminution of the 
arteriovenous differences to less than half the 
nor [ !la ^ value could be explained by a change 
0 blood flow alone only if the rate of flow 
were doubled. There is no reason to assume 
n‘ J extraordinary an increase in brain blood 
°" during insulin coma, and all available 
evidence .is against it. 

ie Diminished Brain Metabolism of Insulin 
emu Y, 7 e have seldom found an arterio- 
renous oxygen difference exceeding 5 volumes 
v i" cc. during insulin coma, and a 

a ue below 5 volumes per hundred cc. was 


seldom observed after arousal. This value of 
5 volumes per hundred cc. would thus seem to 
mark a critical level between coma and arousal. 

The correlation between arterial blood sugar 
and the brain uptake of oxygen is made clear 
in Fig. 4. It should be emphasized, however, 
that this correlation applies only to the groups 
of cases studied in this and one previous 
report. 12 In certain other conditions, such as 
irreversible coma, the oxygen uptake of the 
brain remains low. in spite of abnormally high 
blood sugar levels. 13 The correlation between 
oxygen uptake and blood sugar is much closer 
than that between glucose uptake and blood 
sugar, presumably because the brain tissue 
carries reserves of carbohydrate but not of 
oxygen. For possibly the same reason there 
is no intimate correlation between the oxygen 
and the glucose uptake of the brain, though 
the average glucose uptake in insulin coma 
amounts to about half the resting value. 

Blood CCh and the Tendency to Seizures . — It 
will be noted that the uncompensated rise in 
arterial CO; occurs very early in the course of 
hypoglycemia, generally at least two hours 
before the development of conm, and long 
before the flushing, perspiration, twitchings, 
and dystonic movements characteristic of deep 
hypoglycemic shock appear. This apparent 
depression of the function of the medullary 
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Fig 1. Oxygen content of the blood in normal and schizophrenic subjects. Data on normal subjects 
from the report of Williams and Lennox are indicated by circles. 


the uptake or release by the brain of any blood 
constituent, it is necessary to determine not 
only the arterial and venous concentrations of 
that constituent, but also the rate of flow of a 
given volume of blood through the brain. The 
oxygen uptake, for example, thus becomes de- 
pendent on the three factors of arteriovenous 
difference, linear rate of flow, and total di- 
ameter of the blood vessels entering or leaving 
the brain, and should be expressed in units of 
gas volume per unit of time for the brain as a 
whole. Since the amount of brain tissue in- 
volved varies from case to case, this uptake 
per unit of time must also be correlated to the 
total weight of the brain before any conclu- 
sions regarding the metabolic activity of the 
brain tissue can be reached. Such accuracy 
is only possible in perfusion experiments in 
which rate and volume of flow can be regu- 
lated, and where the total weight of the brain 
can be determined. Under the experimental 
conditions in which our own observations were 
made, we would be entitled to conclude that 
brain metabolism is markedly diminished 
during insulin coma only if the other variable 
factors remained reasonably uniform. 

Since patients from the same groups were 


used as controls, brain weight can be assumed 
to be a constant. What data are available to 
indicate changes in the two remaining factors, 
blood flow and diameter of the afferent or 
efferent vessels? According to Loman and 
Myerson, 8 blood flow through the internal 
jugular vein is unchanged or slightly dimin- 
ished during insulin hypoglycemia. Leibel 
and Hall 8 in animal experiments found no 
change in cerebral blood flow during hypogly- 
cemia unless convulsions occurred. In collabo- 
ration with Drs. Himwich, Daly, Bowman, 
and Fazekas, 10 we have made simultaneous 
observations of blood flow and arteriovenous 
O2 difference in patients during insulin hypo- 
glycemia. The arteriovenous O2 difference 
invariably fell, while the blood flow showed a 
tendency to progressive slowing during coma. 
Since cerebral blood flow is mainly dependent 
on systemic blood pressure (Forbes and 
Cobb 11 ), these observations accord with what 
is known to be the typical effect of insulin 
shock on blood pressure, which generally shows 
lower diastolic and higher systolic values dur- 
ing coma. . , 

Since, furthermore, all blood leaving t 
brain must pass through the internal j ugular or 
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Fig. 2. Carbon dioxide content of the blood in normal and in schizophrenic subjects. 


• Qtebral veins, and since the diameter of these 
tans remains nearly constant, changes of the 
nnear rate of internal j ngular blood Sow can be 
regarded as 3 reasonably safe measure of 
( ~ an = e s_ in volume and rate of flow through 
me brain, regardless of the many diverse in- 
~nenees to which this rate of flow mav be ex- 
posed. 

Thus, in actual practice, internal jugular 
-ocd flow and arterio venous differences should 
-■niiee to give a fairly clear picture of the 
osygen uptake of the brain. The slower or 
unchanged peripheral circulation rate, and the 
snonstrably unchanged or slower jugular 
-tod fl 0Wj together with the markedly di- 
oxygen uptake, support the conclu- 
®"? a _ that brain metabolism is markedly di- 
uunhhed in insulin coma. D imin ution of the 
•uteriovenous differences to less than half the 
value could be explained by 3 change 
w blood flow alone only if the rate of flow 
"tre doubled. There is no reason to assume 
a er traordinary an increase in brain blood 
during insulin coma, and all available 
whence is against it. 

C e ^ !7tlTt ‘--bed Brain Metabolism of Insulin 
VTe have seldom found an arterio- 
^uous oxygen difference exceeding 5 volumes 
tumdred cc. during incuHn coma, and a 
e udow ‘ per hundred cc. was 


seldom observed after arousal. This value of 
5 volumes per hundred cc. would thus seem to 
mark a critical level between conm and arousal. 

The correlation between arterial blood sugar 
and the brain uptake of oxygen is made clear 
in Fig. 4. It should be emphasized, however, 
th 3 t this correlation applies only to the groups 
of cases studied in this and one previous 
report. 11 In certain other conditions, such as 
irreversible coma, the oxygen uptake of the 
brain remains low. in spite of abnormally high 
blood sugar levels. 13 The correlation between 
oxygen uptake and blood sugar is much closer 
than that between glucose uptake and blood 
sugar, presumably because the brain tissue 
carries reserves of carbohydrate but not of 
oxygen. For possibly the same reason there 
is no intimate correlation between the oxygen 
and the glucose uptake of the brain, though 
the average glucose uptake in insulin coma 
amounts to about half the resting value. 

Blood COi and the Tendency to Seizures . — It 
will be noted that the uncompensated rise in 
arterial CO; occurs very early in the course of 
hypoglycemia, generally at least two hours 
before the development of coma, and long 
before the flushing, perspiration, twitchings, 
and dystonic movements characteristic of deep 
hypoglycemic shock appear. This apparent 
depression of the function of the medullary 
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Fig. 3. Arterial carbon dioxide content during (a) a single insulin hypoglycemic coma and (b) 
hypoglycemic coma complicated by convulsive seizures. (Based on determinations made on several 
patients.) 


respiratory center occurring early in the hy- 
poglycemia does not accord with the widely 
held belief that the earlier symptoms of hy- 
poglycemia may be attributed merely to cor- 
tical depression (Frostig 14 ). The simultaneous 
occurrence of cortical and medullary depres- 
sion suggests instead that the brain reacts as a 
unit to the hypoglycemia, with new constella- 
tions of symptoms appearing at each successive 
stage of hypoglycemia without reference to 
any anatomically circumscribed localization. 

According to our data, the C0 2 of the blood 
not only rises during insulin coma but shows a 
rise after a course of insulin shock treatment 
as well. But whereas the rise during insulin 
coma is most marked in the arterial blood and 


is associated with a diminished C0 2 exchange, 
the rise after a course of insulin treatment is 
more marked in the blood drawn from the in- 
ternal jugular vein and is associated with a 
normal total brain metabolism. Inasmuch 
as the CO 2 content of internal jugular blood 
probably closely approximates the CO„> con- 
tent of the brain tissue, this change is of par- 
ticular interest and importance. The data 01 
Gibbs, Lennox, and Gibbs, 15 as well as those 
of other workers, show that the CO 2 content 
of internal jugular blood of normal individuals 
fluctuates within fairly narrow limits ranging 
from 51 to 56 volumes per hundred cc. In 
comparison with other groups of cases we have 
studied, the average value of 51.5 per hundred 
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does not apply toallcUnkal’ 'tate'^ 100 t0 a hypergycemic group of clir °nic alcoholic patients. 


ni ; “ m , ou . r schizophrenic subjects is def 
Dafion* ° W ’ i'*" is ec I ua -lecl only in our senil 
atcnlmr ’ ail< excee d e d only in patients in acut 
below 11° mtox30ati °n- 12 It is 1.7 per cen 
Moron 16 Va , ue btund in our normal controls 
unusual^’ ^ distribution of the values i 
of otspo’ U - l i.f 0 ^ ar as i'bere is a large proporfcioi 
sicnifio. 'I'" 1 norma i values and a smaller bu 
vainer an * h ro l )or ti°n with remarkably lov 
dred as f° w as ^0 volumes per hun 

semMoJ nA. f ype °f distribution closely re 
benf s „ffp at f ° Unc l by a al- in pa 

ei nr) i,- e , nng petit mal. It should b< 
ap p ~ ed > however, that there were n, 
and ci; n ; c ° rre * ationa between the C0 2 value: 
iinies s v, n 0a , s ^ a *' es ’ an d that patients some- 
tivelv n Wed ow and norr nal values, respec 

The ro SUCCessive days - 
brain thrn 2 AAA °f the blood leaving the 
little v)r'"r 1 ” le irfforoal jugular vein showed 
the cniri»f 10n as between the wakened and 
from fiw, ®b a te, but the arterial C0 2 rose 
per htm,;/ 6 ! LVely l° w value of 46 volumes 
of 54 v , 61 co ' t° the abnormally high value 
'flthoimh 1 *^ 63 Per - hundred cc. during coma, 
during enrt le ?' e3 P lra tory rate was unchanged 
the volurn p he . res Ph'ations were shallow and 
reduced mu A exc hanged per minute was 
he high arterial C0 2 levels prob- 


ably resulted from this reduced air exchange 
in the lungs. The smaller arteriovenous 
difference of C0 2 is consistent with the lower 
brain metabolism. 

In view of the hypoglycemic patient's tend- 
ency to fits and epileptoid twitchings, it is 
interesting to compare the distribution of C0 2 
values in insulin coma with the significant 
changes observed by Gibbs el al. in epileptic 
subjects. In making this comparison it will 
be found that the arterial C0 2 of the patient 
in insulin coma tends to be even higher than 
that of the epileptic patients subject to grand 
mal seizures. In two of our subjects where 
the specimens were taken immediately (ten 
minutes and one minute, respectively) before 
the onset of typical and severe hypoglycemic 
seizures, the arterial C0 2 was unusually high 
and the oxygen uptake unusually low. The 
values in these cases were 54.7 volumes per 
hundred cc. at ten minutes, and 56.8 volumes 
per hundred cc. at one minute before the sei- 
zure. Arterial blood taken at the onset of the 
clonic phase of a seizure in another patient 
revealed an abnormally high value of 60 vol- 
umes per hundred cc. It would appear that 
these sharp rises in arterial C0 2 occur only a 
few minutes before the seizure. Gibbs et al. 
found that the arterial C0 2 of epileptic pa- 
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TABLK l. — SumiABY of Data on Bbain Metabolism 





Oxygen 


Carbon Dioxide 

Arteriovenous Diff. 



No. 

Vol- per 100 cc. 


Vol. per 100 cc. 

Mg. per 100 cc. 

Circ. Time 


Pa- 






Glucose 

Lactic 

Sec. 

Diagnosis 

tients 

Arterial 

Venous 

Diff. 

Arterial 

Venous 


Acid 


Normals 

23 

19. 2S 

12.68 

6.90 

47,65 

53.20 

9.4 

3.3 

U.9 



(23) * 

(17) 

(17) 

(23) 

(17) 

(16) 

(12) 

(17) 

Schizophrenia 

45 

19.65 

13.32 

6.70 

46.18 

51.46 

10.7 

0.0 

13.1 



(56) 

(30) 

(36) 

(54) 

(30) 

(32) 

(10) 

(31) 

Insulin coma 

21 

19.13 

16.58 

2.88 

51.13 

53.78 

3.6 

6.1 

11.8 



(77) 

(60) 

(60) 

(71) 

(60) 

(43) 

(13) 

(62) 

After 30 insulin shocks 

15 

19.13 

12.13 

0.69 

48.36 

55.41 

5.7 


12.9 



(22) 

(15) 

(15) 

(22) 

(15) 

(ID 


(16) 


* The numbers in parentheses represent the number of observations on which the averages are based. 


tients suffering from grand mal seizures rose 
over a period of several days preceding the 
seizure. Following the seizure there was a 
marked fall of the arterial C0 2 content, and a 
subsequent return to normal levels. The 
authors concluded that the time relations of 
the CO 2 curves and the seizures indicated a 
causal linkage between the rise of the CO 2 and 
the seizures. In the present study we have 
found a similar rise of CO 2 preceding the in- 
sulin hypoglycemic seizure. In these cases, 
however, the time interval is a matter of min- 
utes rather than of several days. 

The increased C0 2 content of both arterial 
and internal jugular blood should normally 
induce a compensatory hyperpnea by stimu- 
lation of the medullary respiratory center. 
The absence of any such adequate compensa- 
tory regulation and the diminution of O 2 con- 
tent of the arterial blood indicate that the re- 
spiratory center shares in the general depression 
of brain function during insulin hypoglycemia 
and coma. A similar depression of the re- 
spiratory center occurs in other forms of nar- 
cosis (Seevers et a/. 16 ), as well as in normal 
sleep (Page 17 ). Cheyne-Stokes breathing is 
not uncommon during insulin hypoglycemia. 
The relation of this depressed respiratory 
function to the development of seizures re- 
quires further elucidation. 

Oxygen Utilization in the Course of Treat- 
ment . — Because of the demonstrable diminu- 
tion of brain metabolism during insulin hypo- 
glycemia, it was tempting to suspect, in the 
early days of the treatment, that after a series 
of insulin shocks there was a compensatory 
stimulation of brain metabolism. It is im- 
portant to emphasize that the sustained effect 
of a long course of treatments may be quite 
different from the immediate effect of a single 
shock, and that even the end effect may be 
different in responsive and unresponsive cases. 
Loman 13 has demonstrated that there is a slow 
revival from the depression of brain function 
immediately after insulin coma, but this would 
not in itself exclude the possibility that the end 


result of treatment might be a stimulation of 
brain metabolism. However, all the data at 
present available indicate that the oxygen up- 
take of the schizophrenic brain is normal to 
start with, and does not need to be stimulated 
to normal values. Earlier work by Damashek 
and Myerson 2 showed normal values for the 
arteriovenous oxygen difference in a group of 
schizophrenic patients, and the present report 
confirms their findings. We have also found 
that the oxygen arteriovenous difference re- 
mained normal — no more and no less after a 
course of thirty or more insulin treatments, so 
that it appears unlikely that the beneficial 
effects of insulin shock can be attributed to a 
merely quantitative stimulation of brain me- 
tabolism. 

There still remains the possibility that there 
are significant quantitative changes of an order 
of magnitude too small for detection by 
method. It is pertinent in this connection to 
report that even in patients with general pare- 
sis, where there can be no doubt of the exist- 
ence of an organic brain lesion, we have no 
found any significant diminution of the total 

brain metabolism. . 

But the most important possibility remain- 
ing is that the changes in brain metabolism 
induced by insulin shock treatment are qua 1 
tative rather than quantitative. The re S 
increase in blood carbon dioxide content 
during insulin hypoglycemia, especially bemre 
a seizure, is an example of a significant quaht 
tive change in brain metabolism, r c 
to our data there is also a rise in the 
tent of internal jugular blood from the 
tively low value of 51.5 volumes pe 
cc. preceding treatment to the relatively 8 
figure of 55.4 volumes per hundred cc. after a 

comse of treatment. We have ako found as 

Loman did-that the glucose uptake > do* 1 
rise to normal values with the oxy=, „ r ,^ 

either after the termination of coma (Woriis 
and Goldfarb 18 ), or after a full course 10 
ment. Since the respiratory Quotient 
close to unity, it would seem that the low & 
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cose uptake is probably due to the oxidation 
of intracellular stores of carbohydrates. But 
further elucidation of these qualitative meta- 
bolic changes in the course of insulin shock 
treatment remains a task for the future. 

Summary and Conclusions 
The metabolism of the schizophrenic brain 
tvas studied before and during insulin hypo- 
glycemic coma as well as before and after a 
series of treatments. The arteriovenous oxy- 
gen difference of the schizophrenic brain did 
not differ from the normal, and no change in 
the average arteriovenous oxygen difference 
was observed in a group of schizophrenic pa- 
tients after a course of thirty or more shock 
treatments. During insulin coma the arterio- 
venous oxygen differences were regularly' 
found to be markedly reduced. The arterial 
CO: content was elevated within one hour 
after the insulin injection, and returned to 
normal within half an hour after glucose ad- 
ministration. In cases which developed sei- 
Hires, the arterial CO2 was found to rise sharply 
preceding the onset of convulsions. During 
or following the postconvulsive period of hy- 
perpnea very low CO2 values were found. 
These results indicate that there is a depression 
of the respiratory center during insulin hypo- 
glycemia which results in a decreased sensitiv- 
>ty to the normal stimulus of blood carbon di- 


oxide. In those patients who showed abnor- 
mally low blood CO« values preceding treat- 
ment, the tendency' of the treatment was to 
restore normal values. 
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premarital examination laws 

Details of operation of the thirty premarital 
rumination laws now in effect in the United 
£»tes, summarized in the J.A.M.A. for March 7 
SL , orge P - Foster, Ph.D., and Howard J. 
fav U, m, ne ?r& Ph-D., Chicago, illustrate, they 
tviV s 8 c , l ® c ’Rries which are in many cases im- 
. 0n uJf 10se w b° cr °ss state lines in order to 
hri. r Phese difficulties arise chiefly from the 
t or / otreci P r °c>ty in the acceptance of (1) labora- 
(or re P°.rts from out-of-state laboratories and 
't", ( c-r*® ‘nation certificates signed by oufc-of- 
Et ate physicians.’’ 


Interstate marriages are common in norma! 
times and are now considerably increased as a 
result of the translocation of many eligible young 
men in the army camps, they explain. The lay- 
man often does not understand that he can best 
secure authentic information about the pro- 
cedure in another state from the health depart- 
ment of that state. The data presented fay the 
two men in their article now make it possible 
for laymen to obtain authentic information from 
the thousands of physicians who receive the 
Journal as well as from health departments. 


P- Th S ‘ ALUMNI DINNER 
dinrmt a r DJ ?, ua * American Medical Association 
oi ani °\ the Alumni of the College of Physi- 
ba h.wi , Surgeons, Columbia University, will 
New r k® D°tel Claridge in Atlantic City, 
at 7-rin ey ’ on Wednesday, June 10, 1942, 
®il! The local committee in charge 

Dr ? oliert B. Durham, ’28, chairman, 

ray .S™ S - Ir vin, >12, and Dr. Clifford K. Mur- 


ALL CLASSIFIED 

Visiting nurse: “How many in your family, 
madam?” 

She (snappily) : “Five — me, the old man, kid, 
cow, and cat.” 

Visiting nurse: “And the condition of your 
family?” 

She: “I’m a Republican, the old mans 
Democrat, the kid’s wet, the cow’s dry, and the 
cat’s a Mormon.” — Medical Record 
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TABLE 1. — Summary of Data on Brain Metabolism 





Oxygen 


Carbon Dioxide 

Arteriovenous Diff. 



No. 

Vol. per 100 cc. 


Vol. per 100 cc. 

Mg. per 

100 cc. 

Circ. Time 


Pa- 






Glucose 

Lactic 

Sec. 

Diagnosis 

tients 

Arterial 

Venous 

Diff. 

Arterial 

Venous 


Acid 


Normals 

23 

19.28 

12.68 

6.90 

47.65 

53.20 

9.4 

3.3 

14.9 



(23) * 

(17) 

(17) 

(231 

(17) 

(16) 

(12) 

(17) 

Schizophrenia 

45 

19.65 

13.32 

6.70 

46.18 

51.46 

10.7 

0.0 

13.4 



(56) 

(36) 

(36) 

(54) 

(36) 

(32) 

(10) 

(31) 

Insulin coma 

21 

19.13 

16.58 

2.88 

51.13 

53.78 

3.6 

6.1 

11.8 



(77) 

(60) 

(60) 

(71) 

(60) 

(43) 

(18) 

(62} 

After 30 insulin shocks 

15 

19.13 

12.13 

6.69 

48.36 

55.41 

5.7 


12.9 



(22) 

(15) 

(15) 

(22) 

(15) 

(ID 


(16) 


* The numbers in parentheses represent the number of observations on which the averages are based. 


tients suffering from grand mal seizures rose 
over a period of several days preceding the 
seizure. Following the seizure there was a 
marked fall of the arterial CO 2 content, and a 
subsequent return to normal levels. The 
authors concluded that the time relations of 
the CO 2 curves and the seizures indicated a 
causal linkage between the rise of the CO 2 and 
the seizures. In the present study we have 
found a similar rise of CO 2 preceding the in- 
sulin hypoglycemic seizure. In these cases, 
however, the time interval is a matter of min- 
utes rather than of several days. 

The increased CO 2 content of both arterial 
and internal jugular blood should normally 
induce a compensatory hyperpnea by stimu- 
lation of the medullary respiratory center. 
The absence of any such adequate compensa- 
tory regulation and the diminution of 0 3 con- 
tent of the arterial blood indicate that the re- 
spiratory center shares in the general depression 
of brain function during insulin hypoglycemia 
and coma. A similar depression of the re- 
spiratory center occurs in other forms of nar- 
cosis (Seevers et at. 16 ), as well as in normal 
sleep (Page 17 )- Cheyne-Stokes breathing is 
not uncommon during insulin hypoglycemia. 
The relation of this depressed respiratory 
function to the development of seizures re- 
quires further elucidation. 

Oxygen Utilization in the Course of Treat- 
ment . — Because of the demonstrable diminu- 
tion of brain metabolism during insulin hypo- 
glycemia, it was tempting to suspect, in the 
early days of the treatment, that after a series 
of ins ulin shocks there was a compensatory 
stimulation of brain metabolism. It is im- 
portant to emphasize that the sustained effect 
of a long course of treatments may be quite 
different from the immediate effect of a single 
shock, and that even the end effect may be 
different in responsive and unresponsive cases. 
Loman 18 has demonstrated that there is a slow 
revival from the depression of brain function 
immediately after insulin coma, but this would 
not in itself exclude the possibility that the end 


result of treatment might be a stimulation of 
brain metabolism. However, all the data at 
present available indicate that the oxygen up- 
take of the schizophrenic brain is normal to 
start with, and does not need to be stimulated 
to normal values. Earlier work by Damashek 
and Myerson 2 showed normal values for the 
arteriovenous oxygen difference in a group of 
schizophrenic patients, and the present report 
confirms their findings. We have also found 
that the oxygen arteriovenous difference re- 
mained normal — no more and no less after a 
course of thirty or more insulin treatments, so 
that it appears unlikely that the beneficia 
effects of insulin shock can be attributed to a 
merely quantitative stimulation of brain me- 
tabolism. 



e significant quantitative cnanges 01 ----- 
magnitude too small for detection by tins 
ethod. It is pertinent in this connection to 
port that even in patients with general pare- 
!, where there can be no doubt of theexis 
.ce of an organic brain lesion, we have no 
und any significant diminution of the tota 

ain metabolism. . 

But the most important possibility remam- 
g is that the changes in brain metabolis 
duced by insulin shock treatment are Q U11 
tive rather than quantitative. The re ° 
crease in blood carbon dioxide content 
iring insulin hypoglycemia, es .P ecia , ^ |j t l . 
seizure, is an example of a ^significant quahta 
re change in brain metabolism, 
our data there is also a rise in the - 
at of internal jugular blood from ^ 
rely low value of 51.5 volumes p 
. preceding treatment to the rea 1 
nre of 55.4 volumes per hundred cc • af to a 
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.man did— that the glucose uptake do 
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mt. Since the respiratory quota t lu _ 
ise to unity, it would seem that the low g 
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day, which is more than substantial for the 
average patient. The great majority of cases 
were maintained comfortably on doses rang- 
ing from 5 to 10 drops three times a day. The 
optimal dose for the individual patient was 
determined by a balance between the level of 
maximum response and that of avoidance of 
annoying reactions from the drug. The obese 
individuals were found to tolerate slightly 
larger amounts than the thin ones. In warm 
weather, it was found necessary' to reduce the 
dose to about half the usual amount, because 
atropine inhibits perspiration and accelerates 
the heart, thereby adding to the circulatory 
strain caused by r the heat. 

The time interval between doses is of signal 
importance in this treatment, since it is de- 
sirable that most of the drug be eliminated 
before the succeeding dose is taken. 15 ’* Hence 
particular care must be taken to stress this 
factor with the patient and definite hours set 
for the medication. A preferred schedule for 
those taking atropine three times a day' is 8 
( U! -i 3 p.m., and 10 p.m. All patients should 
be started with treatment three times a day 
m order to gage their responses and individual 
needs. In the course of time, however, some 
patients may be changed to treatment twice 
a day, particularly if the dryness and blurring 
of vision lead to discomfort or interfere with 
work. After the initial trial period has estab- 
ished tolerance and response to the drug, a 
en patients have found it possible to cany on 
comfortably with treatment once a day, taken 
upon retiring. 

The medicine is inexpensive, a month’s 
supply costing only about 50 cents, hence 
a ropme solutions should be discarded after a 
Month, since some deterioration occurs. The 
patient should also be instructed to discard 
an y mixture that he prepares in which by 
accident he has poured more than the pre- 
senbed number of drops. He should be ad- 
us e one-half to a full glass of water 
or each dose of atropine, and since dryness 
ahva y s accompanies the treatment, 
e objection is met on this score. 

Common and Unusual Reactions* 

Every patient should be prepared to expect 
me degree of dryness of the mouth and blur- 
S of vi sion. For the dryness, various mint 

‘Utttlrc Mm 1 *.?* 8 ? Btates t[l at Palcwka at Tubingen In- 
body JIT , . . atropine is not accumulated in the 

t To H f° ^ ^ e ^ ng eliminated in eight hours, 
been Do nr - Slnce the writin s of paper, there have 
meot propa^u° ra ^ e react * ons UQ der continued-treat- 


candies, chewing gum, and large amounts of 
water have been found helpful, and for the 
cycloplegic blurring some patients wear 
glasses; others make temporary use of a mag- 
nifying glass for close work, but the greater 
number of cases achieve natural visual adapta- 
tion as the tolerance for atropine improves. 

There were but two instances of mild 
bladder inconvenience as a result of the 
moderate-dosage atropine treatment, hence 
a former practice of preparing patients, es- 
pecially males, to anticipate bladder hesitancy 
and straining has been discontinued. 

Nausea and vomiting were found to occur 
during the early stages of treatment in about 
one patient in 10, and because these reactions 
always imply' an idiosyncrasy to the drug, and 
are viewed with some alarm by the patient 
and family', it became a routine practice to 
prepare every patient to expect that, in the 
event of the appearance of such symptoms, 
the medicine would be discontinued for a day 
or two, and resumed with smaller doses and a 
slower rate of increase until better tolerance 
was established. With these precautions, no 
difficulties were encountered on this score. 

Mention is made in the literature, par- 
ticularly by Meulen, 10 of the dangers and 
violent reactions that accompany sudden 
withdrawal of massive doses of atropine. No 
such reactions were noted with moderate- 
dosage atropine, although in a few instances 
patients complained of a return of stiffness 
in the limbs, nervousness, and slight weakness 
upon the sudden discontinuance of treatment, 
but these symptoms found ready' adjustment. 

Other reactions and complaints that reach 
the doctor from time to time in the course of 
treatment are dryness of the skin, dy'sphagia 
due to throat dryness, loss of appetite, flushing 
of the face, sensation of body' warmth, trans- 
ient giddiness, constipation, etc. (see Table 1). 
These symptoms are of temporary' nature, 
never serious, and are managed according to 

TABLE 1. — Types of Reaction with Modebate- 
Dosage Atropine 


Common and Unusual 

No. of 

Percentage 

Reactions 

Cases 

of Cases 

Dryness of mouth 

104 

03 

Blurring of vision 

02 

S2 

Nausea and vomit mg 

12 

11 

Flushing of face 

15 

13 

Giddiness 

7 

6 

Dryness of skin 

5 

5 

Dysphagia 

Bladder hesitancy 

4 

4 

2 

Depression 

2 

2 

Insomnia 

3 

3 

Constipation 

5 

5 

Sensation of warmth 

S 

7 

Somnolence 

1 

1 



SON* S YNDROME AGE ATROP1NE TREATMENT of the parkin- 

A Review of 112 Treated Cases 

NewjL D y OSHAY ’ M - D ’* NCW Y ° fk Cit ^ Theodoke R. Fohd, M.D., East Orange, 

of 25 and 42 years. With the exception off 

in 1925, that Parkinson caseslmve^htoh “ 1 , the Patients had had symptoms of 

tolerance for atronine Not until ‘ S i P ar kmsomsm for more than three years before 
years later was the oSeal annlin K 777 moderate-dosage atropine treatment was 
finding whenT^bS “ t r Started > and in 36 P er cent of the eases the 

therapeutic procedure was evolved^at^he had exjs . t( - d for from eight to twenty 

Hirsau sanatorium Wiirff u i ^ ears * The essential aims of the investigation 

direction o/ ^DrToe^r ‘th S ’/ nder the Wem t0 establish Aether moderate-dosage 
.... +k„ : * , . er '. who made a report atropine treatment can retain the. ad van fares 


,, . — i ci i cuui b 

1090 * m « f l!f. 1Ve ' ( ; 0Sage atro P ine treatment in 
1MU. ' Although the atropine therapy came 
into existence only ten years ago, a wealth of 
literature has accumulated on the subject, 
outstanding in which are the contributions 
of Kleeman, 3 Stemplinger,* Marinesco and 
Paeon, 3 Read, 3 Schaehter/ Meesen, 3 Ehren- 
berg ’ Meulen, 10 Adams and Hays, 11 and 
Hall. - The authors, with few exceptions, 
appraise highly the massive-dosage atropine 
treatment and its results, 13 but make fre- 
quent reference to dangerous and disturbing 
reactions that accompany the treatment. 

In a previous study by one of the present 
writers, 1 devoted to ergographic estimations 
o ngidity, incidental and yet significant no- 
tations were made, in a small group of cases 
treated with massive dosage and moderate 
dosage, that excess atropine was devoid of 
special advantages, and that serious reactions 
accompanied the massive doses, with ensuing 
death of one patient during the summer. It 
seemed desirable to evaluate these observa- 
tions further in a larger group. A moderate- 
dosage atropine routine was followed with 112 
patients for periods ranging from several 
months to four years. Nineteen of these cases 
were seen in private practice, and the rest were 
under study and treatment at the Neurological 
Institute and the Vanderbilt Clinic. With 
the exception of 3, the cases were of the post- 
encephalitic type. The ages ranged from 14 
to 56 years, with 75 per cent between the ages 


atropine treatment can retain the advantages 
of the massive-dosage program, and whether 
it can obviate the disturbing reactions of the 
latter treatment. 


From the Department of Neurology, College of Phyai- 
ciana and Surgeons, Columbia University, and the 
Neurological Institute of New York. 

# * Koemer is widely credited with initiating the mas- 
sive-dosage atropine treatment at his sanatorium, de- < 
Bpite the fact that a report on the treatment by Klee- 
man, one of his assistants, antedated Roemer’s report by 1 
one year. 1 
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, Moderate-Dosage Atropine Regimen 
[ Roemer, 2 in his original program, employed 
increasing doses of V, per cent atropine sulfate 
solution. This was shortly after replaced by 
the Vs per cent solution, because of the ad- 
vantage of its requiring fewer drops per dose, 
and because it simplified the calculation of the 
amount of the drug per dose. Thus, each drop 
of the y 2 per cent solution is equivalent to 
V 2 O 0 grain of atropine, 5 drops to Vjo grain, 
10 drops to V 20 grain, etc. The Vs per cent 
atropine sulfate solution was regularly em- 
ployed in this survey. 

Every patient was provided with mitten 
specific instructions as to the number of drops 
to start with, the amount and frequency of 
increase of the dose, and the desired time in- 
terval between doses. The poor prospect was 
started with 1 drop of atropine solution, the 
average patient with 2 drops, and the robust 
patient with 3 drops, three times daily. The 
patients were regularly advised to use only a 
standardized dropper, measuring one minim 
to each drop of solution. 

The rate of increase varied slightly with 
the patient, depending upon his tolerance and 
special idiosyncrasies. Various methods of 
safe and slow increase in dosage were utilized; 
a practice frequently employed was to increase 
by 1 drop three times a day, at intervals of 
three days, until 6-drop doses were reached, 
thereafter increasing at greater intervals and 
with greater caution, until the level of 10 
drops three times daily was reached. Ten 
drops contain V 20 grain of atropine, and taken 
three times a day total about > /i grain for the 


r/S 


June 1, 1942] 


A TROPWE TREA TMENT— PARKINSONISM 


1063 



Fig. 2a. 


• ustra tive cases in the series of the much- 
■i “ rou P are submitted for inspection 

on ° k ' VOr ^ therapy. Occasionally 

e obtains seemingly remarkable lesults, 
i. c , as 1 ^31 be noted in Cases 2, 5, and 10, 
°ugh these may be but temporary phases. 


Case Repons 

siun^ 6 /' ^ this man, aged 40, and married, 
0 Parkinsonism set in during 1932, with 
ties ,' U1C6< ^ n sjdity of the trunk and extremi- 
eonUf^'^ffi^ty in swallowing, and un- 
la,^ ] 6 laughing spells. He had received 

tiiQnn ° S if h y° scine anf l injections of an un- 
abled su °®t anc e, but became progressively dis- 
asskfe t “ a * ; ,^ e had to be fed, dressed, and 
douhiB i m ® e tt‘ n g about. His body assumed a 
burden °f Ver P° s tnre. Because of the extreme 
l lve 01 caring for him, he was compelled to 
Pme tr»V r0m his famU y for over a year. Atro- 
ami «in- er ! t; was commenced July 10, 1937, 
ficient-f j three weeks he had regained suf- 
lo take reetiom a nd power in his limbs and body 
"ith e J ;are °* his personal needs, to get about 
dinie af 6 ’ aDC ^ travel a great distance to the 
Pos>ih!o? n8 'L- improved condition made it 
or him to rejoin his family (see Figs, la 


and lb).* He has continued to maintain his 
improvement to the present time on 5 to 8 drops 
of atropine, three times a day. 

Case 2 . — A woman, aged 25, single, at the age 
of seven, in 1919, suffered an acute attack of 
encephalitis following influenza. At 14, defi- 
nite Parkinson symptoms appeared, and these 
increased in severity despite treatment with 
hyoscine and tincture of stramonium. Exami- 
nation m March, 1937, showed marked rigidity 
of the neck and extremities, tremors, oculogyric 
crises, a markedly somnolent appearance, with 
drooping lids, a gaping mouth, and drooling of 
saliva by day and night (see Fig. 2a). She 
was placed on moderate-dosage atropine and 
after three weeks there was a marked improve- 
ment in appearance (see Fig. 2b), the drooling 
and gaping of the mouth were entirely controlled, 
speech became freer, and the oculogyria was 
controlled. She regained interest in her per- 
sonal needs, and began to work in a store, wheieas 
prior to the treatment she had led a vegetative 
existence. She was maintained on 8 to 10 
drops of atropine twice a day and, when re- 

* The graphs are copies of originals m a paper by one 
of the authors 11 Permission to use the graphs for this 
paper was granted by the editor of the Journal of the 
Mount Sinai Hospital 


[N. Y. State J. M. 
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Right hand — 
Left hand — 

Right foot — 
Left foot — 

Keck — 

Jau’ — 


<— 5 seconds—* 



-* 710 - * a - Fig. lb. 

Fig. la. Case 1. Before treatment (July 10, 1937). 

Fig, lb. Case 1. After three weeks’ treatment. Remarkable improvement in performance of 
neck, jaw, and left-hand movements. 


the individual requirements and makeup of 
the patients. As a precaution against the 
possible development of glaucoma, all pa- 
tients past 50 years of age were routinely 
checked by an ophthalmologist prior to the 
institution of the atropine therapy. 

Under the moderate-dosage atropine regi- 
men outlined above, no disturbing reactions 
developed among any of the 03 patients 
carried at the Neurological Institute and the 
Vanderbilt Clinic, nor among the 19 cases in 
private practice. Although treatment and 
observation of the patients under investiga- 
tion ranged from several months to four years, 
it can safely be stated that there was not a 
single instance of any reaction among them to 
cause concern or anxiety. 

Many patient s, following the preparatory 
period of close guidance, acquire an almost 
uncanny skill in the regulation of the amount 
of atropine solution best suited to their indi- 
vidual symptoms and tolerance. Nevertheless 
it is requisite that every patient remain under 
at least periodic medical supervision through- 
out the duration of the atropine treatment. 
Results of Moderate-Dosage Atropine 
Treatment 

The results of the moderate-dosage atropine 
therapy appear in summarized form in Table 
2, under the headings “much improved,” 
“slightly improved,” and “unimproved.” 
Such classification seems better suited to 
describe the changes in a chronic progressive 
disease such as postencephalitic parkinsonism, 


with its varying phases and symptoms, its 
stationary periods and relapses, than such 
classifications as “virtual cure,” "sympto- 
matic cure," “remarkably improved,” “much 
improved,” "moderately improved," “slightly 
improved,” and "unimproved,” as employed 
by other writers. Past experience with en- 
thusiastic reports on vaccine therapy, massive- 
dosage atropine therapy, hyperthermia, etc., 
teaches that it is much safer to underesti- 
mate than to overestimate the effects of 
any therapy in this condition. For the 
purposes of this study, the “much improved 
classification will cover cases of so-called 
“symptomatic cure,” "virtual cure,” and the 
markedly improved; the "slightly improved 
classification will include the moderately and 
slightly improved. 

Approximately 26 per cent of the treated 
patients were much improved by the moder- 
ate-dosage atropine technic. "Much un- 
proved,” as employed in Table 2, signifies a 
pronounced change for the better in a pa- 
tient’s appearance, action, spirit, and specia 
disabilities, rvhile under treatment. 


TABLE 2. — Effects of Modehate-Dosaoe Athotise 
TnEATMEHT — 


Type of Result* 
Much improved 
Slightly improved 
Unimproved 


No. of 
Coses 
29 
43 
40 


Percentage 
of Cases 

25.9 

3S.4 

33.7 


* Among the 19 cases in private practice. 4 were much 
iproved, 8 slightly improved, and 9 ummpro e^ 
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Fig. 2a. Fig 2b. 

.Fig. 2a. Case 2. Postencephalitic parkinsonism in a patient 25 years of age. Duration of illness 
eleven years; existence vegetative. Note lethargic facies, gaping mouth, and aged appearance. 

r XG 2b. Case 2. Same patient three weeks later, following moderate-dosage atropine therapy. 
‘ °* e freer, livelier, and more youthful expression. Now working. 


Illustrative cases in the series of the much- 
unproved group are submitted for inspection 
as to the worth of the therapy. Occasionally 
one obtains seemingly remarkable results, 
such as will be noted in Cases 2, 5, and 10, 
hough these may be but temporary phases. 

Case Reports 

Case L In this man, aged 40, and married, 
gns of parkinsonism set in during 1932, with 
ti 0t T lced r *§'dity of the trunk and extremi- 
„ J. ,, ei ? I or > difficulty in swallowing, and un- 
iat r °, Ie laughing spells. He had received 
k n ge doses of kyoscine and injections of an un- 
,°", n su bstance, but became progressively dis- 
... .' ®? that he had to be fed, dressed, and 
d , , e j 111 toting about. His body assumed a 
b u , e d-over posture. Because of the extreme 
live 611 car ' n S f° r him, he was compelled to 
a y , ' a 4 r from his family for over a year. Atro- 
, „ . r .®utiaent was commenced July 10, 1937, 
ficienir i three weeks he had regained suf- 
h> tab ree “ om aQ d power in his limbs and body 
with 6 ° are 0! " hi 3 personal needs, to get about 
clinic e3 f 6 ’ an ^ . trave t a great distance to the 
DOaiH j e ' dlis improved condition made it 
e for him to rejoin his family (see Figs, la 


and lb).* He has continued to maintain his 
improvement to the present time on 5 to 8 drops 
of atropine, three times a day. 

Case 3 . — A woman, aged 25, single, at the age 
of seven, in 1919, suffered an acute attack of 
encephalitis following influenza. At 14, defi- 
nite Parkinson symptoms appeared, and these 
increased in severity despite treatment with 
hyoscine and tincture of stramonium. Exami- 
nation in March, 1937, showed marked rigidity 
of the neck and extremities, tremors, oculogyric 
crises, a markedly somnolent appearance, with 
drooping lids, a gaping mouth, and drooling of 
saliva by day and night (see Fig. 2a). She 
was placed on moderate-dosage atropine and 
after three weeks there was a marked improve- 
ment in appearance (see Fig. 2b), the drooling 
and gaping of the mouth were entirely controlled, 
speech became freer, and the oculogyria was 
controlled. She regained interest in her per- 
sonal needs, and began to work in a store, wheieas 
prior to the treatment she had led a vegetative 
existence. She was maintained on 8 to 10 
drops of atropine twice a day and, when re- 

* The graphs are copies of originals m a paper by one 
of the authors u Permission to use the graphs for this 
paper was granted by the editor of the Journal oj the 
A fount Sinai Hospital 



1062 


DOSHA Y AND FORD 


[N. Y. State J. A 


*— 5 seconds—* 


Right band r ?gjjfimiM ii[|) nn< mu 


Fig. In. 


Left hand — 

+t- U- - -! — 1 ti 

Right hand — 


Right foot — 

Left foot — 

!-'i hJi luJiJ . 

Left hand — 

JJL-UL ! ! . 


‘ 

Right foot — 


Right leg — 

h _ 1 1 * 



Left leg — 

/ 

. L J’ 

Left foot — 

JihMJiJ'AhMjiji j 

Neck — 

8 l LJl h i 

Neck — 

.U ". 'Wrs.L' • 

Jaw — 

- - - ■ — ■ 

Jaw — 

; /I ; | / ; ! 

!/L /i/ ' : 


Fig’ lb a " 0 i' ? eforo treat ™ent (July 10, 1937). FlG ' lb ' 

neck, jaw, and left-hand movements?^ treatment. Remarkable improvement in performance oi 


the individual requirements and makeup of 
the patients. As a precaution against the 
possible development of glaucoma, all na- 
tients past 50 years of age were routinely 
checked by an ophthalmologist prior to the 
institution of the atropine therapy. 

Under the moderate-dosage atropine re"i- 
men outlined above, no disturbing reactions 
developed among any of the 93 patients 
carried a,t the Neurological Institute and the 
Vanderbilt Clinic, nor among the 19 cases in 
private practice. Although treatment and 
observation of the patients under investiga- 
tion ranged from several months to four years 
it can safely be stated that there was not a 
single instance of any reaction among them to 
cause concern or anxiety. 

Many patients, following the preparatory 
period of close guidance, acquire an almost 
uncanny skill in the regulation of the amount 
of atropine solution best suited to their indi- 
vidual symptoms and tolerance. Nevertheless 
it is requisite that every patient remain under 
at least periodic medical supervision through- 
out the duration of the atropine treatment. 

Results of Moderate-Dosage Atropine 
Treatment 

The results of the moderate-dosage atropine 
therapy appear in summarized form in Table 
2, under the headings “much improved,” 
“slightly improved,” and “unimproved.” 
Such classification seems better suited to 
describe the changes in a chronic progressive 
disease such as postencephalitic parkinsonism, 


with its varying phases and symptoms, its 
stationary periods and relapses, than such 
classifications as “virtual cure,” “sympto- 
matic cure,” “remarkably improved,” “much 
improved,” “moderately improved,” “slightly 
improved,” and "unimproved,” as employed 
by other writers. Past experience with en- 
thusiastic reports on vaccine therapy, massive- 
dosage atropine therapy, hyperthermia, etc., 
teaches that it is much safer to underesti- 
mate than to overestimate the effects of 
anj r therapy in this condition. For the 
purposes of this study, the “much improved” 
classification will cover cases of so-called 
“symptomatic cure,” “virtual cure,” and the 
markedly improved; the "slightly improved” 
classification will include the moderately and 
slightly improved. 

Approximately 26 per cent of the treated 
patients were much improved by the moder- 
ate-dosage atropine technic. “Much im- 
proved,” as employed in Table 2 , signifies a 
pronounced change for the better in a pa- 
tient’s appearance, action, spirit, and special 
disabilities, while under treatment. 

TABLE 2. — Effects of Moderate-Dosage Atropine 
Treatment _ 

No. of Percentage 

Type of Result* Cases of Cases 

Much improved 29 25.9 

Slightly improved 43 "8.4 

Unimproved 40 3 d . 7 

Totals 112 100.0 

* Among the 19 cases in private practice, 4 were muc 
improved, 6 slightly improved, and 9 unimproved. 
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Case 33. Gait freer, tremor reduced, sialor- 
rhoea controlled. 

• C ’°!f t 55 -~Fonnerly confined to bed, now walk- 
ing without aid; tone brighter. 

Case -{ft— Rigidity reduced, working for first 
time m four years. 

- D l^tonia of jaw lessened, tone 

bnghter, doing simple work. 

uijff ff-Oculogyria partly controlled, capa- 
ble of better care of home and children. 

Use 55. Sialorrhoea controlled, speech im- 
proved, depression cleared. 

Case 61. Lethargy lessened, bradykinesia 
improved, tone more cheerful. 

less !wor£'^ PaStiCity leSSened ’ SOnUlolence 

Atropine was found in this investigation to 
nng as much symptomatic relief to the 
rarkmson sufferer as any other known treat- 
n • rn addition to the physical improve- 
*nems, the mental stimulation afforded by 
me drug serves to counteract feelings of de- 
pressmn and discouragement which are com- 
effects of an}' long-standing illness. 

. - - P at| ents under moderate-dosage atro- 

betterT m f n W , ere found to P erform generally 
k J." ? r , k ’ wheth er in the calling of a shop- 

DorfeH r a ^° rer ’ ° F artist - The '™ I «™ re- 
FvJn “5 lt easier to care for their homes. 
t om , le fintients with very advanced symp- 

fortiMw no *' i infrequently made more com- 
sneatp G ’ ° Unt ^ P oss 'hle to get about with 
5, till Gase > and "'ere better able to attend 
burdp/ h er£ . on : d needs, thereby lessening the 
pains ir,° n * Emilies. In some patients, 
rieiHU^, niU£ces and joints were relieved as 
, . 3 I'as lessened; posture was improved; 


Ietharm* l ’ »»tiO iiupuvcu, 

sneenlP WaS - eSSened to a considerable degree; 
of Sa ,;.^ S , I ! n P roved through the reduction 
cti ™ and huccolingual rigidity; oculogyric 
cases remar kably controlled in some 
In a dro °hng was completely checked, 
tremnra cases < m ild and moderate 

comhin 5 es P onded favorably to atropine in 
tremnrT n With ^ine, but advanced 
theran, " 6re no .*' found to yield to any known 

and recent?^ “ fare instances - The young 
m ore fo,„ C L, Ses ’ as a Sroup, responded much 
the obt ^ a t ro Pine regimen than 

vanppri - a - n ,- i° n S-standing cases with ad- 
Tiip r , 1Sldlty and contractures. 

2 cover !o Slfication “unimproved” in Table 
to nrnflp r Cases ^at were too far advanced 
marked [ 0ni the treatment— cases with 
mc n t u C0I1 tractures, cases that ceased treafr- 
thatwp fiCaUSe P° or tolerance, and cases 
Two 0 ^, TO ™Phcated by mental disturbances. 
e ‘after required commitment to a 


state hospital. Some of the patients were 
transferred to other types of medication, such 
as iodide injections, hyoscine, vaccine therapy, 
hyperthermia treatment, rabellon and bella- 
bulgara, without achieving material ad- 
vantage. It is of added interest to note that 
15 per cent of the cases listed as “slightly im- 
proved” and “unimproved” were tried on 
massive doses of atropine solution, in the hope 
of achieving further gains. Some in this 
group were advanced to as high as 30 drops 
three times a day without deriving added 
improvement, with the exception of Case 76. 
This man, although responding with increas- 
ing benefit to the higher dosage, developed 
sucli violent reactions on 35 drops, taken 
before retiring, that lie feared to return to 
this medicine, and has since remained on 
small doses of hyoscine. His improvement 
consists in a slightly greater control of oculo- 
gyria with hyoscine than had been possible 
before atropine therapy was started. How- 
ever, the change is so slight that he is classi- 
fied among the unimproved. 

Only in exceptional instances is it necessary 
or desirable to pass beyond 10-drop doses for 
any length of time, and at no time does it 
seem justifiable to pass beyond the 15-drop 
level. It may be considered axiomatic that if 
a patient fails to respond to moderate doses 
of atropine, he will also fail on huge doses, 
and will uselessly be exposed to serious re- 
actions. The solution of such a problem lies 
elsewhere than in dangerous increases of 
atropine. 

Comments on Eifects—Comparisons with 
Other Medication 

The results with moderate-dosage atropine 
appear highly satisfactory as long as the pa- 
tients remain under treatment. The much- 
improved cases totaled 26 per cent, and the 
slightly improved, 38 per cent. These results 
compare favorably with appraisals of the 
results of massive-dosage atropine treatment, 
such as recorded by Hall (40 per cent 
greatly or definitely improved), 16 or the results 
of Stemplinger (42 per cent definitely bene- 
fited and 58 per cent not benefited). J Fur- 
thermore, it is possible that the 26 per cent 
much-improved result obtained with moder- 
ate doses of atropine may actually represent 
no smaller ratio of much-improved cases than 
that in the compared citations, since various 
writers classify cases as greatly or definitely 
improved in a different sense, there being no 
standards to apply to such changes. Never- 
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examined on May 6, 1942, remarkable improve- 
ment was noted. 

Case S . — A man, aged 34, single, reported that 
in 1929 his movements had became slowed, his 
neck and extremities stiff, and his eyes had begun 
to roll upward periodically. The eye condition 
hud become very distressing in the past three 
years, lasting as long as eight hours with each 
paroxysm. Hyoscine, tincture of stramonium, 
and other forms of medication brought no relief, 
and he was in serious danger of losing his em- 
ployment with the police department. Moder- 
ate-dosage atropine treatment was commenced 
in March, 1937, and within two weeks he ob- 
tained moderate relief from his eye symptoms. 
Within another two weeks he reached 10-drop 
doses, and there was complete cessation of the 
oculogyric crises, and a freedom of body he had 
not enjoyed for years, as shown in his spontane- 
ous remark, “Now I can turn my head, and I 
begin to notice all the pretty girls around me.” 
He has remained on 10-drop doses three times a 
day for the past four years, has worked steadily 
with the police department, and has not had a 
recurrence of the troublesome oculogyric spasms. 

Case 8. — In this man, aged 35, and married, 
Parkinson signs appeared in 1932, with rigidity 
of the extremities and a mild tremor of the left 
arm. His condition grew worse under iodide in- 
jections and hyoscine, and in 1935 daily oculogy- 
ric spasms forced him to stop work. Iu April, 
1937, he was started on moderate doses of 
atropine, and within four weeks the oculogyria 
was under complete control, the rigidity at a 
minimum, and his facial fixity had disappeared. 
Within three months the tremor subsided, ex- 
cept for slight traces when under excitement. 
He has continued comfortably on 8-drop doses 
of atropine and cares for his home and children. 
He has made no effort to return to work because 
he claims that his wife holds a much more lucra- 
tive job than it would be possible for him to ob- 
tain. 

Case 10 . — A man, aged 34, single, began to 
suffer in 1934 with increasing rigidity of the ex- 
tremities, tremor in both arms, drooling of saliva, 
gaping of the mouth, and almost daily oculogyric 
crises. Hyoscine reduced the gyric paroxysms 
to twice weekly, but brought little change in his 
other symptoms. He was placed on moderate- 
dosage atropine April 7, 1937, and the clinical 
and graphic rechecks on July 31, 1937, revealed 
remarkable changes. The rigidity and tremors 
had subsided, the drooling was controlled, and 
the oculogyric spells have remained in check 
from the first month of treatment to the present 
day. The patient is cheerful in spirit and bright 
in expression. 

Case SO . — A woman, aged 28, single, had in- 
fluenza at the age of 12, followed by lethargy, di- 
plopia, and narcolepsy. In 1933, oculogyric 
spells appeared three and four times a week, with 
marked trembling of the lids, increasing rigidity 
on the right side, and photophobia. On Decem- 


ber 10, 1937, she was considered an unsuitable 
ease for vaccine therapy because her condition 
had been of too long duration. She was placed 
on hyoscine, and on January 14, 1938, while on 
this drug, she became nauseous and vomited 
projectively, became very weak and dizzy, and 
the oculogyria increased in severity. The hyos- 
cine was stopped. On January 2S, 193S, she 
was started on moderate doses of atropine and 
the eye paroxysms were successfully controlled, 
so that on May 18, 1938, she reported not having 
hud a single attack in two months. She became 
brighter, more cheerful, and was helping her 
mother with housework. In November, 1938, 
she reported a mild oculogyric paroxysm at the 
time of menses. On September 22, 1939, she 
reported not being troubled with the eye spells 
unless she missed her medication, and that these 
were mild in character. She is continuing to 
help her mother at home and is planning to 


marry shortly'. 

Case 26 . — A violinist, aged 35, single, who had 
formerly been in charge of the violin department 
of an institute of music in the Middle West and 
director of a music school in New York, found 
himself increasingly incapacitated in his work 
.from 1933 on. Hyoscine and other forms of 
medication failed to provide sufficient relief 
from advancing rigidity, slowness of movement 
and thinking, and tremor of the right hand. 
The condition became more distressing in the 
early part of 1938, with the onset of blinking o 
the eyes and a fear of facing audiences. His 
violin playing depreciated markedly, and this 
was the more aggravating to him because he was 
planning to be married. He became very 
despondent. He obtained employment wit i 
the WPA and on October 3, 1938, he was placed 
on atropine. A month later, on 8-drop doses, 
satisfactory progress was noted, in that rigidity 
was lessened and brady'kinesia corrected. e 
looked brighter and more cheerful. On Decem- 
ber 27, 1938, he was much improved m body 
and spirit. Oil February 7, 1939, he reporte 
that he could play Ills violin much more free y 
and faster than before. On November 20 1.W, 
he reported that he had made a successful con- 
cert appearance, that lie had left the YiP- 
was working as leader of a band, and tha m 
married and was living happily with his • 
Of particular interest is his statement tha 
had found it possible to reduce the 10-drop ' dos 
of atropine to a minimum through spec P 
grams of physical exercise, and for the pm,t tluee 
months he has been on no medication wl 

The cases classified in Table 2 as “slightly 
improved” were not without definite favorable 
nrosress. as may be noted in the fol S 


Case 31 .-- Gaping mouth corrected, drooling 

stopped, speech clearer. . .. Ips=en ed, 

Case 32 . — Walking easier, spasticity 
tone more cheerful. 
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treated eases as evidence of the efficacy of a 
particular remedy, is to be deplored. It 
would be more helpful if these were qualified 
as to nature and duration of the employment. 
While a few Parkinson patients under treat- 
ment find it possible to retain, or return to, 
their original employment, most of those 
reported as working occupy themselves with 
simple chores, such as gardening or peddling, 
arranged by the benevolence of relatives and 
friends. It is probable that the claims of 
massive-dosage proponents 2,11 ten years ago, 
that 60 to 70 per cent of their treated cases 
were returned to effective work (but have 
never since been heard from), possessed no 
greater substance than the more recent re- 
ports of 60 per cent of cases rendered self- 
supporting through Bulgarian belladonna 
root treatment. 17 

While the results with moderate-dosage 
atropine may appear promising at first glance, 
it must still be understood that these effects 
are temporary. One cannot foretell the 
course of these patients in the future. It is 
mown that if the treatment were interrupted 
or stopped, few lasting benefits would remain. 

must be realized that we are dealing with a 
c °uic inflammatory disease, hence there 
s muld not be too much enthusiasm in report- 
mg results, no matter what type of therapy is 
employed. Hall 12 comments thus: "From 
-to time zealous enthusiasts, carried away 
y the real but temporary improvements so 
th rac ^ eris ^ c °f this chronic disease, deceive 
emselves and raise false hopes in others.” 
Acknowledging these limitations, it may 
evertheless be stated that, in view of present 
yea Inea t opportunities available to these 
romc sufferers, moderate-dosage atropine 
among the best remedies, particularly since 
» re ® disturbing reactions. The fact 
1 s effectiveness in the Parkinson condition 
not only by routine clinical obser- 
a ions, but also by ergographic checks upon 
* ?. 0, . lr eases before and after a period of 
Itn , lca ^ 1011 ; as well as by special clinical tests 
appear in a later paper), which were found 

cedures ^ < ^ ose ^ the ergographic pro- 

omH ° ac ^' on .°f atropine, an autonomic drug, 
n e somatic musculature of the eyes, face, 
c j ® ’ ^nki and extremities, is not entirely 
y r ' wuntz, 2 * in his book, The Autonomic 
wnrl- 0lkS ^ stem ’ claims that he and other 
jj: ® rs “ ave demonstrated the existence of 
m c , antonomie innervation of the skeletal 
0 es ' The experimental work of Lang- 


worthy 26 and others, however, contradicts 
this contention, and attributes the autonomic 
effects upon somatic musculature entirely to 
circulatory changes. Regardless of the man- 
ner of its action, there can be little surprise 
that atropine is of symptomatic help in the 
Parkinson syndrome, since this condition is 
largely a pathologically exaggerated vagotonic 
state, as reflected in the excessive salivation, 
bradykinesia, bradycardia, shallow respira- 
tion, lethargy, pallor of the skin, expression- 
less face, etc. 

The moderate-dosage atropine treatment 
should be tried in every case of postencepha- 
litic parkinsonism, unless contraindications 
such as cerebral arteriosclerosis, hypertension, 
menopausal state, or threatened glaucoma 
exist. The treatment is inexpensive, safe, 
easy to obtain, and simple to administer. 

Hyoscine may be added in cases with 
marked tremor and excitement. Hyoscine, 
which is the same as U. S. P. scopolamine, 24 
was added as a supplement to atropine in 60 
per cent of the cases in this investigation, and 
was found to be helpful and well tolerated in 
35 per cent. In 40 per cent of the 112 cases, 
efforts were made slowly to' discontinue the 
atropine, while at the same time increasing 
the hyoscine. The patients reacted poorly to 
the experiment, complained of returning 
symptoms of stiffness, sluggishness, weakness, 
and dizziness, and either asked for or had to 
be returned to the atropine regimen, with the 
exception of three cases. Psychologic factors 
were carefully considered and discounted. 
Further evidence that hyoscine alone is not 
as effective as atropine is offered in the fact 
that 93 per cent of all the patients under 
study had been on hyoscine before they 
turned to atropine. Hyoscine is apparently 
incapable of reducing the rigidity of skeletal 
muscles and is depressing to the higher centers, 
whereas atropine is stimulating in effect. 
Hall, 12 who probably has had as much ex- 
perience with hyoscine in parkinsonism as any 
of the writers on the subject, makes similar 
comment. While hyoscine is, therefore, a 
good supplementary drug, it cannot success- 
fully replace atropine, except in rare instances, 
in the treatment of postencephalitic Parkinson 
cases. In cases of true paralysis agitans, how- 
ever, hyoscine should be the drug of choice. 

Benzedrine sulfate was found to be of sup- 
plementary value in 5 per cent of the cases, 27 
but was not well tolerated by others, 13 and in 
not a single case was it found effective enough 
to replace the atropine. Physiotherapy, 
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theless, since moderate-dosage atropine af- 
fords marked improvement in symptoms in 
one case out of 4, and slight to moderate 
improvement in another third of the cases, it 
is a treatment of definite value, particularly 
in view of the absence of any serious reactions, 
and the limited therapeutic facilities available 
to tiiese chronic sufferers. 

A number of cases under atropine treat- 
ment, such as Cases 2, 5, 10, and 26, might 
be considered as symptomatic cures, but this 
term is a misnomer in postencephalitic par- 
kinsonism and its use should be discouraged. 
Reports appear in the literature 17 -* of ‘‘vir- 
tual cures” and "symptomatic cures” with 
Bulgarian belladonna root treatment, whereas 
it is known that such improvements almost 
invariably disappear upon the cessation of 
treatment. 18 For example, one would not 
consider a psychoneurotic patient as symp- 
tomatically cured merely because his most 
disturbing symptom — insomnia — was con- 
trolled by the continued use of hypnotics. 

Comparison of the results of the moderate- 
dosage atropine treatment with conservative 
reports of belladonna root therapy similarly 
appear favorable. Thus, Hill, 18 in a carefully 
controlled study, showed that 71 per cent of 
cases treated with Bulgarian belladonna root 
were moderately and only temporarily im- 
proved, and 29 per cent unimproved. These 
compare with our data of 64 per cent so im- 
proved, and 36 per cent unimproved. He 
furthermore makes mention of severe re- 
actions that were encountered among his 
cases treated with Bulgarian belladonna root, 
including delirium, confusion, restlessness, 
and odd behavior during sleep, necessitating 
close attendance upon the patients during 
treatment. He found the Bulgarian bella- 
donna root in no way superior to the English 
belladonna root. Neuwall’s data 19 appear 
slightly more favorable to Bulgarian root 
therapy, with 52 per cent corresponding to 
our much improved cases, and 25 per cent 
slightly to moderately improved; 5 patients 
died in the course of the study, and the re- 
maining 19 per cent were unimproved. Neu- 
wall similarly found the English belladonna 
root as effective as the Bulgarian. Ferrannini" 9 
reported no advantage in the Bulgarian 
product above and beyond those of the Italian 
belladonna root. 

Vollmer, 21 in a study with American bella- 
donna root, found 53 per cent of 26 treated 

* Panegrossi reports almost 100 per cent “virtual cures** 
in early Parkinson cases by means of Bulgarian bella- 
donna root. 


cases improved subjectively and objectively. 
He stated that the American belladonna root 
was j ust as effective as the Bulgarian. Gayle 22 
treated his patients with American belladonna 
root, but for odd reasons called his therapy 
the Bulgarian” treatment. He reported 
that all the symptoms in every patient, upon 
withdrawal of the “Bulgarian” treatment, 
returned to as great a degree as formerly 
present. Neal and Dillenberg 22 found Bul- 
garian belladonna root therapy resulted in 
31 per cent of the cases becoming much im- 
proved, 56 per cent slightly or moderately 
improved, and 13 per cent remaining unim- 
proved, while with the American belladonna 
root only 15 per cent were much improved, 
38 per cent slightly and moderately improved, 
and 47 per cent unimproved, clearly imply- 
ing that the American belladonna root is much 
inferior to the Bulgarian. 

Judged on the basis of these statistical 
results, it would seem that moderate-dosage 
atropine falls somewhere between the Bul- 
garian and the American belladonna root 
therapy in effectiveness for the Parkinson 
syndrome. In our experience, however, the 
moderate-dosage atropine treatment proved 
far superior, since in the course of our program 
more than 30 patients were treated with one 
or the other of the belladonna root prepara- 
tions, and it was found that the toxic effects 
of these products more than offset any gains 
derived, so that without exception the pa- 
tients asked to be returned to atropine, or 
atropine supplemented by hyoscine. More- 
over, since the ingredients of the Bulgarian 
and American belladonna roots consist of 
nothing more than hyoscyamine and traces 
of atropine and hyoscine, and since, according 
to Sollman, 24 the isomer, levorotatorj r hyos- 
cyamine, is not different in its action on die 
central nervous system from racemic atropine, 
and only twice as strong as atropine in its 
peripheral effect, it would seem that no great 
advantages should be expected from the bella- 
donna root preparations, above and beyond 
those of atropine, supplemented by hyoscine 
in indicated cases. Furthermore, since a 
dosage of 10 drops of atropine three times a 
day contains 10 mg. of atropine, this should 
approximate the effects of 10 tablets of the 
belladonna root, containing less than 5 mg. of 
hyoscyamine, which is definitely more than 
the amount of the latter contained in the 
average daily dose of belladonna root. 

The practice of some writers, of offering 
summary employment statistics for their 
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treated eases as evidence of tlie efficacy of a 
particular remedy, is to be deplored. It 
uould be more helpful if these were qualified 
as to nature and duration of the employment. 
While a few Parkinson patients under treat- 
ment find it possible to retain, or return to, 
their original employment, most of those 
reported as working occupy themselves with 
simple chores, such as gardening or peddling, 
arranged by the benevolence of relatives and 
friends. It is probable that the claims of 
massive-dosage proponents 2 * 11 ten years ago, 
that 60 to 70 per cent of their treated cases 
were returned to effective work (but have 
never since been heard from), possessed no 
greater substance than the more recent re- 
ports of 60 per cent of cases rendered self- 
supporting through Bulgarian belladonna 
root treatment. 17 

While the results with moderate-dosage 
atropine may appear promising at first glance, 
it must still be understood that these effects 
are temporary. One cannot foretell the 
course of these patients in the future. It is 
known that if the treatment were interrupted 
or stopped, few lasting benefits would remain. 
It must be realized that we are dealing with a 
chronic inflammatory disease, hence there 
should not be too much enthusiasm in report- 
mg results, no matter what type of therapy is 
employed. Hall 12 comments thus: “From 
hme to time zealous enthusiasts, carried away 
y the real but temporary improvements so 
characteristic of this chronic disease, deceive 
themselves and raise false hopes in others.” 

Acknowledging these limitations, it may 
nevertheless be stated that, in view of present 
reatment opportunities available to these 
c ironic sufferers, moderate-dosage atropine 

among the best remedies, particularly since 
1 « free from disturbing reactions. The fact 
0 its effectiveness in the Parkinson condition 
ls " u PPorted not only by routine clinical obser- 
vations, but also by ergographic checks upon 
of our cases before and after a period of 
dedication, as well as by special clinical tests 
| 0 appear in a later paper), which were found 
0 correlate closely with the ergographic pro- 


ie action of atropine, an autonomic drug, 
n , le so matic musculature of the eyes, face, 
ccs, trunk, and extremities, is not entirely 
ear. Kuntz, 66 in his book, The Autonomic 
circus System, claims that he and other 
’ortcers have demonstrated the existence of 
ect autonomic innervation of the skeletal 
uscles. The experimental work of Lang- 


worthy 26 and others, however, contradicts 
this contention, and attributes the autonomic 
effects upon somatic musculature entirely to 
circulatory changes. Regardless of the man- 
ner of its action, there can be little surprise 
that atropine is of symptomatic help in the 
Parkinson syndrome, since this condition is 
largely a pathologically exaggerated vagotonic 
state, as reflected in the excessive salivation, 
bradj-kinesia, bradycardia, shallow respira- 
tion, lethargy, pallor of the skin, expression- 
less face, etc. 

The moderate-dosage atropine treatment 
should be tried in every case of postencepha- 
litic parkinsonism, unless contraindications 
such as cerebral arteriosclerosis, hypertension, 
menopausal state, or threatened glaucoma 
exist. The treatment is inexpensive, safe, 
easy to obtain, and simple to administer. 

Hyoscine may be added in cases with 
marked tremor and excitement. Hyoscine, 
which is the same as IT. S. P. scopolamine, 21 
was added as a supplement to atropine in 60 
per cent of the cases in this investigation, and 
was found to be helpful and well tolerated in 
35 per cent. In 40 per cent of the 112 eases, 
efforts were made slowly to discontinue the 
atropine, while at the same time increasing 
the hyoscine. The patients reacted poorly to 
the experiment, complained of returning 
symptoms of stiffness, sluggishness, weakness, 
and dizziness, and either asked for or had to 
be returned to the atropine regimen, with the 
exception of three cases. Psychologic factors 
were carefully considered and discounted. 
Further evidence that hyoscine alone is not 
as effective as atropine is offered in the fact 
that 93 per cent of all the patients under 
study had been on hyoscine before they 
turned to atropine. Hyoscine is apparently 
incapable of reducing the rigidity of skeletal 
muscles and is depressing to the higher centers, 
whereas atropine is stimulating in effect. 
Hall, 12 who probably has had as much ex- 
perience with hyoscine in parkinsonism as any 
of the writers on the subject, makes similar 
comment. While hyoscine is, therefore, a 
good supplementary drug, it cannot success- 
fully replace atropine, except in rare instances, 
in the treatment of postencephalitic Parkinson 
cases. In cases of true paralysis agitans, how- 
ever, hyoscine should be the drug of choice. 

Benzedrine sulfate was found to be of sup- 
plementary value in 5 per cent of the cases, 27 
but was not well tolerated by others, 13 and in 
not a single case was it found effective enough 
to replace the atropine. Physiotherapy, 
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particularly passive and active exercise and 
massage, was found very helpful for the 
rigidity, as were high-calorie diets and calcium 
for the tremors. Ephedrine, nembutal, gyn- 
ergen, phenobarbital, dilantin, bromides, 
thyroid, pituitary, and vitamin Eh were tried, 
but not one of them added materially to the 
atropine factor. 

Summary 

The investigation sought to establish to 
what extent moderate-dosage atropine could 
obviate the violent reactions of the massive- 
dosage treatment, and yet retain the thera- 
peutic advantages of the latter. Details of 
the method of administration, the common 
and unusual reactions, and the effects of the 
moderate-dosage atropine treatment are re- 
viewed in a group of 112 Parkinson cases. 
Comparisons are also afforded between the 
results of this treatment and those of massive- 
dosage atropine treatment, as well as those 
obtained with the various preparations of 
belladonna root, hyoscine, etc. 

The findings reveal that moderate-dosage 
atropine treatment is free from disturbing re- 
actions, and its' results compare favorably 
with those of massive-dosage atropine treat- 


Conclusions 

I- _ The original Roemer treatment of 
parkinsonism with massive doses of atropine 
has been found unnecessary, dangerous, and 
of no special advantage. 

2. Moderate-dosage atropine therapy is 
free from disturbing reactions, and its results 
compare favorably with those of massive- 
dosage atropine therapy, as well as those 
obtained with the various belladonna root 
preparations. 

3. The moderate-dosage atropine regimen 
is a most economical, simple, and safe treat- 
ment to undertake, if reasonable precautions 
are taken. 

4. Moderate-dosage atropine treatment 
should be the one of choice for Parkinson 
cases, supplemented by hyoscine in selected 
situations. Only in cases refractory to atro- 
pine should the more expensive, and appar- 
ently more toxic, proprietary belladonna root 
preparations be employed, since they possess 
no ingredients of structure or function above 
and beyond those of atropine and hyoscine. 
The use of massive-dosage atropine therapy is 
hardly justified at any time, in view of the 
violent reactions produced. 


ment and other forms of therapy. 

Clinical observations indicated that 26 per 
cent of the 112 cases of Parkinson’s syndrome 
were much improved, and 38 per cent slightly 
to moderately improved. The clinical im- 
pressions as to the effectiveness of the treat- 
ment were supported in 23 cases by ergo- 
grapliic records taken before and after atro- 
pine treatment, as well as by special clinical 
tests which were found to correlate in preci- 
sion with the ergographic procedures. Atro- 
pine was found particularly helpful in the 
young and recent cases. 

Moderate-dosage atropine is a desirable 
remedy in the armamentarium for the treat- 
ment of postencephalitic parkinsonism. It is 
inexpensive, effective, easy to obtain, safe to 
use, and simple to administer when the routine 
is comprehended. It is also of value as a re- 
placement therapy in chronic encephalitis, 
when patients tire of years of sodium iodide 
injections, hyoscine, vaccine therapy, hyper- 
thermia, etc. It is of greater help in 35 per 
cent of the cases when combined with hyos- 
cine, and in 5 per cent of the cases when 
combined with benzedrine sulfate. Interrupt- 
ing the treatment produces mild withdrawal 
reactions, and stopping the treatment leaves 
few lasting benefits. 
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a comparison of synthetic and natural 

SONISM ID COMPOUNDS !N THE TREATMENT 


BELLADONNA 
OF PARKIN- 


Heemann Vollmer, M.D., New York City 


ATEAL and Dillenberg 1 reported that their 
i results with bellabulgara were far supe- 
nor to those with rabellon” in the treatment of 
chrome encephalitis: “furthermore, the toxic 
effects with rabellon were more frequent, more 
severe, and occurred with a smaller dosage." 

bellabulgara is a tablet containing 0.4 mg. 
f the t ° tal alkaloids extracted by white wine 
from selected roots of Bulgarian belladonna, 
abellon is a synthetic preparation containing 
U-omg.of alkaloids per tablet in the follow- 
a fg***m: hyoscyamine hydrobromide, 
u.-iaU7 rag. ; atropine sulfate, 0.0372 mg - and 
-copolamme hydrobromide, 0.0119 mg. In a 
Publication 2 the theory, pharmaeo- 
hfn! , dev elopment, and clinical results ob- 
aniYx I synthetic preparation were 

t ' Ple * atter are incompatible with 
statements of Neal and Dillenberg. 

nar«i° U ?ai. PreV ! 0US * y:! ra bellon had been com- 
n,. fl i P , , W i 'i and found at least equivalent to 
new n U ganan belladonna root extracts, a 
rahpll 0m P ara * ;ive study of bellabulgara and 
"tom Carried out b y the author. A 
over P Q 0f lo , patienta who had been treated 
with froui three to twenty months 

dnnr, 6 011 w ® re shifted to the natural bella- 
dfesaf;J re i Para , t ' 0n as soon as they appeared 
fonnpr ^ ^ e . therapeutic results of the 

imnm ’ ° r bisappointed because no further 
tienf! ment COuld be achieved. The pa- 
bellahni" ere m l° rr ? ed that they were to take 
is i cW? Ta ' and m three cases vinobel, which 
thesp * mar natural belladonna preparation; 
arp „ 6re P rescr !hed as “new remedies which 
supposed to be more effective than ra belt on 

sidei n- e u WOrth a triaL ” Since the con- 
bavp ug ber price of bellabulgara might 
tion H, T a Psychologic factor, I wish to men- 
huvr-iK ,. mos t °t these patients who had to 
of thp i, e + Qn were furnished with free samples 
to foil,- 11 brugs. After a trial of from one 
honed a. t' n,’ Patents were first ques- 
for eith ° ^bdr impressions and preferences 
<iuentl,. er one .°f the preparations, and subse- 
the ; n , > i:f X ? m ! ne b- It was left entirely up to 
"anted / Ua Patient which preparation he 
T hi ° con tinue. 

Parativp \ contains the results of tills eom- 
g ara st udy. It i s evident that bellabul- 
not prove superior to rabellon. 


Fourteen of the 15 patients preferred rabellon, 
all 15 patients at their own request continued 
treatment with rabellon. There was no indi- 
cation whatsoever that rabellon caused more 
side-effects. None of the patients was ob- 
jectively improved by subsequent therapy 
with bellabulgara; most of them claimed to 
feel worse while taking the natural prepara- 
tion. 

Case 7 was particularly interesting. This 
was a ivoman, 50 years old, with chronic en- 
cephalitis of eight years’ duration, who had 
been treated with bellabulgara since July, 
1940. At first it seemed to help, but later it 
proved ineffective. This patient was first 
seen October 18, 1940, and was at this time 
taking 10 tablets of bellabulgara per day. She 
showed marked bilateral tremor, moderate 
rigidity, retropulsion and propulsion, and 
could not walk one block. She had slight 
dryness of the throat and slightly blurred 'vi- 
sion. She had been unable to write for the 
past two years. A sample of her handwrit- 
ing on October 18, 1940, is shown in Fig. 1. 
The patient was shifted to 9 tablets of rabel- 
lon. Eight days later her condition had defi- 
nitely improved, the side-effects had de- 
creased, she felt better, walked two blocks, 
and wrote considerably better (Fig. 2). On 
November 9, 1940, the dosage was increased 
to 10y 2 tablets of rabellon per day. She felt 
much better, had no side-effects, the rigidity 
had disappeared, the tremor was markedly 
relieved, she easily managed to walk six 
blocks without any propulsion, and her hand- 
writing was practically normal (Fig. 3). 

Discussion 

The discrepancy between the results of Neal 
and Dillenberg and those reported here calls 
for an explanation. It is not merely a practi- 
cal question of the superiority of one prepara- 
tion over another, but a more fundamental 
pharmacologic question. To resort to the 
assumption that natural compounds are fre- 
quently more effective than synthetic prepa- 
rations is not satisfactory. It is true that 
for example, eodliver oil, in some instances, as 
in relation to leg weakness of chickens is more 
effective than irradiated ergosterol. This is 
certainly not merely because eodliver oil is a 
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•TVlCSifr,. OcNSa flJ2j «_U? lO-tf-Nfo 

Fig. 1. Handwriting of chronic encephalitis 
patient after three mouths’ treatment with 10 
tablets of bellabulgara per day. 


In 


** Rsx&ejjUu 


/o-T-*- rrra 


Fig. 2. Handwriting of same patient, eight 
days later, taking at this time 9 tablets of rabellon 
per day. 


a * PosJk 

•D'a-O/l D/i . T/ ertX/TYUi/l , 

^<XA-r% Us<j£ j/rt S,A4\ ftljA uJvttv tKl 
/\ i L ? . t ^ |twrm i^crujx. "t^tAtrruM^ o#- |aa, a/rui 
“F i^. A j£ W*. vw^ 

tiT U-VA OC^yva3>J-a4 £ox J c!iaCU|>* ** yxiOA^X^JUCk 

orrt ^ i ^ V^aJaiAajv<^^V»vC Vn. »v-j . 


Fig. 3. Handwriting of same patient, show- 
ing remarkable improvement twenty-two days 
after change of medication (at this time taking 
10 l A tablets of rabellon per day). 


a pharmacologic fact. However, 'the natural 
and the synthetic preparations have a certain 
similarity and therefore would be expected to 
exert analogous synergisms. If, nevertheless, 
bellabulgara were superior to rabellon, we 
should resume the pharmacologic studies of 
belladonna roots and look for new and as yet 
unknown components. The traces of bella- 
donnine and atropamine which may occasion- 
ally be present in belladonna roots certainly 
do not offer a convincing explanation for a 
superior effect. In fact, I could not confirm 
the results of Neal and Dillenberg. Further- 
more, other investigators of this subject cor- 
roborated my findings in personal communica- 
tions. Eecently, Price and Merritt 3 arrived 
at similar conclusions. 

There are two clues to explain the observa- 
tions of Neal and Dillenberg. First, Dillen- 
berg, in his discussion remarks, which did not 
appear in the publication, indicated that the 
highest dose of rabellon given in the one group 
was 9 tablets per day, as compared with the 
maximum dose of IS tablets of bellabulgara 
administered in the other group of patients. 
He further stated that higher doses of rabellon 
did not further improve and were not toler- 
ated. This is in contrast to my observa- 
tions. A considerable percentage of my 
patients tolerated and needed more than 9 
tablets of rabellon to obtain optimum results. 

A daily dose of about 20 tablets was no excep- 
tion and never caused toxic manifestations. 
Patients in an advanced stage of chronic en- 
cephalitis, as among those treated by Neal 
and Dillenberg, in general need larger doses 
than do mild cases of short duration. Con- 
sequently, doses of not more than 9 tablets of 
rabellon appear insufficient for many cases 
and less adequate than doses of up to IS tab- 
lets of bellabulgara as administered in the 
comparative group of patients. The only con- 
clusion permissible from the comparative 
study of Neal and Dillenberg, therefore, would 
be that bellabulgara in adequate dosage is 
more effective than rabellon in inadequate 


natural compound, but because codliver oil 
contains mainly vitamin D 3 , which is different 
from and more effective in chicken rickets 
than vitamin D 2 . Thus advancing knowledge 
usually replaces mere speculation. 

Therefore, if the observations of Neal and 
Dillenberg were to be confirmed by others, we 
should not necessarily have to explain such 
results on the basis of superiority of natural 
compounds. Pharmacodynamic synergism is 


dosage. 

A second factor has to be taken into con- 
sideration. An analysis of Table 1, and the 
observation in Case 7, would justify the con- 
clusion that rabellon is superior to bellabul- 
gara. I do not wish to commit myself to such 
a statement. Every student of chronic en- 
cephalitis knows to what extent some symp- 
toms of parkinsonism, particularly the dis- 
turbance of initiating movements, can be in- 
fluenced by psychotherapy. Drug therapy 
may veil or be a vehicle of such psychothera 
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TABLE 1. — CosiPABATtvB Results with Rabellon and Bellabuloab a 



Duration 

of 

Degree 

Seventy Rabeilon of 

Subse- 

quent 

Bella- 

bulgara 

Condition Following 
Change of Drug 

Prepara- 

tion 

Preferred 

Case\ge, Disease, 

No. Yra. Yra. Etiology 

of 

Disease 

Dosage, 

Tablets 

Improve- 

ment 

Dosage, 

Tablets 

Subjective 

Objective 

by 

Patient 

1 

42 

5 'h 

encephalitis 

severe 

8 

moderate 

s 

worse 

same, more 
side-effects 
no change 

rabeilon 

n 

23 

5 

encephalitis 

mild 

5 

marked 

6 

better* 

rabeilon 

3 

2S 

12 

encephalitis 

moderate 

9 

moderate 

8 

(vmobel) 

worse 

more tremor, 
muscle pain, 
side-effects 

rabeilon 

4 

46 

3 

encephalitis 

mild 

9 

marked 

IV A 

worse 

same, more 
side-effects 
same, less dry- 
ness 

rabeilon 

5 

52 

1 

encephalitis 

moderate 

4 

marked 

4 

(vmobel) 

15 

(vmobeD 

same 

rabeilon 

6 

43 

4 

encephalitis 

se\ ere 

15 

moderate 

worse 

worse 

rabeilon 

7 

50 

8 

encephalitis 

severe 

10 

(bella- 

bulgara) 

unimproved 9 much better 

(rabeilon) 

improved, 
same side- 
effects 

rabeilon 

8 

32 

7 

encephalitis 

moderate 

6 

marked 

6 

same, more 
aide-effects 

no change 

rabeilon 

9 

42 

15 

encephalitis 

moderate 

10 

slight 

12 

"without 

result 1 * 

no change 

rabeilon 

10 

59 

7 

encephalitis 

severe 

11 

moderate 

12 

same 

no change, 
same side- 
effects 

rabeilon 

a 

32 

o 

encephalitis 

mild 

4>A 

marked 

5 

not better, 
more dry- 
ness 

no change, 
more side- 
effects 

rabeilon 

12 

20 

•4 

encephalitis 


12 

marked 

9 

same 

no change 

rabeilon 

13 

44 

7 

encephalitis 

severe 

12 

moderate 

12 

same, more 
dryness 
better 

no change 

rabeilon 

14 

66 

3 

art en os cl erosis 


4 

slight 

5 

no change 

bellabulgara 

15 

43 

3 

encephalitis 

moderate 

6 

moderate 

7 

not as good 

slightly worse, 
more dryness 

rabeilon 


* Uter repeated change, rabeilon was found to be better. 


peutic influences. It is obvious that the 
efficacy of a drug on chronic encephalitis de- 
pends not only on its real pharmacologic 
effect but also, to a certain extent, on the 
attitude of the physician and the way he pre- 
sents the drug to the patient. As between 
such similar preparations, the one that the 
individual physician believes in, and is more 
interested in, is apt to achieve the better clini- 
cal results. I certainly tried to eliminate 
this psychic factor in the present compara- 
tive study. 

Finally, I believe that it will lead to more 
conclusive results if the symptomatic effects of 
*° Preparations are compared by inter- 
changing these drugs in equivalent or opti- 
mum dosage in the same patients, instead of 
the manner adopted by Neal and Dillen- 
erg. These investigators placed their pa- 
tents in two groups of similar age and sever- 
' u.°^, con< tition; they treated the one group 
v ''t ’ Pellabulgara, the other with rabeilon, 


and compared the results in the groups re- 
spectively. This method of comparison seems 
to involve more possibilities of error. 


Conclusion 

In 15 patients with Parkinson’s syndrome, 
a comparison of natural (bellabulgara) and 
synthetic (rabeilon) belladonna alkaloid com- 
pounds did not reveal any appreciable differ- 
ence in therapeutic value. In some cases, 
rabeilon seemed to be superior 

Contradictory reports of Neal and Dillen- 
berg are ascribed to a difference in dosage of 
the two preparations, and possibly to a psy- 


chologic factor. 


25 Central Park West 
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n p - ve< y mental institution, tuberculosis is : 
tub t ot ' first order. Of the deaths fron 
oee,!. sis m the United States, 5.2 per cen 
ln mental hospitals, while only 15 9 pe 
If n ar ? tuberculosis hospitals. — M. Poliak 
■ el a! , in Amer. Rev. Tub. 


A medical paper advances the theory that 
“man is slightly taller in the morning than he 
is in the evening.” We have never tested this, 
but ue have certainly noticed marked tendency 
to become “short” toward the end of the month. 

— The Mississippi Doctor 


CLINICAL CONSIDERATIONS OF POISONINGS BY SOME OF 
THE CHLORINATED HYDROCARBONS 
Henry Field Smyth, M.D., Dr.P.H, Philadelphia 

TN THIS paper we shall limit our d f® cu ™ Fctvc^ 

1 to the more volatile members of the chlo- especially the saturated compounds, 

rinated hydrocarbon group and to those mos specifically on nervous tissue and more 

usually met with in industrial exposure, definitely on the heart, respiratory tract, and 

noisoning is principally due to inhalation of dernu ^ y „ cnP ^ r ,llv the hver and 

vapors or sprays. For the sake of ^sonable 
brevity, we shall not consider the chlorinated 
naphthalenes or halowax group, which act 
primarily as skin irritants, but which are also 
.. J nmsonings. 


primarily as sum irritants, — 

capable of producing systemic 
The effects of these materials have been fully 
reported by members of the New York State 
Department of Labor and the Harvard group. 

Of the group to be considered here, the most 
important, from the standpoint ot «ct»t , ot 
use is carbon tetrachloride or tetrachlor- 

methane. Among the saturated compounds 

we must also consider methyl chloride consiuerawt^ — r--- 

ethyl chloride (CTLCl), chloroform (CHCh) th« paction, chlorinated hydrocarbon s 

or trichlormethane (which is of more interest a J conti nued removal from ta 

fCChCHCL), the last two being decidedly , , ^ with these materials, P rc ; , 

- ti rrrmin. We also 


definite y on tne ueuu., iooj - , 

gSuI.r organs, especially tie ta- 
kidneys, and at times the pancreas and adre- 
nals. y Continuing exposures prodiice cardia 
muscle depression and degeneration of inter 
naTorgtms. The unsaturated compound 
nroduce less of these organ degenerations an 
Sore of Se specific nerye tissue changes 
characteristic of the effects of the unhalo- 

genated compounds. . , 

In high concentrations, almost all ol tne 

asp.lSSffsSrs 


or respiratory defects, or 8 exposures, 
kidneys, be exc ude lft« a J, ha . 


Do oFtbaTentire group We also 
at times meet with methylene dichlonde or 
dichlormethane (CH-CL), an ( , < F« n CILC1). 

posure. for '\ orJ4e ‘“ ous stability, 

compounds of the g P» a j SQ i m portant. 
both central and peripher ’ . bons have 
Usually by th. 


also occasionally meet rvith dichlorethylene 

emphasize the importance of knowing where person, entering fr f® the 0 dor before 


Usually td ^^ 0rl a ^]y detectable by the 
distinctive odors j^y^, bes Uo deter- 

but 


emphasize the important , 

detail the industrial exposures (not just where 
. h man works, but especially how), possibly 
affecting workers who come to physicians or 

advice. 


where such tests are ^atmosphere, can 

person, entering fr a odor before 

tZSS&Z**-*'?** 

felt. 

Unsaturated Compounds^^^^ 

com- 

General Considerations As already stated, t landulax organs 

As a class, the gaseous hydrocarbons them pQunds are less apt to act ^ ^8 ^ tQ pro duce 

— = th Laboratories, Philadelphia. For- and heart muscle an , r effects, although 

nrofessoT y oI Industrial Hygiene. Univers.ty of ^ ^cognizable ids® makes them W 
Pcnnaylvania. Meeting o£ the Medical Society the idea that this acufce expO- 

Read at the New York, Apr.! 29, n0CUQUS in a ny but veW 

of the State o * 10 72 
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sures is erroneous. I\Iy own personal experi- 
ence with the chlorinated hydrocarbons is 
limited to trichlorethylene and perchlorethyl- 
ene in the unsaturated group, and carbon 
tetrachloride in the saturated group. 

Dichlordhylene. — Hamilton 1 reports a fatal- 
ity in the case of a rubber worker entering a 
vat containing rubber dissolved in dicblor- 
ethylene. No details are given, and no other 
cases seem to have been reported in the litera- 
ture. 

Trichlorethylene. — Tills substance is very 
widely used as a degreasing agent in connec- 
tion with metals, for the extraction of fats 
and oils, as a nonflammable dry cleaning 
agent, and in various ways. It may' be used 
alone or in combination with other more or 
less toxic materials, especially in mixtures 
with trade names giving no true indication of 
their chemical compositions. As with all 
mixed chemical hazards, typical pictures may 
he much confused and not infrequently the 
combined action of two or more toxic materials 
jnay he greater than the additive total of the 
individual effects. 

Most of the industrial poisonings from tri- 
chlorethylene have been acute and in many 
cases fatal, and some workers have implied 
that there is little or no danger from chronic 
poisoning when a reasonably pure material is 
®ed, as is the case in this country. We feel 
definitely that this is a mistaken idea, as vari- 
ous cases of chrome ill effects have been re- 
ported; and although trichlorethylene is un- 
doubtedly less toxic, volume for volume, than 
a re carbon tetrachloride and other saturated 
chlorinated hydrocarbons, the very fact that 
h does not usually produce much effect on the 
glandular organs, such as liver and kidneys, 
hut acts principally on central and peripheral 
nervous tissue, makes its early effects less 
easily recognizable, the nervous manifesta- 
tions being more easily overlooked in early 
s ages or attributed to psychic or other 
pauses. "We therefore feel that it is especially 
ueportant to protect workers from this poten- 
,! a uarm, which is less apt to be recognized 
an is liver or kidney degeneration, 
because of its depressant action on cranial 
nerves, trichlorethylene has been used as a 
curative for trigeminal neuralgia as well as for 
angina pectoris. Its action is, however, in no 
cura d' lve > but merely palliative. For 
fee conditions it has been given by inliala- 
lc ®’ fr °m 20 drops to 1 cc. at a time; but so 
need it ; s an e( jg e( j J 00 p Isenschmid and 
unz 1 report such use of it for angina pecto- 
as causing mseverg neuritis, papillary dis- 


turbances, polyneuritis of all extremities with 
loss of reflexes, reduced skin sensitivity of a 
persistent nature, and permanently impaired 
vision. Eichert 3 reports 3 cases of thera- 
peutic poisoning with central nervous system 
disturbances, such as disorientation, confu- 
sion, amnesia, ataxia, and trigeminal area 
analgesia. Kunz and Isenschmid 4 also re- 
port 7 cases of eye injury. Both acute and 
chronic injury may lead to prolonged after- 
effects of a general nature, with psychic and 
gastric disturbances, anemia, and poor vision 
due to retrobulbar neuritis. Gerbis 5 in 1930 
reported 2 cases of angina pectoris occurring 
from inhalation during degreasing operations. 
The New York State Department of Labor 
and Industry Bulletin for November, 1937, 6 
reports three users complaining of fatigue, 
with gastrointestinal and central nervous 
symptoms, including fine tremors of eyelids 
and hands. 

Although many more cases of acute poison- 
ings (at times severe or fatal, but often with 
only temporary subjective symptoms) have 
been reported than of chronic poisonings, we 
feel that the report of Taylor 7 in 1936, based 
on exposures of a limited number of rabbits 
and two dogs for up to six months to from 
500 to 3,000 parts per million, and showing no 
effect on growth, and no degeneration of liver 
or kidneys, is rather misleading. He states 
that single exposures only are important, al- 
though he made no examinations to detect 
nerve damage. Lande, Derville, and Nun 8 
did produce hepatic and renal changes in ani- 
mals. 

McNally 9 reports a case of alleged phos- 
gene poisoning from inhalation of fumes from 
an open unventilated degreasing tank coming 
in contact with an open flame used to heat the 
tank. His patient had disturbed vision, 
chest symptoms, low blood pressure, and 
liver tenderness. Drinker, 10 commenting on 
an abstract of this report, says that the phos- 
gene factor was not proved, and I agree with 
him. It is known that both trichlorethylene 
and carbon tetrachloride will produce phos- 
gene in the presence of an open flame, but 
in appreciable amounts only where the oxygen 
supply is limited and glowing hot metal sur- 
faces are present, as is often the case when fire 
extinguishers are used in confined spaces. In 
these cases, toxic gases and fumes from in- 
complete combustion are also present and may 
predominate in the picture. Phosgene as a 
war gas was recognized as a very active corro- 
sive irritant producing its effects locally in the 
lungs when, on coming in contact with lung 
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moisture, it breaks up to form nascent hy- 
drochloric acid. It is in no sense a systemic 
poison, although it is a powerful destructive 
agent acting locally and leaving lasting or 
permanent damage. 

Like almost any fat solvent, liquid tri- 
chlorethylene may produce a dermatitis on 
exposed surfaces or may act as a contributing 
cause in dermatitis produced by infective 
agents. Ramel 11 claims that trichlorcthyl- 
ene can have a specific catalytic action in the 
development of allergic dermatitis of bacte- 
rial origin. He reports such action in a case 
of hemolytic streptococcic infection. We 
have seen a case of obstinate dermatitis, in a 
dry cleaner using “trichlor," wrongly diag- 
nosed by several dermatologists as a specific 
effect, while we found it, on careful examina- 
tion, to be in reality a trichophytin eruption 
originating from a long-standing interdigital 
foot infection not directly connected with ex- 
posure and not looked for by previous ex- 
aminers. This was naturally aggravated by 
constant wetting with the solvent. Indeed, 
in every outbreak of apparent industrial der- 
matitis the possible presence of a primary 
skin fungus or bacterial infection must be 
taken into consideration. 

Jordi, IS in Switzerland, calls attention to 
the habit-forming potentialities of this mate- 
rial in the case of youths using it for hypnotic 
purposes and developing a craving for it. 
Another potential harm from continuing ex- 
posure is shown by Kubo, 13 in Japan, who 
injected rabbits with trichlorethylene, pro- 
ducing diminished typhoid agglutinin forma- 
tion. This action, however, he found, was 
offset by glucose or levulose injections. 

From what has been said, it will be evident 
that trichlorethylene workers should have 
pre-employment physical examinations to 
detect nervous pathology or weakness and 
circulatory disturbances. They should have 
an adequate carbohydrate diet, should be 
protected at work by adequate exhaust venti- 
lation or closed processes to keep exposures 
within safe limits (below a 200 parts per 
million daily average for continuous work), 
and should be examined periodically to de- 
tect circulatory or nerve damage and damage 
in liver or kidneys, even though the latter 
is unusual. 

Tetrachlorethykne. — We shall consider one 
more of the unsaturated compounds of the 
chlorinated hydrocarbons, namely, tetra- 
chlorethylene, or perchlorethylene, recently 
coming into use in this country as a dry 
cleaner, as a constituent of dry cleaning soaps, 


and as a rosin solvent for fabric and fiber im- 
pregnation. Its high boiling point, 121 
to 122 C., makes it very effective as a de- 
greasing agent. 

This seems to be the least toxic compound 
among the entire group under consideration, 
although it likewise must not be considered as 
entirely free from menace. Unlike trichlor- 
ethylene, it has produced no nervous tissue 
manifestations, and, so far, no reported cases 
of chronic poisoning in man. Extended work 
by Carpenter, 14 carried on at the University 
of Pennsylvania, showed that for animals no 
glandular lesions comparable to those ob- 
served with carbon tetrachloride were pro- 
duced, even with exposures up to *170 parts per 
million for one hundred and fifty days— but 
only cloudy swelling of liver and kidney and 
splenic congestion, with increased pigment 
deposit. No blood changes were found, and 
no specific urine changes were observed. 

In high concentrations, like others of the 
group, it is an anesthetic. Carpenter found 
that in human exposures, of volunteers from 
our staff, 4,600 parts per million produced 
mental fogging, dizziness, and fainting in five 
minutes; 2,000 parts per million, the same 
effects in seven minutes; 1,000 parts per 
million, light inebriation after one and a half 
hours; and 500 parts per million, no discom- 
fort after two hours. When used as a defat- 
ting or degreasing agent it may cause derma- 
titis, or may exaggerate a skin infection al- 
ready present. We found no evidence of toxic 
action in the dry cleaning industry, although 
in one plant where this material was being 
used in an antiquated machine we found a 
concentration of 2S0 parts per million during 
the 34-minute cycle, with a peak during a 
1-minute unloading period of 4,636 parts per 
million. The operator had been employed 
there for two years and reported no ill effects, 
other than some discomfort on humid days. 

As a result of animal exposures, field observa- 
tions, and experimental human exposures, we 
put the safe limit of concentration as some- 
where between 100 and 500 parts per million, 
feeling that a closer approximation must await 
further human experience. We found no 
distinctive or pathognomonic signs or symp- 
toms to indicate beginning poisoning, and so 
have no suggestion as to evidence of harm or 
as to specific treatment, other than, as with 
other compounds of the group, if barm is 
suspected, immediate removal from exposure 
and symptomatic treatment. We. know o 
no reports of authentic cases of industrial 
poisoning from perchlorethylene. 
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Saturated Compounds 
As previously stated, the saturated com- 
pounds ate more likely to produce chronic 
poisoning, with evidence especially of hepatic 
or renal damage. 

Methyl Chloride . — Methyl chloride, the 
simplest of this group, has been used princi- 
pally as a refrigerating agent, and poisonings 
front it are mostly acute or subacute, and due 
to accidental leakage. On absorption this 
compound is decomposed to methanol and 
hydrochloric acid, and poisoning is due prin- 
cipally to the methanol formed. As methanol 
itself is nonreactive and very slowly elimi- 
nated, severe poisoning may develop from con- 
tinuing exposure to small concentrations. 
Such poisoning is of slow development and re- 
covery is slow. Gastrointestinal disturbances, 
as vomiting, diarrhea, and abdominal pain, 
may accompany excitement and even epilep- 
tiform convulsions. Most of the cases of 
methyl chloride poisoning reported in this 
country were in 1927 and 1929, in the making, 
installation, and use of multiple-unit refrig- 
eration systems. Baker, 15 in 1927, reported 27 
cases with visual disturbances, ptosis, fine 
tremors, and staggering gait. Symptoms 
cleared up very slowly, but all recovered. In 
1929 Kegel et al. w reported 29 cases with 10 
deaths, three of the nonfatal cases being in- 
dustrial. Usually temperature, pulse, and 
respiration were increased; there was oliguria 
or complete suppression of urine for thirty-six 
to forty-eight hours. Evidence of acute ne- 
phritis was found in about half of the cases, 
^ery few cases have been reported recently. 
Weinstein, 11 in 1937, reported 2 cases with 
mild headache, fatigue, etc., with both re- 
covering. Treatment in these cases should 
he symptomatic. 

Ethyl Chloride. — Ethyl chloride, or mono- 
riilorethane, is used as an anesthetic and as a 
solvent and refrigerant. It is somewhat less 
kmc than methyl chloride, but its use as an 
anesthetic produces more excitement and 
restlessness. In the system it forms ethyl 
alcohol and hydrochloric acid. Action, there- 
m more rapid than in the case of methyl 
chloride and recovery is also more rapid. I 
have no record of industrial poisonings. 

Methylene Dichloride. — Methylene dieblo- 
n( !e, or dichlormethane, was formerly used as 
an anesthetic, but this has been discontinued 
because of fatalities. It has been used indus- 
nally as a solvent and paint remover, and in 
urope, at least, in the artifical silk industry. 

115 my records go, no cases of industrial 
methylene diehloride poisoning have been re- 


ported in this country. Browning, 18 in Eng- 
land, quotes Zernik to the effect that when 
free from impurities and used under conditions 
of good ventilation it is practically harmless, 
although Collier 13 reports 2 cases with sub- 
jective symptoms only, as irregular but severe 
pains in legs and anns, hot flashes, headache, 
vertigo, mental dullness, clouded vision, ano- 
rexia, precardial pain, rapid pulse, etc. 

Ethylene Diehloride . — We do find occasional 
reference to poisoning from ethylene dichlo- 
ride, or dichlorethane, but although Lehmann 
classes it as more toxic than the higher mem- 
bers of the group and carbon tetrachloride, 
the cases of industrial poisonings from this 
material are very few. It has been used as a 
dry cleaning agent, as a solvent for crepe rub- 
ber, a perfume extractive, an insecticide, a 
refrigerating agent, and a solvent for cellulose 
acetate. Wirtschafter and Schwartz 20 report 
3 cases of acute poisoning in workers cleaning 
knitting yarn with ethylene diehloride by 
dipping the yarn in an open vat and wringing 
it dry by hand. After four hours they de- 
veloped dizziness, nausea, vomiting, muscu- 
lar weakness, trembling, and epigastric 
cramps, followed by a severe dermatitis. 
They developed a leukocytosis, and showed 
a low blood sugar, suggesting fiver damage. 
AH recovered with calcium and carbohydrate 
therapy. All this is suggestive of carbon 
tetrachloride damage, although the limited 
animal work on record reports no liver or 
kidney degeneration. Browning 21 states that 
it apparently has a specific irritating effect on 
the cornea in animals. 

Chloroform.— Chloroform, or trichlormeth- 
ane, is little used industrially in this country, 
and we have no record of industrial chloro- 
form poisoning. Therefore we shall pass over 
discussion of it. 

Carbon Tetrachloride— This brings us to 
the consideration of carbon tetrachloride, or 
tetrachlormethane, the most widely used and 
most intensively studied of the chlorinated 
hydrocarbons. Because of its widespread use 
and because for some time it was used freely 
in open processes with no realization of its 
potential harmfulness and with no special 
effort to protect workers, it has been respon- 
sible for more cases of poisoning, some of them 
serious or even fatal, than has any other 
member of this group. The principal uses of 
this material are as a dry cleaner, as a de- 
greasing agent, and as a fire extinguisher. Its 
great advantage over gasoline and naphtha in 
dry cleaning is its noninflammability. Even 
with careless and ignorant use of it resulting 
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moisture, it breaks up to form nascent hy- and as a rosin solvent for fabric and fiber im- 
dr.Ioric ac , 13 ln no sense a systemic pregnation. Its high boiling point 121 

poison, although it is a powerful destructive to 122 C., makes it very effective as a de- 
agent acting locally and leaving lasting or greasing agent. 

permanent damage. ... This seems to be the least toxic compound 

Like almost any fat solvent, liquid tri- among the entire group under consideration, 
chlorethylene may produce a dermatitis on although it likewise must not be considered as 
exposed surfaces or may act as a contributing entirely free from menace. Unlike trichlor- 
cause in dermatitis produced by infective ethylene, it has produced no nervous tissue 
agents. Ramel 11 claims that trichlorethyl- manifestations, and, so far, no reported cases 
ene can have a specific catalytic action in the of chronic poisoning in man. Extended work 
development of allergic dermatitis of baete- by Carpenter, 13 carried on at the University 
rial origin. He reports such action in a case of Pennsylvania, showed that for animals no 
of hemolytic streptococcic infection. We glandular lesions comparable to those ob- 
have seen a case of obstinate dermatitis, in a served with carbon tetrachloride were pro- 
dry cleaner using “trichlor,” wrongly diag- duced, even with exposures up to 470 parts per 
nosed by several dermatologists as a specific million for one hundred and fifty days — but 
effect, while we found it, on careful examina- only cloudy swelling of liver and kidney and 
tion, to be in reality a trichophytin eruption splenic congestion, with increased pigment 
originating from a long-standing interdigital deposit. No blood changes were found, and 
foot infection not directly connected with ex- no specific urine changes were observed, 
posure and not lookeil for by previous ex- In high concentrations, like others of the 
aminers. This was naturally aggravated by group, it is an anesthetic. Carpenter found 
constant wetting with the solvent. Indeed, that in human exposures, of volunteers from 
in every outbreak of apparent industrial der- our staff, 4,600 parts per million produced 
matitis the possible presence of a primary mental fogging, dizziness, and fainting in five 
skin fungus or bacterial infection must be minutes; 2,000 parts per million, the same 
taken into consideration. effects in seven minutes; 1,000 parts per 

Jordi, 12 in Switzerland, calls attention to million, light inebriation after one and a half 
the habit-forming potentialities of this mate- hours; and 500 parts per million, no discom- 
rial in the case of youths using it for hypnotic fort after two hours. When used as a defat- 


purposes and developing a craving for it. 
Another potential harm from continuing ex- 
posure is shown by Kubo, 13 in Japan, who 
injected rabbits with trichlorethylene, pro- 
ducing diminished typhoid agglutinin forma- 
tion. This action, however, he found, was 
offset by glucose or levulose injections. 

From what has been said, it will be evident 
that trichlorethylene workers should have 
pre-employment physical examinations to 
detect nervous pathology or weakness and 
circulatory disturbances. They should have 
an adequate carbohydrate diet, should be 
protected at work by adequate exhaust venti- 
lation or closed processes to keep exposures 
within safe limits (below a 200 parts per 
million daily average for continuous work), 
and should be examined periodically to de- 
tect circulatory or nerve damage and damage 
in liver or kidneys, even though the latter 
is unusual. 

Tetrachlorethykne.—We shall consider one 
more of the unsaturated compounds of the 
chlorinated hydrocarbons, namely, tetra- 
chlorethylene, or perchlorethylene, recently 
coming into use in this country as a dry 
cleaner, as a constituent of dry cleaning soaps, 


ting or degreasing agent it may cause derma- 
titis, or may exaggerate a skin infection al- 
ready present. We found no evidence of toxic 
action in the dry cleaning industry, although 
in one plant where this material was being 
used in an antiquated machine we found a 
concentration .of 280 parts per million during 
the 34-minute cycle, with a peak during a 
1-minute unloading period of 4,636 parts per 
million. The operator had been employed 
there for two years and reported no ill effects, 
other than some discomfort on humid days. 
As a result of animal exposures, field observa- 


ions, and experimental human exposures, we 
iut the safe limit of concentration as some- 
where between 100 and 500 parts per million, 
jeling that a closer approximation must await 
irther human experience. We found no 
istinctive or pathognomonic signs or symp- 
oms to indicate beginning poisoning, and so 
ave no suggestion as to evidence of harm or 
s to specific treatment, other than, as witn 
ther compounds of the group, if harm is 
ispected, immediate removal from exposure 
ad symptomatic treatment. We know of 
a reports of authentic cases of industrial 
sisoning from perchlorethylene. 
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increased resistance. We have found no 
workers continuing in carbon tetrachloride 
work for over five years who showed any evi- 
dences of harmful effect. We have examined 
men working in the manufacture of this 
material for twenty years or more who gave 
histories of rather severe poisoning in the first 
years, necessitating temporary discontinuance 
of work, but who had had no symptoms for 
ten or fifteen years. This bears out our find- 
ings in a nim al exposures, w'here animals ex- 
posed for two months to concentrations pro- 
ducing severe hepatic and renal damage in 
other animals of the same group, were, after 
a two months’ rest period, completely recov- 
ered, and were then little if at all affected by 
acute exposures severe enough to produce 
grave lesions in normal animals. We found 
that regeneration of damaged liver and renal 
tissue was the usual occurrence. 

Severe, and in some cases fatal, poisonings 
have been associated with the use of carbon 
tetrachloride as a fire extinguisher, but almost 
always where use was in confined spaces. 
Under these conditions, with very limited air 
supply, in the presence of glowing metal sur- 
faces, phosgene gas will be formed and will 
contribute to the picture of acute lung damage; 
but here there is, at the same time, production 
of carbon monoxide, chlorine, and hydrochlo- 
ric acid fume, which also contributes to the 
total damage. We therefore feel that the 
danger of phosgene effect has been overrated, 
and in no sense can carbon tetrachloride 
poisoning be attributed to phosgene formation 
in the body. Phosgene can certainly be ex- 
cluded as a cause of the hepatic and renal 
damage. 

Diagnosis of chronic poisoning from carbon 
tetrachloride is based on the symptoms pre- 
viously referred to, with the finding of a high 
icteric index (over 8), a high indirect van den 
Bergh test (over 0.2 mg. per hundred cubic 
centimeters), and a high blood nitrogen value. 
Domart feels that the degree of urea excretion 
following restoration of urinary secretion after 
the anuria of the renal types has a direct bear- 
ing on prognosis. If the urea accumulated in 
the anuric phase is rapidly eliminated, with 
early return of urinary urea to normal, the 
prognosis is always good. 

Domart summarizes the symptoms of the 
hepatorenal forms as follows: general dis- 
comfort and headache preceding digestive 
disturbances; possible epistaxis; fight jaun- 
dice; after forty-eight hours, nephritis with 
oliguria or anuria; headache, insomnia, and 
agitation, followed by torpor and prostration. 


Edema is variable. Anuria may last from 
three to five days. With return of urinary 
secretion, albuminuria decreases rapidly, fol- 
lowed by decrease in urinary urea. With this 
development, prognosis is good. Pure hepatic 
forms without nephritic symptoms usually 
recover with no sequelae. 

Prophylaxis consists in control of exposures, 
maintenance of a high carbohydrate and high 
calcium diet, and pre-employment physical 
examinations, with exclusion from work of 
alcoholics, those with cardiac weakness, and 
those with any evidence of hepatic or renal 
injury. Physical examinations should include 
tests for icteric index, indirect van den Bergh 
tests, and the usual blood and urine examina- 
tions. 

Workers continually exposed to any but 
minimal concentrations should be examined 
at least semiannually, as above. They should 
be advised as to an adequate diet as indicated, 
and as to abstinence from alcoholic excess. 
Constipation should be avoided. Wirtschaf- 
ter 24 has reported concentric constriction of 
visual fields as a sign of carbon tetrachloride 
poisoning, and our field tests seem to confirm 
this; therefore, tins test might well be included 
in the periodic examination program. 

Treatment should be based on maintenance 
of blood sugar and calcium. G. G. Davis 25 
advises, in severe cases, the administration of 
intravenous glucose, as calcium gluconate, 
with pushing of carbohydrates by mouth when 
the stomach permits, absolute rest iu bed, and 
liquid diet. 

Domart advises, in the renal cases, hot 
compresses to the lumbar regions, or cupping, 
and a diet low in salt as a precaution against 
edema, which frequently develops. In pro- 
nounced oliguria he advises intravenous in- 
jections of 30 per cent calcium gluconate solu- 
tion— possibly two daily injections of 100 cc. 
each — and warns against giving the usual 
diuretics. Ten to 20 Gm. of sodium bicarbon- 
ate by mouth may be given to restore a 
lowered alkali reserve. 

One precaution is essential. In no case 
should adrenalin injections be given, as they 
may produce a fatal ventricular fibrillation. 
This reaction has been pointed out by Dautre- 
bande 26 in cases of benzol poisoning. 

Tetrachlorethane, Pentachlorethane. — Tetra- 
chlorethane and pentachlorethane are without 
doubt the most toxic of the chlorinated hydro- 
carbons. The former produced numerous 
cases of severe poisoning and death at the time 
of World War I, due to use of it as a solvent 
for airplane wing dope, but at present it is 
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in severe or fatal poisonings, it has been re- 
sponsible for far fewer fatalities than have 
petroleum products. As manufactured and 
marketed in this country, carbon tetrachlo- 
ride is a remarkably pure product and we need 
give no consideration to the effects of impuri- 
ties in it. 

In high concentrations it is like all of the 
group, an anesthetic and cardiac depressant, 
and deaths from acute exposure are cardiac 
deaths. If the worker survives the acute 
exposure there may be a delayed toxic action, 
with pulmonary edema, cardiac depression, 
and nephritic symptoms with oliguria or even 
complete suppression of urine. In the case 
of lighter exposures the chest symptoms pass 
out of the picture and hepatic or renal symp- 
toms predominate, either almost purely 
hepatic, hepatorenal, or purely renal in type. 

Carbon tetrachloride is not readily decom- 
posed in the system, and, as far as we know, 
it acts integrally when inhaled or ingested. 
It may also be absorbed through burned skin 
areas or open wounds, although the most 
usual cases of industrial carbon tetrachloride 
poisoning are due to fume inhalation. It has 
been used to a considerable degree as a vermi- 
fuge, as have trichlorethylene and tetrachlor- 
ethylene, but time does not permit of detailed 
reference to this use. Acute poisonings are 
usually recognized as such, and the victims 
are usually promptly removed from further 


lieve that 1,000 parts per million is a safe peak 
concentration for not over one-half hour, with 
the average for the rest of the day not over the 
100 parts per million level. 

A saturation of 100 parts per million of 
carbon tetracldoride is noticed, by most people 
coming into the atmosphere from one free of 
carbon tetrachloride, as a barely perceptible 
odor. If the average nose recognizes more 
than a faint odor on entering a workroom, an 
increase in ventilation or a more complete 
inclosure of the process is called for. 

Exposures to very high concentration of 
carbon tetrachloride may result in almost 
immediate unconsciousness and death, but 
such fatalities may be delayed, with death 
occurring up to twelve days after exposure. 
In these cases severe complaints may not be- 
gin for one or two days. Then the worker 
may complain of headache and nausea, with 
temperature rise. Pulmonary edema may 
develop, followed by pneumonia, as in a fatal 
case I saw, or tonic or clonic convulsions may 
appear, followed by unconsciousness. Later 
the patient becomes cyanosed, dyspneic, and 
covered with cold perspiration, and develops - 
a weak and rapid pulse. Urine may be scanty, 
with high albumin content and presence of 
white and red cells, and the patient may die in 
uremic state. Brief exposures to high con- 
centrations may result in temporary narcosis 
with recovery without evidence of hepatic or 


exposure, but chronic poisoning may develop 
insidiously and severe damage occur before 
the cause is recognized. 

Associated with chronic poisoning we find 
an increase of blood guanidine, to which some 
workers have attributed the liver damage; 
low blood sugar and blood calcium; an in- 
creased icteric index and indirect van den Bergh 
reaction as indication of liver damage; and 
at times the presence of bilirubin in the urine. 
An increase in blood lipoids has been demon- 
strated in exposed animals. McMahon and 
Weiss 22 report the finding of a high percentage 
of fat in the heart blood of a fatal case with 
severe liver damage. 

Personal susceptibility varies greatly, but 
as a result of a large number of animal ex- 
posures, and physical examinations of over a 
hundred workers, with 2,000 interferometer 
measurements of vapor concentrations to 
which the workers were exposed (measure- 
ments being taken through the entire working 
cycles), we have stated that' 100 parts per 
million is a safe concentration for continuous 
exposure. Intermittent exposuies avei aging 
100 parts per million are also safe. We be- 


reual injury. 

The most comprehensive clinical studies on 
carbon tetrachloride poisoning appear in a 
doctoral dissertation by Andrd Domart- 
published in Paris in 1938. Ia. addition to 
the fatalities from acute effects already re- 
ferred to, which are not common, he recog- 
nizes hepatic, hepatorenal, and predominat- 
ingly renal types, though in all cases there is 
more or less damage to both liver and kidneys. 

In our experience and observation, patients 
surviving acute attacks usually progress 
complete recovery. Hepatic cases piesen 
the picture of fatty degeneration of the fiver 
which, if exposure continues, progresses o a 
picture of toxic hepatic cirrhosis. _ These cases 
start with nausea, vomiting, dizziness, gastro- 
intestinal disturbance, jaundice, and hepatic 
tenderness with liver enlargemen . v 
with the clinical picture of hepatic cirrhosis, 
proper treatment, if continued, may ea 
complete clinical recovery. In contrast 
the effects of poisonings by many othe ^ 
dustrial solvents, patients who recover hom 
chronic carbon tetrachloride poiso ' S 

often able to return to work with a defim y 
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ill effects result from, a continued or intermittent 
condition of low-grade narcosis, of varying de- 
grees of intensity, and, if so, precisely what 
these effects are and how they may be detected 
at an early stage, before clear-cut disease entities 
have made their appearance. 

Our medical staff is wrestling with this problem 
at the present time. We are attempting to find 
a useful measuring stick for narcosis which 
would make possible the accumulation of just 
such data. While the approach to the problem 
is a theoretical one, its implications are highly 
practical for the control and prevention of occu- 
pational diseases. Perhaps some of the members 
of this audience will be sufficiently interested to 
work on it. 

That a combination of toxic substances is apt 
to be more toxic than is the sum of its toxic 
components is a general principle which we hear 
reiterated from time to time. It apparently 
has a substantial basis in experience, both in 
the experimental toxicological laboratory and 
in industry. For this reason I should like to 
tell you briefly about an interesting case which 
came to our attention, where there was exposure 
to a combination of several of the chlorinated 
hydrocarbons we have been discussing. 

This man, 26 years of age, was engaged in 
applying a paint remover in reconditioning 
elevators in buildings. Because of the nature 
of the work, no ventilation was provided. The 
paint remover contained carbon tetrachloride, 
chloroform, and a considerable number of the 
higher chlorinations of ethane, propane, butane, 
and pentane — the exact chemical components 
being unknown even to the producers because 
of the overlapping of boiling points. 

The man worked with the paint remover for 
about a year and lost some 40 pounds in weight 
during this period. We have no knowledge of 
other elements in the clinical picture during this 
time because we learned of the case only after 
his death. About five days before admission to 
the hospital, however, he complained of severe 
abdominal pain with vomiting, and presented a 
general picture of surgical abdomen. 

Examination of his blood in the hospital prior 
to operation showed that he had a white cell 


count somewhat below 3,000 and a red cell count 
slightly above 3,000,000. There was a marked 
increase in bleeding and clotting time and 
platelets were greatly reduced. A laparotomy 
revealed necrotic ulcerations of the colon. The 
bleeding was such that nothing could be done. 
At autopsy he was found to have an aplastic 
anemia with a granulocytopenia, generalized 
purpura, toxic nephrosis and hepatosis, and 
necrotic ulcerations of the colon. 

The combined injury to the hemopoietic 
system, liver, and kidneys presented by this case 
is of the greatest interest in view of the nature of 
the exposure. Even the necrotic ulcerations 
are of special interest because they are a frequent 
accompaniment of agranulocytosis, being found 
more often, however, in the mouth and throat 
than elsewhere. However that may be, and re- 
gardless of whether, in this particular case, the 
disease actually was caused by the paint re- 
mover, the clinical picture is so suggestive of 
what might be expected to occur under the 
circumstances that it is very impressive indeed. 
In fact, one would almost feel the need to invent 
such a case for teaching purposes if it did not 
exist. 

Before closing, I should like to say one word 
about a fourth case we are about to report of 
poisoning from exposure to one of the chlorin- 
ated naphthalenes. It relates to an interesting 
question of therapy in these cases. As you 
know, it is customary to treat cases of toxic 
hepatitis with a high carbohydrate diet. The 
girl in question had been in the hospital for five 
weeks, running a steadily downhill course on 
this accepted therapy. Then one of the doctors ' 
suggested that because her serum protein con- 
tinued to be very low, and she was excreting 
large amounts of albumin in her urine, an at- 
tempt be made to treat her with a high protein 
diet as one would treat the ordinary case of 
nephrosis. With the institution of this regimen 
the patient steadily improved and ultimately 
recovered. This interested us very much, be- 
cause it is believed that a person suffering from 
a toxic hepatitis associated noth a blood dyscrasia 
is apt to have a low serum protein. 


LONGEVITY OF PHYSICIANS 
Physicians always advise their patients how to 
live longer and better; they themselves often die 
prematurely of preventable or at least postpon- 
able causes. The prevalence of deaths from 
heart disease, particularly coronary disease, 
among relatively young physicians has in recent 
years increased sharply. Coronary disease has 
come to be known among physicians as “doctors’ 
disease.” Poctors favor health supervision 
without waiting for illness to appear. In 1922, 
the National Health Council and the American 
Medical Association declared themselves in favor 
of periodic health examinations of apparently 
healthy persons. The American Medical Asso- 
ciation has published a manual 1 and a blank 2 in 


the hope of stimulating medical interest in 
periodic health examinations, and several 
pamphlets 3 intended to interpret the idea to the 
layman. Nevertheless, except for insurance- 
company and industrial periodic examinations, 
the idea has not become popular. . . . . — J.A.M.A. 


i Periodic Health Examination: A Manual for 
Physicians, Chicago, American Medical Association. 25 
cents. 

2 Periodic Health Examination Blanks, Chicago, 
American Medical Association, single copies 5 cents. 

> Height-Weight Table for Men and Women, Chicago, 
American Medical Association, 10 cents. What Is a 
Health Examination Anyway? by Haven Emerson, 10 
cents. If I Keep My Health, by W. W. Bauer, 5 cents. 
That Annual Check-Up, by A. H. Aaron, 10 cents. 
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continues to give us more compensation claims 
in New York State than do any of the other 
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Discussion 

Dr. May R. Mayers, iVeu. Yor/c City— Dr 
bmyth has presented such a comprehensive 
discussion of the subject that I am afraid there 
is little I can add. However, we have had some 
first-hand experience with the halogenated 
hydrocarbons m New York State, and I may 
say a few words about some of the medical ques- 
tions which have especially interested us re- 
cently and some of the investigative procedures 
they have suggested to us. 

As Dr. Smyth has properly emphasized, this 
whole group of substances, even in relatively 
low concentrations, tend to have a somewhat 
narcotic effect upon persons exposed. Low- 
grade narcosis, such as one sees in workers ex- 
posed to trichlorethyiene, for example, tends to 
make them drowsy, irritable, restless; and they 
are apt to complain of vague subjective gastro- 
intestinal disturbances which are not easy to 
verify on physical examination. It has been 
our experience that, with everyone psychiatri- 


oiten than not recognize and correctly diagnose 
cases of liver damage due to carbon tetrachloride, 
ive thus have no way, unfortunately, of apprais- 
ing with any degree of accuracy the relative 
incidence of occupational diseases caused by the 
individual substances under consideration. 

The question of maximum permissible limits 
always presents a fertile field for discussion. 
In the case of carbon tetrachloride, as you know, 
the accepted limit is 100 parts per million. You 
will be interested, therefore, in a recent ex- 
perience we had in a plant using this substance 
to clean motion picture films. Despite the fact 
that the concentrations never exceeded 100 
parts per million, and were usually 80 parts per 
million, all of the boys working in this atmos- 
phere complained bitterly of drowsiness, fatigue, 
and in some cases of loss of appetite, nausea, 
and even vomiting. When, at our suggestion, 
the leaks in the drying room were repaired and 
ventilation improved so that the concentrations 
of the carbon tetrachloride were still further 
reduced, all symptoms disappeared. We are 
inclined, therefore, to drop the permissible limit 
for this substance below 100 parts per million. 

Low-grade narcosis is a most interesting 
medical phenomenon about which we know far 
less than we should. We should like, for 
example, to be able to make up our minds as to 
precisely what degree of narcosis must be present 
before we say a person is “sick” or “disabled." 

We should also like to have sufficient data to 
enable us to determine more accurately than 
has been possible to date whether any permanent 
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ill effects result from a continued or intermittent 
condition of low-grade narcosis, of varying de- 
grees of intensity, and, if so, precisely what 
these effects are and how they may be detected 
at an early stage, before clear-eut disease entities 
have made their appearance. 

Our medical staff is wrestling with this problem 
at the present time. We are attempting to find 
a useful measuring stick for narcosis which 
would make possible the accumulation of just 
such data. While the approach to the problem 
is a theoretical one, its implications are highly 
practical for the control and prevention of occu- 
pational diseases. Perhaps some of the members 
of this audience will be sufficiently interested to 
work on it. 

That a combination of toxic substances is apt 
to be more toxic than is the sum of its toxic 
components is a general principle which we hear 
reiterated from time to time. It apparently 
has a substantial basis in experience, both in 
the experimental toxicological laboratory and 
in industry. For this reason I should like to 
tell you briefly about an interesting case which 
came to our attention, where there was exposure 
to a combination of several of the chlorinated 
hydrocarbons we have been discussing. 

This man, 26 years of age, was engaged in 
applying a paint remover in reconditioning 
elevators in buildings. Because of the nature 
of the work, no ventilation was provided. The 
paint remover contained carbon tetrachloride, 
chloroform, and a considerable number of the 
higher chlorinations of ethane, propane, butane, 
and pentane — the exact chemical components 
being unknown even to the producers because 
of the overlapping of boiling points. 

The man worked with the paint remover for 
about a year and lost some 40 pounds in weight 
during this period. We have no knowledge of 
other elements in the clinical picture during this 
time because we learned of the case only after 
his death. About five days before admission to 
the hospital, however, he complained of severe 
abdominal pain with vomiting, and presented a 
general picture of surgical abdomen. 

Examination of his blood in the hospital prior 
to operation showed that he had a white cell 


count somewhat below 3,000 and a red cel] count 
slightly above 3,000,000. There was a marked 
increase in bleeding and clotting time and 
platelets were greatly reduced. A laparotomy 
revealed necrotic ulcerations of the colon. The 
bleeding was such that nothing could be done. 
At autopsy he was found to have an aplastic 
anemia with a granulocytopenia, generalized 
purpura, toxic nephrosis and hepatosis, and 
necrotic ulcerations of the colon. 

The combined injury to the hemopoietic 
system, liver, and kidneys presented by this case 
is of the greatest interest in view of the nature of 
the exposure. Even the necrotic ulcerations 
are of special interest because they are a frequent 
accompaniment of agranulocytosis, being found 
more often, however, in the mouth and throat 
than elsewhere. However that may be, and re- 
gardless of whether, in this particular case, the 
disease actually was caused by the paint re- 
mover, the clinical picture is so suggestive of 
what might be expected to occur under the 
circumstances that it is very impressive indeed. 
In fact, one would almost feel the need to invent 
such a case for teaching purposes if it did not 
exist. 

Before closing, I should like to say one word 
about a fourth case we are about to report of 
poisoning from exposure to one of the chlorin- 
ated naphthalenes. It relates to an interesting 
question of therapy in these cases. As you 
know, it is customary to treat cases of toxic 
hepatitis with a high carbohydrate diet. The 
girl in question had been in the hospital for five 
weeks, running a steadily downhill course on 
this accepted therapy. Then one of the doctors 
suggested that because her serum protein con- 
tinued to be very low, and she was excreting 
large amounts of albumin in her urine, an at- 
tempt be made to treat her with a high protein 
diet as one would treat the ordinary case of 
nephrosis. With the institution of this regimen 
the patient steadily improved and ultimately 
recovered. This interested us very much, be- 
cause it is believed that a person suffering from 
a toxic hepatitis associated with a blood dyscrasia 
is apt to have a low serum protein. 


LONGEVITY OF PHYSICIANS 
Physicians always advise their patients how to 
live longer and better; they themselves often die 
prematurely of preventable or at least postpon- 
able causes. The prevalence of deaths from 
heart disease, particularly coronary disease, 
among relatively young physicians has in recent 
years increased sharply. Coronary disease has 
come to be known among physicians as “doctors' 
disease.” poctors favor health supervision 
without waiting for illness to appear. In 1922, 
the National Health Council and the American 
Medical Association declared themselves in favor 
of periodic health examinations of apparently 
healthy persons.. The American Medical Asso- 
ciation has published a manual 1 and a blank 2 in 


the hope of stimulating medical interest in 
periodic health examinations, and several 
pamphlets 3 intended to interpret the idea to the 
layman. Nevertheless, except for insurance- 
company and industrial periodic examinations, 
the idea has not become popular — J.A.M.A . 


* Periodic Health Examination: A Manual for 
Physicians, Chicago, American Medical Association, 25 
cents. 

* Periodic Health Examination Blanks, Chicago, 
American Medical Association, single copies 5 cents. 

* Height-Weight Table for Men and Women, Chicago, 
American Medical Association, 10 cents. What Is a 
Health Examination Anyway? by Haven Emerson, 10 
cents. If I Keep My Health, by W, W. Bauer, 5 cents. 
That Annual Check-Up, by A. H. Aaron, 10 cents. 



THE USE OF BOVINE ANTITOXIN FOR THE PROPHYLAXIS 
OF TETANUS 

Jerome Glaser, M.D., Rochester, New York 


A pproximately 50 per cent of aii 

- deaths from tetanus in the United States 
occur in children under 15 years of age, so 
that the prophylaxis of tetanus is at least as 
important to the pediatrician as to any other 
medical specialist. Toxoid would appear to 
be an ideal agent for the prophylaxis of teta- 
nus but this procedure is not yet in general 
use. Because of my particular interest in 
allergy as related to pediatrics, the majority 
of my patients are either allergic themselves 
or members of families with major allergic 
diseases. My experience with horse serum 
tetanus antitoxin in treatment of these pa- 
tients was consistently disagreeable. In 1933 
it was brought to my attention that a bo- 
vine tetanus antitoxin was being made in this 
country, and since that time I have used no 
other preparation.* 

Bovine antitoxin for the prophylaxis and 
treatment of tetanus and diphtheria was in- 
troduced by Kraus 1 * 213 ' 4 and his associates in 
Buenos Aires about 1921. They did this be- 
cause a large experience in the therapeusis of 
typhus and human anthrax had shown marked 
freedom from reactions following the use of 
normal bovine serum. They demonstrated 
that bovine tetanus and diphtheria antitoxic 
serums were just as effective as similar equine 
preparations, while their use was to a large 
extent free from the disagreeable sequelae of 
horse serum. 

Bovine tetanus antitoxin was introduced 
into this country in 1929. Since the original 
work of Kraus there has been very little pub- 

Read at the Annual Meeting of the Medical Society of 
the State of New York, Buffalo, New York, April 30, 
1941. 

From the Department of Pediatrics, University of 
Rochester School of Medicine and Dentistry, and the 
Pediatric Services, Strong Memorial, Rochester Munici- 
pal, and Genesee hospitals, Rochester. 

* All of the bovine tetanus antitoxin used by the 
author was purchased on the open market and was pre- 
pared by the Mulford Biological Laboratories, Sharp and 
Dohme Company, Philadelphia, Pennsylvania. As far 
as the author can determine, no other bovine tetanus 
antitoxin is prepared in the United States or Canada. 
Until the lyophil preparation (Lyovac), which has a five- 
year dating, became available in 1939, the conventional 
liquid serum was used. The lyophilized tetanus anti- 
toxin (bovine) is available in 1,500-unit and 10,000-unit 
doses Each package contains a 1 cc. ampule of normal 
bovine serum (diluted 1:10) as test and hyposensitizmg 
material. If the preparation becomes outdated before 
use, it will be exchanged by the company without 
charge. 


fished on this subject, though in 1936 Glaser 
and Landau, 5 in discussing the prophylaxis of 
allergic disease, advised the use of bovine 
tetanus antitoxin with particular reference to 
the avoidance of serum reactions and of 
sensitization to horse serum. 

My experience with bovine tetanus anti- 
toxin comprises 38 cases. The patients ranged 
in age from 1*/, to 18 years, with an average 
age of 7. Although I have used the prepara- 
tion in adult cases, none are included in this 
series; but it may be said that adults tolerate 
the serum fully as well as children. Time 
permits the reporting in detail of only two of 
the most interesting cases. 

Case Reports 

Case 1 . — This boy was admitted to the emer- 
gency treatment room of the Genesee Hospital 
for treatment of numerous brush burns and 
scratches received in an automobile accident in 
which he had been dragged for a distance along 
the road. The attending physician advised 
tetanus antitoxin and the boy was given a rou- 
tine intradermal test with horse serum diluted 
1:10. Immediately following this he became cya- 
notic and unconscious, made convulsive move- 
ments, and appeared about to expire from im- 
mediate anaphylactic shock. However, he re- 
vived upon the subcutaneous injection of epi- 
nephrine hydrochloride, 1 : 1,000 solution, and with 
artificial respiration. He was kept in the hos- 
pital overnight and referred to the Allergy Clinic, 
where he appeared a few days later. At this 
time he was tested with 1:10 bovine serum in- 
tradermally, with negative results (following a 
negative scratch test to the same substance) and 
1,500 units of bovine tetanus antitoxin were 
given in divided doses over a period of one hour, 
with no difficulty whatsoever. The boy was de- 
tained at the hospital for several hours before 
being sent home. Two weeks later he reappeared 
at the clinic and reported no symptoms which 
might be interpreted as a serum reaction. This 
was the only case which was not treated in pri- 
vate practice, and coming early in the series 
impressed upon all observers the value of bovine 
tetanus antitoxin. 

Case 2 . — This boy had had asthma since the 
age of 2. At the age of 8 he came ifnder treat- 
ment, which was discontinued against advice at 
the age of 11. He had been completely free from 
attacks during the last year of treatment, except 
for two occasions, when adequate and easily 
avoidable exposure caused mild attacks* Qu 


1080 



June 1, 1942] 


BOVINE ANTITOXIN— TETANUS 


July 4, 1940, while he was visiting in a neighbor- 
ing town, a firecracker exploded in his hands, 
severely lacerating the fingers and palms. The 
wounds were treated by a local physician, who 
also attempted to administer horse serum anti- 
toxin, despite a strongly positive skin test. 
The patient was given two injections, of an un- 
known but small amount, at half-hour intervals. 
Half an hour after the second injection he experi- 
enced itching about the eyes, broke out with 
generalized urticarial wheals, and complained of 
abdominal pain and difficulty in breathing. The 
symptoms were relieved by the administration 
of epinephrine hydrochloride and the boy was 
brought back to Rochester. 

The following day he was somewhat edematous 
and asthmatic and suffered from nausea and 
vomiting. A day later he was given a scratch 
test to bovine serum, and this was followed by a 
negative intradermal test to the same substance. 
Thereupon 1,500 units of bovine tetanus anti- 
toxin were given in divided doses without dif- 
ficulty. Two days later the patient experienced 
a severe delayed reaction to the previous injec- 
tions of horse serum. This was evident because 
of severe local reactions at the site of the pre- 
vious skin test to horse serum and at the two 
sites where the small amounts of horse serum had 
been injected. There was no reaction whatso- 
ever at the sites of testing and injection of the 
bovine serum. He was uncomfortable for a num- 
ber of days, and when the reaction cleared up 
about six days after the original injury, he was 
again given 1,500 units of bovine tetanus anti- 
toxin, with no disturbing sequelae then or any 
time later. 

In three instances, because of subsequent in- 
juries occurring from weeks to months after the 
first injection of bovine tetanus antitoxin, it was 
necessary to repeat the injection. Disagreeable 
sequelae of any kind were not encountered. 

The personal history of the patients was 
known in all but 1 case. Among the remain- 
ing 37 children there was a personal incidence 
of allergic disease to the extent of approxi- 
mately 49 per cent. Certainly a series of this 
type should be suitable for testing the safety 
of the parenteral injection of a foreign protein. 

Of the 38 patients in the series 15 cases 
(39.5 per cent) experienced some reaction to 
the bovine antitoxin, varying from a question- 
able itching at the site of injection of the serum 
to two instances of moderately severe serum 
sickness. The incidence of serum reaction 
was equally divided between the patients with 
a personal history of allergy and those who 
had no personal history of allergy. The usual 
reaction was the appearance of a few urticarial 
"’heals lasting from a few minutes to a few 
hours. In no case in tliis series was there an 
immediate anaphylactic reaction to the bovine 
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tetanus antitoxin, and in only one instance was 
the serum sickness so severe that the parents 
desired the child to be seen by the physician. 

The only published report on a series of 
reactions following the prophylactic injection 
of horse serum for tetanus in amounts compa- 
rable to those of bovine serum employed in my 
series is that of Lyall and Murdiek. 6 These 
authors published the results in a series of 
1,000 cases of all ages. Of these, 15.2 per cent 
developed generalized reactions (of which 
only 0.2 per cent were alarming) as compared 
with two generalized reactions (neither of 
which was immediate nor alarming), or 5.1 
per cent, in my series. The protein content 
of the horse serum averaged 9 per cent, that 
of the bovine serum 7 per cent. My series, 
however, is so small that this comparison with 
the series of Lyall and Murdiek possesses only 
academic interest. 

It is attractive to speculate that most indi- 
viduals are relatively immune to bovine serum 
because the proteins of the serum are prob- 
ably much the same chemically and immuno- 
logically as those of beef and milk, and that 
through the ages as man has used these sub- 
stances for food he has built up an adequate 
mechanism for detoxifying these proteins. 
However, we know that this is not true be- 
cause cow-milk sensitivity is the most common 
form of allergy encountered in infancy. The 
explanation doubtless lies in the observation 
of Wells and Osborne 7 that a nim als fed with 
milk are not good subjects upon which to try 
anaphylaxis experiments with milk, as they 
may have acquired more or less of an immu- 
nity. Incidentally, tliis observation probably 
explains the rarity of acute anaphylaxis in 
man following the use of milk protein for 
nonspecific foreign protein therapy. I have 
had no experience as to what might happen if 
a milk- or beef-sensitive individual were given 
bovine serum. 

Conclusions 

1. Bovine tetanus antitoxin has been used 
with safety in selected cases known to give 
severe anaphylactic reactions to borse serum. 

2. The only indication for the use of equine 
tetanus antitoxin is in those cases where the 
individual is known to be, or can be demon- 
strated to be, sensitive to the bovine but not 
to the equine preparation. 

3. Individuals undergoing study for allergy 
should be tested routinely with equine and 
bovine serum. This should be done by the 
scratch method only, to avoid as far as 
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possible sensitizing the individual to the serum. 
If the individual is sensitive to both serums he 
should be immunized by means of tetanus 
toxoid. 

300 South Goodman Street 
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‘ NIACIN" ADOPTED AS SYNONYM FOR NICOTINIC ACID 


A synonym for nicotinic acid, the antipellagra 
factor in vitamin B 2 , has been selected by a com- 
mittee named for that purpose by the Food and 
Nutrition Board of the National Research Coun- 
cil, it is reported in the J.A.M.A. for March 7. 
1 942. 

“Niacin” has been selected for nicotinic acid 
and “niacin amide” for nicotinic acid amide. 
The Council on Foods and Nutrition of the 
American Medical Association announces that 
it has approved these synonyms for preparations 
that come within its scope. Niacin is pronounced 
with a long i and a soft c (ni'a-sin). 

Discussing the selection of these terms, an 
editorial in the same issue of the Journal says: 
“The choice of ‘niacin’ appears to be a happy one. 
The name is not therapeutically [from a treat- 
ment point of view| suggestive. Although ‘nia- 
cin’ is not altogether suitable from the purely 
chemical point of view, chemists and other scien- 
tists generally will continue to use the older 
terms, which to the initiated are unobjection- 
able. Whether the new names will overcome 
resistance to the greater use of enriched flour and 
enriched bread remains to be seen. They de- 
serve to meet general approval." 

Discussing the reasons for the selection of these 
synonyms, the editorial says: 

"A poor name is a handicap to the promotion 
of a meritorious product. The name ‘nicotinic 
acid’ for the vitamin so important in the pre- 
vention of pellagra has been doubly unfortunate. 
To the general public the word ‘nicotinic’ implies 


too strongly the relationship of this vitamin to 
nicotine, the chief alkaloid of tobacco often 
used as an insecticide. The term ‘acid’ denotes 
a corrosive substance such as the liquid used in 
automobile storage batteries. The vitamin 
called 'nicotinic acid' was first produced in the 
laboratory in 1867 by the oxidation of nicotine 
with potassium chromate and sulfuric acid. 
Later the compound was named nicotinic acid 
because it had been made from nicotine and it 
had the ability to form salts. As a laboratory 
curiosity, which it remained for over seventy 
years, nicotinic acid was adequately named. 
From the point of view of those interested in 
furthering the distribution of foods enriched 
with this dietary essential, the name has proved 
unsuitable. 

“Following the announcement of proposed 
regulations for enriched bread by the Food and 
Drug Administration, a well-known trade pub- 
lication announced the event with the beading, 
‘Tobacco in Your Bread,' because nicotinic acid 
happened to be one of the dietary essentials which 
is added to the product. Although nicotinic 
acid was first produced from nicotine, and even 
now a small proportion of this substance is being 
produced commercially in this manner, the im- 
plication that tobacco is contained in enriched 
bread is far from true. Most of the nicotinic 
acid of commerce is produced by the oxidation 
of beta-methylpyridine, a coal tar derivative. Al- 
though nicotine is a toxic substance, nicotinic 
acid is a vitamin essential to life.” 


VISITING PROFESSORSHIP PLAN 

The Long Island College of Medicine is intro- 
ducing an old idea in a new form through a series 
of visiting professorships, financed by a grant 
from the Commonwealth Fund of 34,500 a year 
for three years. Proceeding on the idea that all 
departmental heads would like to strengthen 
some phases of their teaching program, the col- 
lege is inviting scholars from other institutions 
for short periods to make specific contributions 
to the curriculum . 

Dr. Thomas Addis, Stanford University School 
of Medicine, joined the Long Island faculty 
March 16, as the initial visitor under the new 
nlan. He will remain for six weeks as the guest 
of Dr. Tasker Howard, professor of medicine. 
Dr Wilson G. Smillie and members of his staff 
at Cornell University Medical College have ac- 


cepted the invitation of Dr. Wade W. Oliver, 
professor of bacteriology, to give the spring tri- 
mester course in parasitology and tropical medi- 
cine to the second- and third-year classes. 

“Because of war conditions with their dram 
upon our faculties, there will be need for great 
flexibility in the efficient use of available teach- 
ing resources. Though war conditions may 
make the application of the visiting professor- 
ship plan more difficult, the opportunity for 
selective strengthening of a medical faculty is 
especially inviting at a time when budgets lag 
behind the rapidly growing demands made upon 
them. Not all of the benefits should accrue to 
the host institution, for, if the plan justifies itself, 
it is to be hoped that it may be extended to 
other schools as well," writes the L. I. college. 



RELATION OF A SPECIALIST TO THE GENERAL HOSPITAL 
AND ITS PERSONNEL 

Frank M. Sulzman, M.D., Troy, New York 


I F WE give thought to this subject, several 
factors will focus our attention, and in 
order to analyze the conditions properly, let 
us first divide our hospitals into three classes: 

1. The general hospital in which a separate 
and distinct portion of building and personnel 
are turned over to the specialist, as for the 
work of the eye, ear, nose, and throat men: 
while part of a general hospital, this is a dis- 
tinct unit in itself ; 

2. The general hospital that has on its 
staff men associated with our specialty, who 
are given ward and room privileges for their 
patients, and that also has rooms in the oper- 
ating suite suitable for this particular work; 

3. General hospitals that call specialists 
as consultants and have no attending staff, but 
depend on men from other places for this work. 

As the first classification represents an al- 
most ideal condition, let us stop for a time and 
contrast the situation of a man working in 
this type of hospital and that of men related 
to the two latter types. 

The first man has the benefit of three im- 
portant divisions, laboratory, x-ray, and 
nursing trained for special work, and, with a 
well-trained house staff sympathetic to the 
work, an apparently ideal setup is encoun- 
tered. Unfortunately this is not the ideal 
condition that many of us work in. 

Contrast this with the situation of a man 
who does clinic work one or two days a week. 
His patients are placed in general wards to- 
gether with seriously injured or ill patients. 
This does not furnish the calm and reasonably 
quiet surroundings that a patient recovering 
from a major eye or ear operation requires. 
For those of us who are connected with so- 
called general hospitals, it has, I am sure, been 
increasingly difficult to overcome certain 
factors with which our colleagues who work 
in hospitals entirely devoted to our specialty 
are not confronted. 

Let us consider the problems of staff and 
staff conferences, interns, nursing, and labora- 
tory and working conditions. How can we 
increase interest in our work at the hospital 
conferences or county medical society meet- 
ings? It is common knowledge that to read a 


paper dealing with one of the many problems 
in which we are interested is a waste of time 
and little appreciated by a mixed group, by 
whom our work plainly is not well understood. 
Papers dealing with subjects combining their 
work and ours seem to have value and interest 
for them, but papers on operative work, like 
cataract, strabismus, mastoid, etc., have 
little interest for them. 

What can we do to make the position of 
the specialist less subject to criticism and 
opposition? Do certificates of the different 
boards help to solve this problem? Shall we 
endeavor to stop the widespread specialty 
work done by many' general men? 

Staff Appointment 

In regard to specialists, what standards 
should be required as qualification for staff 
appointments? Certain questions arise that 
need clarifying by men classifying themselves 
as specialists. For instance: how often are 
we asked to recommend a man whom we know 
to have a meager training and such training, 
in many cases, of doubtful character and sub- 
normal standing? If you refuse to sanction 
such a man, you are accused of being personal 
and afraid of him as a competitor. These 
unpleasant conditions are not rare, and I feel 
that some definite standard should be set 
before a man is eligible for a staff appointment. 

A few personal thoughts on this may be of 
value. Should not a definite assistantship 
and internship, or residency in a well-recog- 
nized special hospital, or in a general hospital 
having a properly trained special department, 
be necessary? Regarding certification by 
one of the boards, we know that this is a de- 
batable point, but the time is fast approach- 
ing when it will be necessary to settle this 
question. It will prevent much of the present 
handling by general men of tonsil and other 
operative work that properly belongs to a 
special department. Insistence that this 
work be done by men properly qualified will 
help to solve the difficulty and remove a 
source of friction and ill feeling among de- 
partments. 

Each department should have a chief who 
by training and experience merits the con- 
fidence of his colleagues and who holds certi- 
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fication by one or more of the recognized 
American boards, and an active attending 
staff for the ward and clinic work. The latter 
should be made of mutual interest by weekly 
conferences on the material for operation and 
treatment. 

House Staff 

One member of its personnel should have a 
definite service and duties in a specialty 
department, to become familiar with the 
active cases. In emergency and night work 
he could do valuable service for both the 
patient and the attending men. Our work 
being somewhat limited, we usually have to 
share the time of the intern on our service with 
other special services. In many instances, 
one seldom sees a house man except when 
operating. It is well nigh impossible to train 
your house staff under such circumstances 
except in operative work. Valuable clinical 
experience, ward rounds, etc., are all mostly 
forgotten or omitted. 

Nursing 

A training school where adequate teaching 
is given, so that the procedure of treatment, 
preoperative, operative, and postoperative, 
will be properly carried out. It is the ex- 
perience of many that graduate nurses from 
distant points present a difficult problem in 
nursing care, when their training has been of 
a quality not in conformity with modern 
methods and treatments. 

Laboratory is another subject that may 
well be considered in a mixed meeting, as 
problems of mutual interest are bound to 
come up. 

Since the specialist sees a limited number 
of cases, his x-ray and laboratory work are in 
many instances not taken with the seriousness 
or wholehearted cooperation needed to solve 
some of the difficult problems that too often 
occur. Unless the laboratory is specially 
trained, the cultures and smears will not get 
the detailed examination so necessary to 
arrive at a proper diagnosis. 

One of the main difficulties in our x-ray 
work— with this many will agree — is proper 
position for mastoid and sinus pictures. It 
has been our experience to have sinus plates 
reported negative, while clinically and by 
operation we have found an antrum filled 
with pus — this by a man who really tries to 
furnish good pictures, but fails to compare 
his technique with that of colleagues in the 
same work and so keep abreast with new 
methods, so helpful in solving these difficult 
diagnostic problems. 


In our monthly clinical meetings with the 
general staff, someone representing our spe- 
cialty should be on the program committee, 
as we can thus arrange man}' of the meetings 
so that the program will be of mutual interest. 
For example, in relation to anesthesia, it will 
be found very valuable and of great general 
interest to invite some of the well-known men 
who specialize in this field to address us, so 
that new and better ways of using our older 
anesthetics will be developed, and interest in 
the newer ones stimulated. 

X-ray 

Many of our local men might talk on this 
subject, but it is well to have some new per- 
sonality with different connections appear 
once or twice a year. It will add much prac- 
tical information in an important field. 

Diet 

While this may seem foreign to my subject, 
a knowledge of present-day advances in this 
extensive field is highly desirable and useful. 
The marked advance in the knowledge of 
feeding infants is only a forerunner of what 
may be expected in other fields. 

Allergy 

This wide field, still in its infancy, can be a 
most profitable source of practical information 
for all. 

General Medicine 

I believe that a lot of valuable information 
is lost by not having the proper consultations 
between the different departments and the 
specialist. For instance, all diabetic, ne- 
phritic, and arteriosclerosis cases, and the so- 
called cardiorenal group, should be seen by 
the attending specialist and fundus changes 
noted at frequent intervals. This would give 
valuable data to have later for information. 
Regarding treatment and other factors in- 
fluencing these cases, it would also be a source 
of excellent instruction for house staff mem- 
bers to use the ophthalmoscope under proper 
guidance. 

General Surgery — Head Injuries 
How can we best get our colleagues to refer 
head injuries for examination, even if no 
wound is observed near the organs of special 
sense? If consultations in all head injury 
cases were compulsory, we would be in a 
better position to make important observa- 
tions now lost sight of in many cases. Changes 
in the ear, if any, could be included in the 
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useful information that would be obtained 
after these examinations, and help clear up 
some of the disputed points that arise later. 
I have in mind several cases that were not 
examined for fundus changes or otherwise, 
that left the hospital and came back later with 
severe intracranial symptoms that might have 
been anticipated had a previous examination 
of the fundus, etc., been made. 

Pediatrics 

Further information on the disputed points 
of ear conditions associated with gastro- 
intestinal symptoms could be worked out. 
All strabismus cases should be referred by the 
pediatrician for eye examination. Many, if 
seen early, could be advised concerning treat- 
ment, even though they might have come into 
the hospital with conditions not associated 
with the eye. The same applies to routine 
nose and throat examinations. These cases 
should be examined by the attending staff in 
specialty departments, as laryngoscopy, and 
bronchoscopy in chest cases. 

An arrangement such as we have outlined 
above will give opportunity for better service 
and allow us properly to arrange our time in 
the hospitals and elsewhere. It would also 
tend to safeguard against the pitfalls we now 
often encounter, in being asked to see a case 
that has been in the hospital several days and 
should have been referred for our examination 
after the admission examination. These 
examinations often conflict with prior en- 
gagements and do not allow us time to go into 
details which may be vitally important. 

On the other hand many attending men in 
general hospitals give several hours weekly 
to attendance in clinics held on one or more 
days a week. At the end of the year this 
amounts to many hours of hard, thankless 
labor. It has become increasingly apparent 
that the poor, who we all agree should be 
taken care of, and for whom we all willingly 
and wholeheartedly give the best we have, are 
being crowded out of the average clinic. Now- 
adays we find in the free clinic many who 
could well afford to pay at least a moderate 
fee, but who for one reason or another seek 
the benefit of free services. Our eye clinics 
are largely made up now of refractive work 
that requires hours of labor to care for prop- 
erly. 

It is exasperating to spend one's time doing 
this work and find patients coming back in a 
week or two with expensive frames and fittings. 
Of course these may be purchased on credit, 
but more than likely are paid for. It is 


disconcerting to see this, and it is not an in- 
frequent occurrence. 

The number of tonsil and adenoid cases 
reporting to the clinics for operation is steadily 
increasing. It is unpleasant to meet one of 
your colleagues after you have been working 
several hours in a clinic or operating room on 
service work, and be told that the individual 
you have just operated on as a charity case 
has this man for a regular family physician, 
and that he is paid. Cooperation should be 
obtained to prevent this -violation of the 
principles of fair play, which in the end will 
work no good for either side. For only a little 
later the general man or surgeon will find a 
similar condition in regard to some of the 
cases upon which he operates. 

Some years ago we tried out a system of 
cards, which were given to the patients at 
their first visit to the clinic, to hand to their 
family doctors to fill out. The card bore this 
simple question: “Do you think the patient 
eligible for free clinic work?” The family 
physician, of all parties concerned, should 
know the person’s circumstances; yet, strange 
as it may seem, we received very little cooper- 
ation, and the expense of the cards, printing, 
etc., was considered too much for our county 
society to continue to bear. Yet it is of vital 
importance in overcoming any such nuisance 
that all should bear a fair share in eliminating 
the abuses. 

The third major problem to confront is us 
the child or adult with impaired hearing. One 
is given a report that the child has impaired 
hearing, by a test conducted at his school. 
The average school doctor or nurse is not a 
specialist. These tests are made and a report 
is sent, and we are called upon to verify 
it. 

This is a real job, in most cases requiring time 
and thought. It involves great social and 
economic responsibility and much depends on 
one’s judgment. An increasing number of 
these cases present themselves each year, and, 
with the refractive work, take a major portion 
of one’s clinic time. How far are we justified 
in going further with this work without some 
financial recompense, as it adds neither to 
one’s axperience or even interest but is just 
plain hard work? It is time that some more 
equitable distribution of public moneys be 
made, on the basis of compensation for work 
really done. I say tills not in behalf of social- 
ized medicine — far from it. But funds are al- 
lotted for nearly everything else, and it is 
manifestly unfair to ask that such work be 
continued longer on a charitable basis, 
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Conclusion 

1. An opportunity exists to avail ourselves 
of material that may reveal important data on 
clinical subjects which are now seldom sys- 
tematically examined by the specialist. These 
data could be made a research study of value 
not only to the specialist but to the different 
departments in a hospital. 

2. Closer cooperation and active partici- 
pation at clinical conferences and county 
society meetings will give evidence of our 
ability to meet present-day problems in our 
specialty. 

3. Let us all endeavor to have some stand- 
ard established for qualifying a man as a 
specialist, and thus prevent some of the medi- 
ocre work now permitted. By this we shall 
render a real service to the patient and place 
our department on a high standard. An 
appointment in a hospital having such stand- 
ards would be considered an advancement and 
an honor. 

4. Certain economic factors require study 
for correction of abuses now apparent to all 
doing clinical work. We must stop fault- 
finding as our only defense, develop a plan 
that can be made workable, revise it as its 
weaknesses become apparent — but in Heav- 
en’s name let us do something besides talk. 
An active public relations committee, in which 
our specialty will be represented, should be 
part of all hospital work. The public should 
be informed in an intelligent way of what is 
being done by the profession without any 
recompense. This would counteract the 
present freely expressed public opinion that 
we are being paid by public funds, which a 
large majority of our citizens still believe to 
be the case. 

Discussion 

Dr. Albert M. Rooker, Niagara Falls, New 
York — Dr. Sulzman is to be congratulated upon 
the thoroughness with which he has gone into 
the subject — so much so that there is little left 
to discuss. In our city, the hospitals come under 
his Class 2 — i.e., general hospitals with ward 
and room privileges and separate nose and throat 
operating rooms. Fortunately, we have no or- 
ganized clinics or outpatient departments, 
though we do have cases referred by city welfare 
physicians for operation. 

Prior to October, 1940, neither of our hospi- 
tals, each of which has a bed capacity of 200, had 
a closed staff— i.e., they were open hospitals and 
anyone could do anything his conscience would 
permit. But this utopia (for physicians and sur- 
geons) has come to an end, and we are now m the 
throes of organization — closing the stall, ine 
problems are many and varied, as you can im- 


agine when I say that we have eighty-eight 
physicians in the city and probably eighty of 
then aspire to be surgeons. Who or what group 
is to set itself up as a body to say who shall do 
this and who shall do that? 

Everyone took out tonsils and adenoids; 
shall we specialists say where the line shall be 
drawn? Well, it was tried, and now some senior 
major surgeons who, themselves, never take out 
tonsils, stand by while associates do the operat- 
ing. You who have always had a closed staff 
cannot appreciate the difficulties we are encoun- 
tering. 

I agree with Dr. Sulzman that standards 
should be set, and they are being established by 
the boards, colleges, etc. But that does not get 
them on a working basis in a situation such as 
we have in our city. Then, too, there is the 
chance for personal animosities to be injected 
into the situation, as they have been with us, so 
that we have a real problem, I can assure you, 
and one that will probably take a long time to 
solve. It would seem as though the public would 
become aware of such methods, but they go sub- 
limely on, with confidence in their fellow-man, 
especially if he is a physician. How can they 
learn otherwise? 

With regard to x-ray, I cannot agree with Dr. 
Sulzman, since I have had wholehearted co- 
operation from our roentgenologists. My only 
complaint would be that they find so much that 
is not corroborated by clinical findings that one 
is sometimes unduly influenced in his surgical 
judgment. 

I agree that too many of our nurses have had 
inadequate training in our specialty, but with the 
acute shortage of nurses at present (when all 
those that were graduated from a training school, 
however ancient, are being called into service), 

I cannot see how this can be corrected. 

There are many other problems far from solu- 
tion, but I do believe that a paper such as Dr. 
Sulzman's will start us thinking of these things. 

It is extremely timely and worth while. 

Dr. Wm. J. Hicks, Middletown, New York — 
Dr. Sulzman has raised a very timely question in 
regard to modem medical practice. The relation- 
ship of the specialist to the general hospital and 
its personnel is one that is now in process of being 
evolved, because the so-called specialist is a com- 
paratively recent arrival on the medical scene. 

At some time during the process of stabilization 
it will be necessary to define the term “special- 
ist." Considerable discussion has already taken 
place, not only within theprofession, but also in 
lay groups, and even in legislative circles, as to 
just what a specialist is. 

When the Advisory Board for Medical Speciali- 
ties was organized in 1933-1934, and officially 
recognized by the American Medical Association 
at the Milwaukee Meeting of 1933, 1 organized 

1 The Council on Medical Education and Hospitals of 
the American Medical Association has representation on 
the Advisory Board for Medical Specialities. 
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medicine took a long step toward defining the 
term specialist. This board issued its first di- 
rectory last year, and it contains the names of 
over 14,000 specialists certified by the various 
American boards. This publication is available 
to professional and lay groups alike. Many of 
the national societies now require board certifi- 
cation for all candidates, and an increasing num- 
ber of hospitals require board certification for 
advancement and full hospital privileges in a 
given speciality. 

The practice of medicine in this country has 
become a cooperative enterprise, with first of all 
a definite division of labor into various speciali- 
ties or fields of practice, and, second, a coordina- 
tion of these various departments by suitable 
consultations. Although the coordination still 
leaves much to be desired, I think most of us will 
agree that it is improving, particularly in hospi- 
tal practice. The general hospital today, with 
its pathologic conferences, tumor clinics, discus- 
sion of deaths, and general encouragement of con- 
sultations, is rapidly evolving the system of medi- 
cal practice of the future. It constitutes group 
practice from the clinical side, if not in a financial 
sense. If this cooperation is to run smoothly, 
the division of labor must be definite, and the 
qualifications and rules for practice in the vari- 
ous departments must be more definite than in 
times past. It would seem important that just 
as clinical methods of procedure are brought up 
to date from time to time, so the method of classi- 
fying hospital personnel should be periodically 
re-examined. The general hospital discharges a 
moral responsibility as well as a legal one when it 
classifies its medical personnel, because hospital 
rating is frequently used as a yardstick. 

Dr. Sulzman’s paper presents some very famil- 
iar problems, and this would seem a proper oc- 
casion for an exchange of personal experience 
and viewpoint. 

The Horton Memorial Hospital is a 100-bed 
Class A hospital in a city of 22,000 and its Eye, 
Ear, Hose, and Throat division is one of five 
departments. The head of each department con- 
stitutes, with the superintendent and one member 
of the Board of Directors, a Medical Council 
which meets at luncheon twice a month to dis- 
cuss Hospital problems and recommend Hospital 
policy. Our patients are treated in the general 
wards, although we have our own operating and 
clinic rooms. About six years ago our depart- 
ment recommended that major privileges in the 
Eye, Ear, Nose, and Throat Department be 
given only to those men who limited their prac- 
tice to this field and who had passed either the 
American Board of Ophthalmology or Board of 


Otolaryngology' examination. This recommend, 
tion was accepted by the Medical Council an 
the Board, and a list of procedures regarded : 
major surgery was filed with the superintenden 
We have therefore what is locally' called a close 
department, and though a myringotomy 
classed as minor surgery and may be done b 
anyone having hospital privileges, a pharynge; 
abscess or a tonsil removal is regarded as majc 
otolaryngology and may be done only by me 
meeting the qualifications above outlined. Firs 
assistants at major operations are general! 
chosen from the department concerned, in ordt 
to conform with the general principle that a firs 
assistant at any major operation should be con. 
petent to finish that operation in the event c 
emergency. 

There are three members of the Attendin 
Staff in the Eye, Ear, Nose, and Throat divisio 
in the Horton Memorial Hospital, and we tr 
to have at least one representative present a 
tlie weekly' tumor clinic and at the month! 
pathologic conference. It is my' impression tha 
in our experience the principle of limitation o 
practice in the various departments has made i 
possible for us to make demands on each other- 
in a friendly' way, of course — that we migh 
not otherwise feel justified in making. We wen 
for instance requested in the Eye, Ear, Nose, am 
Throat Department, about six years ago, to es 
tablish a service in bronchoscopy', and the neces 
sary graduate study was done to make tin: 
possible. Likewise, when sinus x-rays becaim 
tbe subject of our own criticism, our full-timi 
and otherwise well-trained radiologist was 
asked to do some special work in sinus radiology 
which he did very willingly and with excellenl 
results. 

Regarding the relationship of the department 
to the Resident Staff, we are not a teaching hos- 
pital, of course, and do not attempt to teacli 
major surgery, and so the intern does not oper- 
ate in clinic tonsil cases. We do try to empha- 
size the importance of being able to diagnose an 
acute ear or a pathologic fundus. It is my feel- 
ing that the teaching of surgery in any specialty 
should be limited to those institutions equipped 
to teach first the fundamentals of anatomy and 
pathology. How else can we ever approach de- 
sirable standards? 

This limited discussion is offered as an illus- 
tration of how we are attempting to solve, in a 
town of 22,000, some of the problems presented 
in Dr. Sulzman’s paper. We still have far to go, 
though we believe u'e are on the right track. We 
hope to receive valuable suggestions from meet- 
ings such as this. 
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A PEDIATRICIAN LOOKS AT SCHOOL HEALTH 
EXAMINATIONS 

A. Clement Silverman, M.D., Syracuse, New York 


A LMOST every time I consider one of the 
- deficiencies of the school health examina- 
tion, I can think of a corresponding fault or 
deficiency when the private physician— be he 
general practitioner or pediatrician— makes a 
periodic examination. Endeavoring to be 
fair and objective, I begin to see the need for 
a consideration of the basic principles and the 
inherent weaknesses of the system. 

In the school health program in New York 
State, the health examination is now the cen- 
tral element. The law requires an annual 
examination of every school child, and in- 
structions to this end have been carefully 
drawn up. 1 It is not unfair to say that until 
quite recently neither educators nor physi- 
cians had formulated a “philosophy” or guid- 
ing principles of school health work. The 
manual of instructions of the New York State 
Education Department contains everything 
to be desired, but it still fails to deal with the 
problem realistically. It speaks of continu- 
ous health supervision, of the key position of 
the teacher, of conferences between the 
teacher, school nurse, and school physician 
after observation of the pupils, but it does not 
consider how all this can be done while re- 


undesirables. It surely is not necessary to 
make use of all possible diagnostic facilities 
when a patient presents himself. Neither is it 
necessary to overemphasize laboratory tests. 
There is no doubt that undue emphasis has 
been put on instrumental examination. Pa- 
tients so often show more willingness to pay 
for x-rays and other special tests than for the 
skill necessary to arrive at a diagnosis. It is 
in line with the disparity between the fee paid 
the medical man for making a diagnosis of 
appendicitis and the surgeon who operates for 
it. 

Essential to any examination is, of course, 
a careful history. Again, in the examination 
of the healthy child, it may be necessary to 
take more time to go into his hereditary and 
family background, his growth and develop- 
ment, his living conditions, his habits and be- 
havior, his activities, food, and sleep. It can- 
not be denied that upon occasion a careful 
history will tell us as much or more than cer- 
tain laboratory tests that we have come to 
depend upon. Similarly, we often gain more 
from mere inspection, provided it is backed 
up by the discernment of experience, than from 
elaborate but ill-considered examinations or 


taining the principle of compulsory annua! 
health examination of every pupil, and neither 
has the education department given impetus 
or leadership to in-service training of teach- 
ers, nurses, physicians, and administrators to 
effectuate the objectives of the modern school 
health program. 

Method of School Health Examination 
The general method of the school examina- 
tion is largely that of medical diagnosis. 
Whether we examine a sick child or one who 


tests. 

Nevertheless, it must not be forgotten that 
there are a great many conditions that a physi- 
cal examination will fail to reveal. A number 
of such conditions will occur to us readily: 
diabetes, epilepsy, kidney conditions, tuber- 
culosis, syphilis, allergic conditions, milder 
types of endocrine disturbance, or milder 
forms of mental defect. In recent years, it 
has become an accepted fact that physical 
examination methods are inadequate for dis- 
covering early pulmonary tuberculosis or ac- 


is well, the method is essentially the same; if 
anything, it may at times be necessary to 
take more time with a well child than with a 
sick one. The examination, whether in school 
or in the doctor’s office, makes use of physical 
methods chiefly. Nor are these to be de- 
spised. We need only think of the examina- 
tion of immigrants in years gone by, when in- 
spection alone was depended upon to sift out 

Read at the Annual Meeting of the New York State 
Association of School Physicians, Saratoga, New V ork, 

JU From 3 the ^Department of Pediatrics. College of Medicine. 
Syracuse University. 


curately determining its extent. 

Perhaps the greatest difference between 
school examinations and those made by the 
pediatrician is that the latter usually has or 
obtains a careful background history, and in- 
herently can and does make use of additional 
methods of investigation, whether by simple 
or complex laboratory tests, consultation, or 
further observation. Inherently, he takes the 
responsibility for following up the child and 
the parents expect him to assume that re- 
sponsibility. At the school examination, the 
parent is rarely present, the child is at best but 
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partially stripped, and the examination is at 
best not even potentially complete. 

Literature dealing with school medical serv- 
ice has had to give attention to the time de- 
voted to each examination, and comparisons 
are often made between the time given by the 
school physician and that given by the pri- 
vate physician, usually to the disparagement 
of the former. On the other hand, the pri- 
vate practitioner often neglects to test vision 
and hearing, whereas these are specially dealt 
with by school physicians, and, though fre- 
quently these examinations may be made by 
nurses or teachers, they constitute part of the 
school health record. As in many other situa- 
tions, it is not so much a matter of the time 
given, though a certain minimum time can- 
not be lessened, but rather how the time is 
utilized and to what extent certain elements 
are dealt with. Those who plead for more 
time or better examinations fail to appreciate 
that even with additional time the school ex- 
amination is bound to be limited in scope. 
By its very maimer, it cannot possibly serve to 
give a complete appraisal of the child and 
therefore cannot possibly take the place of 
good pediatric supervision. Nevertheless, if 
well performed, the school examination can, 
within its limitations, serve a very useful pur- 
pose when its limited objectives are recog- 
nized. 


Objectives 


The school health examination has a num- 
ber of purposes and objectives: (1) to serve 
as a periodic check-up to determine the 
health status of the individual child; (2) to 
call attention to defects that might interfere 
with the child’s education; and (3) to serve 
as a means to health education. These three 
objectives are obviously interrelated and logi- 
cally should not be thought of as separate. It 
should be recalled, however, that school 
health service had its inception chiefly as a 
means for controlling communicable diseases. 
Later, mere inspection of school children gave 
place to some sort of examination, and still 
later the search for physical defects was em- 
phasized. More recently, the educational 
value of the school examination has been 
stressed. 2 ' 3 -!* 5 - 6 ^ 8 For the two latter ob- 
jectives, the importance of the attendance of 
parents is being strongly emphasized.* Let 


1 ■ A m £ e , m, 13 P a Per was given, there has been pub 
n“?r School Health Services: A Study of the Program 
ereloped by the Health Department in Six Tennesse 
v ““"'hW. Frank Walker and Carolina R. Randolph 
f JV lorl£ » Commonwealth Fund, 1941, in which tberol 
studied PreSeDce parents at school examinations wa 


us now consider to what extent these objec- 
tives are fulfilled. 

School Health Examination as Periodic 
Check-up 

There has been a tendency on the part of 
some to look upon periodic examinations as 
“the instrument of a hygienic millennium”; 
many regard it as at least “one of the most 
powerful instruments of preventive medi- 
cine.” 3 No doubt an occasional individual 
looks upon a periodic examination almost as a 
guarantee of good health until the next time. 
A great many must believe that, should any 
evidence of disease be discovered, it would 
certainly be possible to put into action the 
measures for correction. It is unfortunate 
that such notions are held too frequently by 
intelligent people. It is necessary to have an 
understanding of the limitations of a given 
procedure. It is perhaps natural enough 
when disease is encountered in its advanced 
stages to look back and speculate upon what 
might have been done toward an earlier diag- 
nosis and earlier treatment; but on the other 
hand how frequently are we obliged to say 
that had we known all that we know now we 
could not have changed things. It is essential 
to have an appreciation of the human con- 
stitution and the hereditary factors involved. 
There are tendencies in individuals that may 
be entirely beyond our control. We may be 
helpful at times in showing people how to 
manage their lives more intelligently or how 
better to adjust themselves to their handicaps. 
Occasionally, too, the periodic health exami- 
nation may reveal the early features of a 
remediable condition. It should not be nec- 
essary, however, to intimate unwarranted 
prospects of benefit to make its value ap- 
parent. 9,10 

It is fair to say that the periodic examina- 
tion tends to measure the health status of the 
individual at the time of the examination. 
In the case of a child it gives an appraisal of 
his condition; another check-up at a subse- 
quent time, after a suitable interval, can give 
us a measure of his progress or development. 

I wish I could take the time to speak of Wet- 
zel’s work in this connection. 11 The periodic 
examination further provides an opportunity 
to talk over the habits and behavior of the 
individual, to investigate symptoms or signs 
that might have been noted recently or since 
the last examination, and to elicit knowledge 
of influences that might be having a deleteri- 
ous effect. 

About one school child in twenty gets ex- 
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is well, the method is essentially the same; if 
anything, it may at times be necessary to 
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Perhaps the greatest difference between 
school examinations and those made by the 
pediatrician is that the latter usually has or 
obtains a careful background history, and in- 
herently can and does make use of additional 
methods of investigation, whether by simple 
or complex laboratory tests, consultation, or 
further observation. Inherently, he takes the 
responsibility for following up the child and 
the parents expect him to assume that re- 
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tended to prior to the child's admission to 
school. 

Obviously, no such program can be ex- 
pected under present conditions from the 
school health service. The latter can hardly 
be expected to cover the preschool period. 
Proper supervision of the school child would 
still require a tremendously increased per- 
sonnel with better preparation and a much 
greater budget than can now be considered. 
From a practical standpoint, however, a good 
deal of the job could well be passed on to pri- 
vate practitioners. It should be clear that the 
purpose here is not to make work for private 
physicians but rather to give the better type 
of supervision to those who can afford it and 
lighten the burden on the school health staff. 
The objection to the school examination as 
the central requirement is that it produces a 
great deal of time-consuming work without 
resulting benefit. If a considerable number of 
children could have their periodic examination 
outside of school, it would save the time of the 
school staff for those children who perforce 
must get their medical supervision from the 
school health service. If the school examina- 
tions were not emphasized, it would be pos- 
sible. to develop the idea that the school 
physician is responsible for general super- 
vision of all school children during the time 
they are in school. The teacher, school nurse, 
and school physician could form a group whose 
job it would be to know as much as possible 
about each child and to call attention to those 
requiring special study. There is no reason 
why a child under the care of a private physi- 
cian should not be under the observation of 
this group and their report sent on to the 
parents for the attention of the child’s physi- 
cian. In the case of a child that does not have 
his own physician, arrangements could be 
made for reference to climes that would carry 
on. the proper supervision with the coopera- 
tion of the school health personnel. Much 
more could then be expected on the educa- 
tional side of the health service. Parents 
could be brought together in groups and the 
importance of various phases of school health 
pointed out to them and their interest en- 


listed. They would know then that the health 
examination is as good as it can be made, but 
that it is at best a limited examination 
which does not necessarily cover all the needs, 
and that further study and attention may well 
be required. 

Summary 

The requirement of an examination of every 
school child each year has tended to defeat 
the purpose for which it is ordered. As done 
at the present time, it does not appear to 
serve as a periodic examination. It has not 
taken care sufficiently well of finding and cor- 
recting defects, and it appears to fail as an 
educational procedure. It would appear that 
the substitution of supervision of the school 
child as a cooperative effort on the part of the 
school teacher, nurse, and physician would 
serve the purpose better. The stimulation of 
examination and supervision by the child’s 
own physician, in so far as that is feasible, 
would tend to relieve the burden on the school 
health personnel. 
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Doctor making ward rounds: “Gentlemen, 
notice the enormous chest on this man.’ 1 To the 
patient, “Do you play a wind instrument?” 
Patient: “Yes, I do.” 

JJoctor: “Ah, I was sure of it. Prolonged 


blowing on a wind instrument is always responsi- 
ble for such chest development. What instru- 
ment do you play?” 

Patient: “The accordion, sir.” 

—III. Med. J. 
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amined for school by his own physician or 
pediatrician. The objectives of the periodic 
examination are not fulfilled in the school 
health examination; and if time were taken 
to do so, it would be impossible for the per- 
sonnel to give such service to each school 
child annually. 

Finding and Correction of Defects 
This phase of school health work probably 
needs the least discussion, because so much 
has been written on this subject . 12 - 13 We 
might briefly recapitulate, starting out with 
what appears to be a self-evident truth, that 
physical defects must tend to handicap the 
child’s schooling. Defects of vision and hear- 
ing come first to mind, and then handicaps of 
nutrition, teeth, tonsils, and the relatively 
infrequent cardiac trouble. In order of fre- 
quency, dental defect ranks first, tonsils 
second, nutrition third, and visual defect 
fourth. The objective is not to make a sta- 
tistical analysis of all deviations from the 
normal, but to seek out those bodily defects 
that might have a relation to scholarship. 
For some of these, there are objective criteria, 
as for dental, visual, or auditory defects, but 
for conditions such as those of tonsils or nu- 
trition, the criteria are largely subjective, 
and the personal equation plays a large part 
in the evaluation. There is hardly any need 
for referring to the New York study on ton- 
sils . 13 It should suffice to recall that in nu- 
merous instances a condition is recorded as a 
defect at one examination and as normal in 
the next examination. On the one hand, den- 
tal defects are so frequent that little purpose 
is served to repeat the examination; on the 
other hand, cardiac defects are so uncommon 
that it would seem uneconomical to continue 
routine examinations of all children. 


greater results could probably be achieved if 
more attention were given to the children with 
the more serious defects, instead of spreading 
the program equally thinly over all school 
children. 

School Health Examination as 
Educational Procedure 
This objective has received more emphasis 
in recent years, and its purpose is obviously to 
tie in the school health work with the educa- 
tional process. It is a safe assumption that 
almost any human experience is more or less 
an educational experience. Health teaching, 
especially with the younger children, is not a 
matter of didactic instruction, but of the utili- 
zation of classroom experiences in furthering 
health concepts. Obviously, an inspection in 
school or a physical examination has its educa- 
tional aspects. It is further emphasized that, 
with this objective in mind, the parent should 
be present at the time of the examination, so 
that both parent and child may participate in 
the educational experience. 

It would seem appropriate to raise a ques- 
tion at this point about the educational value 
of an inadequate examination. If the present 
method of school examination leaves much to 
be desired, if it has at best only a limited 
scope, might not the educational effect be 
quite different from what it is desired to be? 
The contrast between a good pediatric ux- 
amination and one at school might prove 
rather “devastating.” At the present time, 
a pernicious by-effect of the school health 
program is the notion that the school exam- 
ination suffices to reveal any deviation from 
the normal, and that when no notice is re- 
ceived it is tantamount to certification of good 
health. No romantic notions of educational 
values should be allowed to becloud realities. 


Perhaps the most disturbing finding on this 
score is that whatever relationship there is 
between bodily perfection and scholarship is 
at most an indirect one. The anticipated re- 
sults from correcting physical defects have 
generally not materialized. Even in so pre- 
cise a field as visual defect, it has been shown 
that correction of such defects has not led to 


progress in reading . 14 

There is no intention here to disparage the 
large amount of good work done in finding and 
correcting defects. Certain fields of great 
promise have barely been tilled. The infer- 
ence that it is desired to call attention to is 
that certain defects could probably be found 
almost as readily by screemng devices that 
would consume less tune. Furthermore, 


Discussion 

It might be considered that we have been 
offering destructive criticism chiefly, that we 
have been finding fault with the school health 
procedures, though disclaiming such intention 
in the beginning. My thesis is that the ob- 
jectives claimed for school health examina- 
tions are not fulfilled. The ideal that is de- 
sirable is continuing health supervision of the 
child from birth and through school, such as a 
well-trained, conscientious pediatrician might 
be prepared to give — not alone in the physical 
field, but also in relation to habits, behavior, 
and social adjustment. Were such a program 
feasible, it is very likely that correctable de- 
fects would in many instances have been at- 
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bed between hydrostatic pressure, which 
' tends to force fluid out, and colloid osmotic 
pressure, which tends to draw fluid in from 
the tissues. Fluid passes from the arterial 
side of the capillary bed to the tissue inter- 
spaces because of a pressure differential favor- 
ing filtration by hydrostatic pressure. At 
the venous end of the capillary bed, hydro- 
static pressure has fallen so that now the 
pressure differential favors the withdrawal of 
fluid from the tissue interspaces by colloid 
osmotic pressure. An equal exchange of 
fluid, first from the capillaries into the inter- 
stitial spaces and then back from the tissues 
into the capillaries, maintains the equilibrium 
of fluid and prevents both the accumulation 
of fluid in the tissues and tissue desiccation. 

There are many means by which this equilib- 
rium can be upset and edema produced. 
Any disturbance which produces venous en- 
gorgement increases hydrostatic pressure at 
the venous side of the capillary bed. Thus 
the differential between colloid osmotic and 
hydrostatic pressure is changed in a direction 
which tends to prevent the removal of fluid 
from the intercellular spaces. 

When plasma protein (which accounts for 
the greater part of osmotic pressure of the 
plasma) is lost in amounts great enough to 
produce an appreciable fall in colloid osmotic 
pressure, insufficient restraint is averted 
against the hydrostatic pressure. Thus, more 
fluid is filtered out of the capillaries at the 
arterial side and less is drawn back at tbe 
venous side of the capillary bed. 

Damage to capillary endothelium increases 
lts permeability and not only makes filtration 
by hydrostatic pressure far easier but also 
reduces the effective osmotic pressure of the 
plasma protein and diminishes the amount of 
fluid drawn back into the capillaries. 

AH three mechanisms may obtain in the 
development of cardiac edema. In cardiac 
Dilure there is an increase of venous pressure. 
Ine relative anoxemia which results from 
congestive failure may damage capillary en- 
dothelium. The malnutrition so often found 
m chronic heart failure may finally result in a 
low level of plasma protein. 

Theoretically, diuresis may be produced in 
the presence of edema by mechanisms which 
are antagonistic to those which produced the 
edema. Thus, in edema produced by in- 
creased venous pressure, reduction of venous 
pressure will produce diuresis; where low 
plasma protein, is the cause of edema, a trans- 
fusion, infusion of plasma or acacia, or proper 
diet may produce diuresis. The repair of 


damaged capillary endothelium as a means o 
relieving- edema remains entirely a theoretics 
consideration, however, since for this purpose 
we have no drug, except possibly oxygen, fo 
the capillary damage produced by anoxia. 

But the relief of edema may also be accom 
plished by means other than those which an 
directly antagonistic to the forces that pro 
duced the edema. Fixed base in the bodi 
binds water; thus, any drug that will rnobilizi 
sodium should also mobilize water and rnaki 
it available for the kidneys and product 
diuresis. 

Finally, by a direct action on the kidney: 
it is theoretically possible to increase the rat< 
of urine formation: (1) by an action on tin 
glomeruli, increasing the amount of glomerulai 
filtrate; (2) by an action on or in the rena 
tubule, decreasing tubular reabsorption o 
water. 

So we have renal and extrarenal theoretica 
mechanisms for the relief of edema by the 
production of diuresis, and there are drugs 
available for some of those mentioned, except 
possibly for the repair of damaged endothe- 
lium and the increase of the glomerular fil- 
trate. 

The drug which statistically produces diure- 
sis most often is probably digitalis. Digitalis 
produces this effect only in the presence of 
edema of cardiac origin. By increasing car- 
diac efficiency, digitalis relieves the mechanical 
factors which produced the edema. Venous 
engorgement and hydrostatic pressure at the 
venous end of the capillar}- bed are reduced, 
permitting the colloid osmotic tension to draw 
tbe edema fluid from the tissue. 

Of the group of so-called ‘‘nonthreshold” 
diuretics, urea is the most important member. 
These substances are filtered by the glomeruli 
but reabsorbed only to a small extent or not 
at all by the tubules. A sufficient concen- 
tration of urea in tbe glomerular filtrate will 
therefore by its osmotic tension retain fluid 
and increase tbe amount of urine eliminated. 

Then there is the group of “acid-forming” 
diuretics, of which ammonium chloride is 
perhaps the most popular member. As with 
any ammonium salt, in the body the ammo- 
nium is converted into urea, leaving free acid. 
The acid mobilizes tissue base, making tissue 
fluid available for elimination by the kidneys. 

Tbe xanthine diuretics form an important 
group of drugs. The mechanism of their 
action is still being debated. It has been 
stated by different observers that the xanthine 
diuretics act by increasing the number of 
functioning glomeruli, by increasing intra- 
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The Use of Diuretics 


Dr. Harry Gold: The conference today 
is on the subject of diuretics. 

We might find it more satisfactory, perhaps, 
to confine our discussions to the use of diu- 
retics in the treatment of heart failure, although 
if anyone has some burning questions about 
the use of diuretics in conditions otiier than 
heart failure, we might be able to consider 
those as well. 

The diuretics as an effective group of drugs 
represent a development of very recent years. 
I have put here a list of agents which I just 
learned alarmed Dr. Modell, who is going to 
discuss the pharmacology of the diuretics. 
They are: 

Caffeine Lithium 

Squill Turpentine 

Cantharides Uva ursi 

Buchu Cubebs 

These appear under the heading “Diuretics” 
in a textbook which was published as late as 
1925. It is called Practical Therapeutics. 

When that was ail we knew about diuretics, 
the patient with heart failure and congestion 
— let us take a typical case — the patient with 
luetic heart disease and aortic insufficiency, 
with edema and ascites, who failed to respond 
to digitalis, came into the hospital, and after 
receiving some of these choice remedies, had 
the fluid removed by means of paracentesis. 

This same textbook — and I think it is fairly 


ment is 1 cc. of pituitrin by mouth or by sub- 
cutaneous injection two or three times a day. 
Then it states: “The chief means of relief in 
cases of ascites is tapping.” 

That is the picture we had about fifteen or 
possibly twenty years ago. The patient with 
congestive heart failure, who no longer re- 
sponded to digitalis, was doomed. 

It is not so now. More than half of the 
patients with advanced congestive heart fail- 
ure, in whom digitalis no longer is effective, 
can be relieved of ascites, hydrothorax, edema, 
and subjective symptoms in a dramatic 
fashion by the use of this relatively new group 
of diuretic agents. Some of them are not new 
but they have been put to use in much larger 
doses. 

These agents are: (1) organic mercurials, 
(2) acid-forming diuretics, (3) xanthines, (4) 
urea, (5) bismuth sodium tartrate. 

The xanthines have been in use as diuretics 
for over fifty years, but they were never very 
effective until the fear that they might produce 
dangerous renal irritation proved to be un- 
founded, The doses were then increased from 
l 1 /: grains, once or twice a day, to 5, and even 
10 grains, two or three times a day. 

How do these newer diuretics act? Some- 
thing of the pharmacologic background is to 
be given by Dr. Modell. 

Dr. Walter Modell: If we define as 


representative of a practice which prevailed 
not very long ago — in giving an account of 
how to treat dropsy of heart failure, states in 
substance the following: Give a dose of some 
drastic purgative, such as elaterin, 1 / w grain 
by mouth, or compound jalap powder, or 
compound extract of colocynth. A good deal 
of emphasis is placed on the importance of 
purgatives in the treatment of cardiac dropsy. 
Digitalis is prescribed, and it is advised to 
have the prescription for powdered digitalis 
fortified with some powdered squill. The 
third item mentioned in this outline of treat- 


diuretics those substances which increase the 
rate of urine formation, we include some drugs 
which act only under the special circumstances 
found in particular diseases. It is therefore 
necessary in discussing the pharmacology of 
diuretics to consider the conditions under 
which the several diuretics will operate, and, 
further, to consider the various mechanisms of 
the production of edema, the specific symptom 
for which diuretics are used. 

Fluid exchange between the capillaries and 
the interstitial spaces is normally maintained 
at equilibrium by a balance in the capillary 
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be kept free of the symptoms and signs of 
heart failure by the continued use of diuretics, 
■whereas if he goes without them, they soon 
recur, regardless of other medication. 

Finally, I think it should be made clear that 
treatment with diuretics is effective regardless 
of the etiology of the heart disease, of the age 
of the patient, and of the rhythm of the heart. 

Unfortunately, in the treatment of ascites 
due to portal obstruction, the potent mercurial 
diuretics given intravenously are only occa- 
sionally useful. In a patient with massive 
ascites due to cirrhosis of the liver, it is almost 
impossible to remove the fluid completely by 
the use of mercurial diuretics alone. On the 
other hand, it is sometimes possible, after the 
ascites has been removed by abdominal para- 
centesis, to delay the recurrence of ascites 
and decrease the frequency of paracenteses 
by administering mercurials twice a week. 
Used in this fashion, a mercurial diuretic may 
be of real value in the treatment of portal 
obstruction. 

The third class of patients in whom we use 
diuretics with good effect are those who suffer 
from the nephrotic stage of chronic glomerular 
nephritis with generalized anasarca. Here it 
should be emphasized that under no circum- 
stances do we use these drugs if there is any 
evidence of active glomerular nephritis. The 
type of case in whom, we most often use diu- 
retics is one who is incapacitated by massive 
generalized anasarca resulting from hypo- 
proteinemia, who shows no appreciable num- 
ber of red blood cells in the urine and who has 
good renal function. To such a patient, urea 
or a mercurial may be given, often resulting 
in effective diuresis and marked reduction of 
edema. Here, too, the result is by no means 
so dramatic or so dependable as in the case of 
heart failure. When we use a mercurial in 
these patients, we follow them carefully, ex- 
amining the urine and chec kin g renal function 
frequently to determine whether the kidneys 
are being damaged. When we use urea as a 
diuretic, we check the blood urea nitrogen 
every two or three days to be sure that it is 
not being retained in the blood. 

We have found that when these precautions 
are observed, the drugs may be used with 
safety, and that they are often valuable ad- 
juncts to treatment. There is very good 
clinical evidence that patients with nephrosis 
may be given diuretics, including the mer- 
curials, over a long period of time without 
nny deleterious effect on the kidneys. 

Urea appears to be a very safe drug to use 
m most patients, and we seldom see any very 


marked accumulation of it in the blood stream 
as a consequence of using it, even in patients 
who exhibit some impairment of renal func- 
tion. 

A word about different drugs that we use as 
diuretics: First of all, there are the organic 
mercurial drugs such as salyrgan, mercupurin, 
and salyrgan with theophylline. These are 
the most potent diuretics we have. They 
are, as a rule, given intravenously, although 
intramuscular injections also induce diuresis. 
WTien a patient is given one of these drugs 
for the first time, it is wise to give an initial 
test dose of 0.5 cc. and then, if there is no un- 
toward effect, to give the full dose of 2 cc. on 
the following day. We usually administer 
2-ec. doses at intervals of two days and con- 
tinue the injections either until diuresis fails 
to occur, indicating that the patient is free of 
edema fluid, or for some reason or other the 
drug is no longer effective in producing 
diuresis. Some patients who have received 
several hundred injections of the drug over a 
period of years still continue to respond very' 
well and do not manifest any serious toxic 
effects. 

In the twenty-four-hour period following 
the injection of 2 cc. of mercupurin or salyrgan, 
usually about 2,000 cc. of urine is voided. 
Occasionally, one sees patients who pass as 
much as 7,000 or 8,000 cc. of urine in tw'enty- 
four hours after the injection. In general, 
it appears that the degree of the diuresis is in 
a measure related to the amount of fluid that 
has accumulated in the body. A patient with 
congestive heart failure who has massive 
pleural effusion, ascites and a swollen liver, 
and edema of the extremities, may pass 4,000 
or 5,000 cc. of urine following the first injec- 
tion, and then as his symptoms and signs 
become less and less severe, the diuresis, which 
follows each injection, becomes progressively 
less. 

One of the disadvantages of the mercurial 
diuretics is that they are effective only when 
given parenterally. Consequently, a patient 
that requires them must see the doctor for 
every injection. An attempt has been made 
to get away from this by using the drugs in the 
form of rectal suppositories. In that form 
they do provoke diuresis, but the effect is not 
so striking as when the drug is given parenter- 
ally. Moreover, they often produce rectal 
irritation, causing the patient such pain that 
he will no longer use them. 

Toxic effects from the mercurial diuretics 
occur rather infrequently and are seldom very 
severe. A small percentage of patients be- 
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capsular filtration pressure in the glomeruli, 
by increasing glomerular filterability, by in- 
creasing renal blood flow, by decreasing tubu- 
lar absorption, and by an extrarenal action 
that produces plasma dilution. It is definite, 
however, that the xanthine diuretics do have, 
to some extent, direct renal action. Diuresis 
can be induced by the xanthines in isolated 
kidneys. The importance of the circulatory 
action of the xanthine group in the mechanism 
of diuresis is not great, since diuresis appears 
before the circulatory action is in evidence 
and persists long after it has disappeared. 
It is probable that the xanthines exert a direct 
effect on the tubules to prevent fluid re- 
absorption. 

The mercurial diuretics are about the most 
potent diuretics we have. Here there is less 
question about their mode of action. A 
direct renal action has been demonstrated on 
isolated kidneys, and in vivo by the injection 
of the diuretic into one renal artery, producing 
one-sided diuresis. 

Both the mercurials and the xanthines 
increase the amount of chlorides and base 
excreted. The urinary chloride excreted is 
increased not only in total amount but also 
in actual concentration in the urine. Because 
of this, the production of massive or prolonged 
diuresis may drive the blood chlorides to low 
levels. It has been demonstrated that a nor- 
mal or nearly normal blood chloride level is 
required for good results from these drugs. 
In patients who have ceased to respond after 
repeated administration of these drugs, blood 
chloride levels have been found to be exceed- 
ingly low in many instances. After the 
chloride levels of the blood were restored to 
normal, the diuretics again became effective. 

In addition, some of the reactions such as 
nausea, dizziness, and weakness which have 
followed massive diuresis have been explained 
by the reduced level of blood chlorides and the 
loss of base. In some cases these symptoms 
may be easily relieved by the administration 
of salt. 

The use of combinations of diuretics is very 
widely practiced. One very common com- 
bination is that of an “acid-forming” diuretic 
and a mercurial. It is an empirical observa- 
tion that such a combination results in a 
synergism. In addition, the ammonium chlo- 
ride supplies chlorides and prevents its deple- 
tion in the body. 

It is common today to use a mixture of 
mercurial and xanthine diuretics— mercupurm 
or salyrgan-theophylline, rather than the 


mercurial alone. It is well to remember that 
these mixtures contain only a small proportion 
of theophylline (3 to 5 per cent), whereas the 
amount of the mercurial is considerably 
greater. This mixture was introduced origi- 
nally because it was thought that the combina- 
tion of a xanthine (operating, as was believed, 
on the glomeruli) and a mercurial (acting on 
the tubule) would combine the best features 
of both. That this is what actually happens 
has not been proved. 

Dr. Gold: Dr. Wheeler, will you discuss 
the clinical aspects of this problem? 

Dn. Charles H. Wheeler: The diuretic 
drugs are of use in three types of disease, the 
most important of which is congestive heart 
failure. They are far less dependable and effec- 
tive in portal obstruction, with massive ascites 
such as occurs with cirrhosis of the liver; and 
the so-called nephrotic stage of chronic glo- 
merular nephritis with generalized anasarca. 
Unfortunately, diuretics seem to be of little 
or no value in the treatment of exudates. For 
example, it is very unusual to see a good result 
from a diuretic drug in a patient suffering from 
tuberculous peritonitis with ascites, or in a 
patient who has a massive pleural effusion 
resulting from carcinomatosis of the pleura. 

Patients who suffer from congestive heart 
failure are far and away the most favorable 
subjects for the use of diuretics. Yet it is 
surprising how many physicians neglect the 
diuretics. It is not uncommon to see patients 
with severe congestive heart failure who have 
been treated in very excellent fashion with 
digitalis, restriction of fluid, salt, and other 
measures, but who have been allowed to suffer 
for weeks and months from symptoms and 
signs that could have been completely relieved 
in a very short time by the use of diuretics. 

A word should be said about the prophy- 
lactic use of diuretics in the treatment of con- 
gestive heart failure. They are often very 
useful in the treatment of patients who have 
symptoms of heart failure, such as severe 
dyspnea and orthopnea, or paroxysmal dysp- 
nea, and in whom physical signs, such as 
rales at the lung bases or edema, have not yet 
appeared. In such patients treatment with 
diuretics will often bring about striking relief 
of symptoms and will sometimes greatly delay 
the appearance of the full-blown picture of 
congestive heart failure. 

It is unwise, after relieving a patient with 
severe congestive heart failure of his symp- 
toms and signs by the use of diuretics, to turn 
him loose and not to continue the use of these 
substances. Very often such a patient can 
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be kept free of the symptoms and signs of 
heart failure by the continued use of diuretics, 
whereas if he goes without them, they soon 
recur, regardless of other medication. 

Finally, I think it should be made clear that 
treatment with diuretics is effective regardless 
of the etiology of the heart disease, of the age 
of the patient, and of the rhythm of the heart. 

Unfortunately, in the treatment of ascites 
due to portal obstruction, the potent mercurial 
diuretics given intravenously are only occa- 
sionally useful. In a patient with massive 
ascites due to cirrhosis of the liver, it is almost 
impossible to remove the fluid completely by 
the use of mercurial diuretics alone. On the 
other hand, it is sometimes possible, after the 
ascites has been removed by abdominal para- 
Cen / e ? S ’ dela y the recurrence of ascites 
and decrease the frequency of paracenteses 
by administering mercurials twice a week, 
se in this fashion, a mercurial diuretic may 
e of real value in the treatment of portal 
obstruction. 


he third class of patients in whom we use 
mretics with good effect are those w'ho suffer 
rom the nephrotic stage of chronic glomerular 
ntis with generalized anasarca. Here it 
s ould be emphasized that under no circum- 
s ances do we use these drugs if there is any 
evidence of active glomerular nephritis. The 
ype of case in whom we most often use diu- 
re lcs j? one "'ho is incapacitated by massive 
generalized anasarca resulting from hypo- 
protememia, who show's no appreciable num- 
er o red blood cells in the urine and who has 
goo renal function. To such a patient, urea 
in a ~. me f cur ‘dl m ay be given, often resulting 
e ective diuresis and marked reduction of 
® e , ma - Here, too, the result is by no means 
i mmahc or so dependable as in the case of 
ear failure. When we use a mercurial in 
ese patients, we follow them carefully, ex- 
amining the urine and checking renal function 
equently to determine whether the kidneys 
ijf ®. ln S damaged. When we use urea as a 
6 'f ’ We <dlec k' blood urea nitrogen 
r 'f7 . wo or three days to be sure that it is 
not being retained in the blood. 

e have found that when these precautions 
J° bserved > He drugs may be used with 
• ?’ and Hat they are often valuable ad- 

i. . , treatment. There is very good 
eV ‘ dence Hut patients with nephrosis 
„ ? , e given diuretics, including the mer- 
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J eleterious effect on the kidneys. 

■ rea a Ppears to be a very safe drug to use 
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marked accumulation of it in the blood stream 
as a consequence of using it, even in patients 
W'ho exhibit some impairment of renal func- 
tion. 

_ word about different drugs that w'e use as 
diuretics: First of all, there are the organic 
mercurial drugs such as salyrgan, mercupurin, 
and salyrgan with theophylline. These are 
the most potent diuretics we have. They 
are, as a rule, given intravenously, although 
intramuscular injections also induce diuresis. 
H hen a patient is given one of these drugs 
for the first time, it is wise to give an initial 
test dose of 0.5 cc. and then, if there is no un- 
toward effect, to give the full dose of 2 cc. on 
the following day. We usually administer 
2-cc. doses at intervals of two days and con- 
tinue the injections either until diuresis fails 
to occur, indicating that the patient is free of 
edema fluid, or for some reason or other the 
drug is no longer effective in producing 
diuresis. Some patients who have received 
several hundred injections of the drug over a 
period of years still continue to respond very 
w'ell and do not manifest any serious toxic 
effects. 

In the twenty-four-hour period following 
the injection of 2 cc. of mercupurin or salyrgan, 
usually about 2,000 cc. of urine is voided.’ 
Occasionally, one sees patients who pass as 
much as 7,000 or 8,000 cc. of urine in tw'enty- 
four hours after the injection. In general, 
it appears that the degree of the diuresis is in 
a measure related to the amount of fluid that 
has accumulated in the body. A patient with 
congestive heart failure who has massive 
pleural effusion, ascites and a swollen liver, 
and edema of the extremities, may pass 4,000 
or 5,000 cc. of urine following the first injec- 
tion, and then as his symptoms and signs 
become less and less severe, the diuresis, which 
follows each injection, becomes progressively 
less. 

One of the disadvantages of the mercurial 
diuretics is that they are effective only when 
given parenterally. Consequently, a patient 
that requires them must see the doctor for 
every injection. An attempt has been made 
to get away from this by using the drugs in the 
form of rectal suppositories. In that form 
they do provoke diuresis, but the effect is not 
so striking as when the drug is given parenter- 
ally. Moreover, they often produce rectal 
irritation, causing the patient such pain that 
he will no longer use them. 

Toxic effects from the mercurial diuretics 
occur rather infrequently and are seldom very 
severe. A small percentage of patients be- 
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come nauseated and vomit after intravenous 
injections and a few have diarrhea, but rarely 
are these severe enough to contraindicate the 
use of the drug. All of the mercurial diuretics 
produce severe local pain if even small para- 
venous injections are made. Salyrgan may 
actually produce a slough under such circum- 
stances, but mercupurin rarely does this. 
Similarly, salyrgan may produce a thrombosis 
of the vein into which it is repeatedly injected, 
but this also seldom occurs with mercupurin. 
For these reasons, mercupurin is perhaps to 
be preferred over salyrgan. 

In addition to the mercurials, there are 
available the xanthine diuretics. Those used 
most commonly are aminophylline, various 
salts of theobromine, and theocalcin. Physi- 
cians vary greatly in their preference for one 
or another of these substances, although it is 
difficult to find any evidence that any one is 
superior. In this hospital, for some reason, 
we favor theocalcin, probably more on the 
basis of prejudice than on any real evidence. 
It is taken in divided doses, usually 1 or 
1.5 Gm. four times a day by mouth. These 
drugs are, however, quite expensive, and a 
patient of small means often cannot afford 
them. Another disadvantage is that their 
effect varies greatly with different patients: 
some will respond most dramatically and pass 
1,000 or 2,000 cc. of urine daily as long as the 
drug is taken, while others will not have any 
diuresis at all. 

The toxic effects that follow the use of the 
xanthines are quite inconsequential. Nausea, 
occasionally with vomiting, is the reaction 
commonly encountered, and this is seldom 
severe enough to necessitate stopping the 
drug. 

Finally, a word about urea: Urea, like the 
xanthines, is taken in divided doses. We 
usually prescribe 30 cc. of a 50 per cent solu- 
tion of urea three times a day. It produces 
the same sort of moderate daily increase in the 
volume of urine that the xanthines do. Urea 
is a very good diuretic in the opinion of most 
people who have used it, and it often succeeds 
in patients in whom the xanthines have failed. 
Urea is very cheap, but an important disad- 
vantage is its horrible taste. Some patients 
cannot take the solution. Attempts are made 
to disguise the taste, and many people find 
that grape juice is a particularly effective 
vehicle. Toxic effects from the administra- 
tion of urea are unusual, but we have spoken 
previously of the necessity of following the 
blood urea nitrogen in order that the occa- 


sional occurrence of marked retention of the 
drug may be avoided. 

I agree with Dr. Modell about the use of 
these diuretics in combination. I think you 
would find, for example, that most of the 
patients with congestive heart failure being 
treated on the wards of this hospital are re- 
ceiving at the same time daily doses of a xan- 
thine diuretic such as theocalcin, injections of 
mercupurin every two or three days, and also 
daily doses of ammonium chloride. The 
latter is given not only because it has some 
diuretic effect, but also because in some way 
it seems to enhance the effect of the mercu- 
purin or the other mercurial diuretics. 

Dk. Gold: Well, you have heard a lot of 
statements about the diuretics. Would you 
like to take exception to anything that was 
said? Are there any questions? 

Dr. McKeen Cattell: Dr. Gold, you have 
not said anything about the last item in the 
list of newer diuretics. 

Dr. Wheeler: Dr. Gold, I should like to 
ask you a question, if I may. It is stated in 
the literature that a patient with massive 
edema who has been digitalized and then 
receives a dose of a mercurial diuretic, as a 
result of which he may put out 5,000 or 6,000 
cc. of urine, may redigitalize himself by 
mobilization of digitalis in the edema fluid. 
As a result he will develop symptoms and 
signs of digitalis intoxication following diure- 
sis. Personally, I have never seen that nor 
heard of it in this hospital. I wonder what 
your views are. 

Dr. Gold: There are then two questions: 
One is about the preparation, bismuth sodium 
tartrate. This was introduced as a diuretic 
way back in 1928, and the reports at that time 
w'ere extremely favorable. A dose of 30 mg. 
of sodium tartrate of bismuth injected intra- 
muscularly produced an effective diuresis in 
the patients that were then studied. The 
effect lasted with diminishing intensity for a 
period of four or five days. Some years after 
that another study w r as made on humans, in 
which the same general conclusion was 
reached — that sodium bismuth tartrate is 
very effective as a diuretic and sometimes 
causes diuresis when the organic mercurials 
have ceased to be effective. I understand the 
hospital in which this was first introduced, 
Leland Stanford, has used it extensively. 
Strange as it may seem, no one around here 
seems to have had any experience with it. 

Dr. Wheeler: So far as I know we have 
never used it here. 

Dr. Gold: It is something we ought to look 
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into. It is apparently an effective diuretic. 

With respect to digitalis poisoning after 
massive diuresis, there are a few studies in the 
literature suggesting that if a patient with 
marked ascites or hydrothorax and marked 
edema has been heavily digitalized, a copious 
diuresis after a mercurial will mobilize the 
digitalis glucoside which is stored up in this 
fluid and in that way redigitalize the patient. 
The evidence leaves something to be desired. 
I have never seen a case that I could be sure 
was due to that sort of change. We have all 
encountered patients who after a very vigor- 
ous diuresis develop symptoms — weakness, 
cramps in the muscles, prostration, and some- 
times even nausea and vomiting. There are 
so many factors that might be responsible for 
these symptoms. The loss of large quantities 
of sodium base gives rise to prostration. Also, 
shift of the acid-base equilibrium toward the 
base side because of chloride loss may lead to 
symptoms of alkalosis, with nausea and 
vomiting. 

Dr. Janet Travell: I once asked Dr. 
Eggleston about that and he said he never saw 
a case of redigitalization following profound 
diuresis. 

Dr. Wheeler: I should like to ask Dr. 
Modell whether there is any pharmacologic 
evidence indicating which of the xanthines is 
the most effective diuretic. 

Dr. Modell: Of the xanthines, caffeine 
is least used because of the central stimulation 
produced by diuretic doses, but I think it is 
more of an individual and clinical than a 
pharmacologic problem to discover which of 
the xanthines would be most effective in a 
particular case. 

Dr. Wheeler: There is no evidence that 
aminophylline is a more effective diuretic than 
theobromine sodium salicylate? 

Dn. Modell: I do not think there is any 
significant difference. 

Dr. Gold: I do not think there is much 
evidence to justify a choice. It is a problem 
as old as the problem of dosage. 

Dr. Wheeler: Then it is impossible to 
make a rational choice? 

Dr. Modell: Theocalein is stated to pro- 
duce less nausea. 

Dn. Wheeler: I think that nausea is just 
as common following theocalein as following 
theobromine. On the other hand, since we 
jrse so much more of the theocalein, it is 
hard to be sure. 

Dr. Gold: That surprises me, for the 
general statement about theocalein is that it 
produces less nausea and vomiting in effective 


doses. That was one of the reasons why the 
manufacturers introduced it. At one time 
that idea was prevalent about these parts, 
but apparently that has changed with more 
experience in its use. 

There is not much choice between theo- 
phylline and the double salts of theophylline, 
and theobromine and the double salts of 
theobromine. Each of these compounds was 
introduced with some statement regarding 
lesser irritant action on the gastrointestinal 
tract. I think Dr. Wheeler said that with 
the xanthines they are not troubled much by 
gastrointestinal symptoms. 

Dr. Wheeler: They occur, but they are 
not very severe as a rule. If they are severe, 
w r e discontinue the drug. 

Dr. Gold: Let us hear whether you would 
agree with this statement: In the endeavor 
to produce effective diuresis with any of the 
xanthines, nausea and vomiting or other 
gastrointestinal symptoms are produced in 
about 50 or 60 per cent of the cases. 

Dr. Wheeler: I would say nausea in about 
50 per cent of the cases, but not vomiting. 

Dr. Gold: It is very difficult to give effec- 
tive doses without irritating the gastrointes- 
tinal tract. These drugs irritate the gastro- 
intestinal tract in animals too, and large doses 
given to dogs produce ulceration in the stom- 
ach and bowel. 

Dr. Modell: I should like to mention that 
the organic mercurials are excreted almost 
quantitatively in the urine, and as long as 
there is good diuresis the excretion is fairly 
complete — SO to 90 per cent in twenty-four 
hours — but special caution must be taken 
when the organic mercurials do not produce 
diuresis. Then there may be retention of 
mercury in the body, and cumulation with 
repeated doses. 

Dr. Cattell: The same thing applies to 
other diuretics. 

Dr. Modell: Yes, but the feeling is strong 
about mercurials because the metal itself is 
so toxic. If the “acid-forming” diuretics are 
not excreted because of renal insufficiency, 
eventually the pH of the blood is reduced, 
and acidemia instead of acid urine is pro- 
duced. 

Dr. Gold: With regard to urea, it has been 
shown that there are patients who do not 
excrete urea very quickly, and after doses of 
the order of 2 or 3 ounces of urea a day the 
blood urea, levels can go up to 250 milligrams 
per cent; and when they do the patients 
sometimes become very drowsy. It is not 
dangerous, but it is an important symptom, 
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Urea produces in animals and in man symp- 
toms similar to those produced by the bar- 
biturates, in which urea is one of the basic 
groupings. 

Dn. Travell : If you give 2 cc. of organic 
mercurials in the initial dose, do you not 
sometimes encounter toxic reactions due to 
idiosyncrasies to these substances? 

Dr. Gold: That dose seems rather high. 

Dr. Wheeler: For four or five years and 
to hundreds of patients we have given an 
initial dose of 1 cc. just to be sure they would 
not get into trouble, but we never saw patients 
who reacted unfavorably to that dose, and so 
consequently the tendency now is to give a 
dose of 2 cc. initially. 

Dr. Gold: I would like to warn against it. 
There are individuals who pass 5 or 6 liters 
of urine a day after 0.5 cc. A large dose 
would result in more massive diureses, which 
could hardly take place without undue strain 
and distressing symptoms. Of course, a great 
many patients require larger doses, but one 
ought to test their tolerance with smaller 
ones. 

Let me tell you about one patient who had 
an idiosyncrasy. The patient received 1 cc. 
of mercupurin and nearly died. She de- 
veloped symptoms of shock within a few 
hours. Her temperature rose to 103 F. She 
vomited. She spent the next two weeks 
recovering from an ulcerative stomatitis. 
A dose of 1 cc. did a great deal of damage. 
We then gave doses of the order of 0.05 cc. 
Even these small doses produced sore gums. 
We wondered whether this response applied 
to other mercurial diuretics. Subsequently, 
we discovered that she could tolerate a dose 
of 2 cc. of salyrgan without any trouble. 
Such cases are rare, but they occur. 

Dr. Modell: I wonder whether Dr. 
Wheeler has noticed any difference between 
the effects of salyrgan and salyrgan-theo- 
phylline? 

Dr. Wheeler: I have not used enough of 
salyrgan-theophylline to have any opinion 
about it. 

Dr. Modell: How do you feel about the 
usefulness of the small amount of theo- 
phylline— intravenously — which these mix- 
tures contain? 

Dr. Gold: The amount of theophylline 
in any of these compounds is so very small. 

In the 1-oc. solution of mercupurin, it is only 
35 mg. Whatever the reason for the intro- 
duction of the theophylline into the compound 
it is a fact that the xanthines reduce the local 
irritant effect of mercury. Mix some bi- 


chloride of mercury with a xanthine and inject 
it subcutaneously; the local effect will be 
negligible, whereas the same amount of bi- 
chloride of mercury injected subcutaneously 
without the xanthine will produce pronounced 
irritation. The diminished irritant action 
may be related to the fact, shown by DeGraff 
and his coworkers recently, that the xanthine 
promotes the absorption of the mercury from 
the site of injection. 

There is a general trend now to put up 
organic mercurials in combination with the 
xanthine, even for intravenous injection. If 
any of the material is spilled into the sub- 
cutaneous tissues, all that results, instead of 
a slough, is a sensation of pinching, which 
lasts an hour or two, and disappears without 
any untoward effects. 

Student: If one fails to induce a diuresis 
with the first few doses of an organic mer- 
curial, how long should one continue to give 
it? 

Dr. Gold: Would you like to answer that, 
Dr. Wheeler? 

Dr. Wheeler: There is an important 
point that I should like to make in this con- 
nection. We occasionally do see patients who 
come into the hospital in severe congestive 
heart failure and who fail to show diuresis 
following injections of the mercurial diuretics 
given during the first few days after admission, 
who, after several days of rest and other forms 
of treatment, respond with a marked diuresis 
to a dose of a mercurial. Now to answer the 
question more specifically, I should think that 
if you have given two injections to a patient 
who was not in severe congestive failure and 
had observed no diuresis from either, there 
would be little likelihood that any further 
doses would be effective, and the further use 
of the mercurials should be attended with 
caution. 

Student: How rapidly would you say it 
is safe to remove a massive anasarca from 
the patient by the use of diuretics? 

Dr. Wheeler: We remove it as rapidly as 
possible with theocalcin, ammonium chloride, 
and mercupurin all at the same time, in addi- 
tion to whatever other medication, such as 
digitalis, is being given. As Dr. Gold says, 
one occasionally sees untoward effects. In 
addition, many patients may be considerably- 
fatigued by the passage of 6,000 or 7,000 cc. 
of urine in one day. However, it is our feeling 
that this may be disregarded when there is 
urgent need of relieving severe failure. There 
are a number of reasons why it appears im- 
portant to reduce the degree of severe cardiac 
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decompensation as rapidly as possible. For 
example, a patient with severe passive con- 
gestion of the lungs is particularly susceptible 
to bronchopneumonia, and the risk of this 
serious complication may be lessened by a 
rapid reduction in the degree of congestion. 

Dr. Gold: I am afraid we have time only 
for a summary by Dr. Modell. 

Dr. Modell: I think that you summed up 
for us in your introduction, Dr. Gold. 

When effective diuretics were added to the 
list of useful drugs, the lives of many cardiacs 
who no longer were being benefited by digi- 
talis were prolonged and made tolerable. 
This is not to be underestimated since, as has 
been pointed out, patients may respond to 
hundreds of doses of effective diuretics given 
regularly over a period of many years. Un- 
fortunately, however, only the cardiac patient 
can depend on this type of relief. 

The choice of a particular diuretic depends 
on how urgent the need for relief is, whether 
renal damage is present, whether the patient 
can conveniently appear at the doctor’s office 
for frequent injections, whether he can bear 


ioi 

the taste of urea, and whether in him tt 
xanthines produce gastric distress. 

The mercurials are dependable and, e: 
pecially in combination with an “acid-fom 
mg” diuretic, may induce profound diures 
and dramatic relief of congestive heart failurt 
On the other hand, the mercurials should b 
used with caution since, aside from the dange 
of the mercury, profound diuresis, itself, ma 
cause unpleasant symptoms. There may b 
a tendency in medical circles today to us 
appreciably larger doses of the mercurials tba 
are actually needed to induce an adequate flot 
of urine. 

The xanthine diuretics, although quit 
effective when administered orally, unfortu 
nately produce gastric distress in so man; 
patients that a relatively large proportioi 
refuse to take them; nevertheless, theyshoulc 
be tried. 

Urea is still one of our most effective di 
uretics, and despite its decidedly unpleasan’ 
taste, which is its only real disadvantage, il 
should be used much more widely. It b 
perhaps the safest of the diuretics. 


PSYCHOANALYST ON STAGE EARNS DOCTORS’ PRAISE 


Probably the most unusual collection of fan 
letters ever received by an actor is owned by 
Donald Randolph, the man who has been psycho- 
analyzing Gertrude Lawrence for more than a 
year in Lady in the Dark. The value of this col- 
lection, according to Randolph, is to be measured 
not by volume but rather by its content and 
authors. They are letters of praise, criticism, or 
analysis of Randolph’s performance from many 
of _the_ seventy accredited psychoanalysts prac- 
ticing in New York City. 

As Dr. Brooks, the psychiatrist to whom Miss 
Lawrence, as Liza Elliott, unburdens her soul, 
Randolph is the first actor to portray a psycho- 
analyst at work. Never having been psycho- 
analyzed himself, not knowing anyone who had 
been, and never having seen even a reasonable 
facsimile of an analyst at work on the stage, 
Randolph approached his role, one might say, as 
a man in the dark. One of Randolph’s night- 
mares is prompted by his imagining the type of 
letters he might have received if he had not been 
guided through rehearsals by Moss Hart, director 
as well as author of Lady in the Dark, who had 
had considerable experience with psychoanalysis 
and was able to suggest the proper approach. 

1 have been called to task by several well-known 
psychiatrists for minor breaches of psychoanalyti- 
cal technique and etiquette. Some of the boys 
we pretty finicky about the fine points of their 
profession. There's one thing I do which nearly 


all of my correspondents have pointed out is un- 
orthodox. Here is a passage from one of these 
letters: ‘It’s a rare pleasure to be afforded so 
splendid an opportunity for identification with 
an actor on the stage as is furnished to psycho- 
analysts by the role you portray. The medical 
doctor, the surgeon and even the veterinarian has 
seen himself portrayed over and over again on 
the stage and screen, but never before the psycho- 
analyst. Perhaps for that very reason I cannot 
refrain from calling your attention to an incident 
during the course of your psychoanalysis of Ger- 
trude Lawrence which would never take place at 
that stage of the analysis. I refer to the scene 
in which you permit the patient to rise from the 
recumbent position on the couch and wander 
about the room while she relates her fantasies and 
dreams. This happens during what purports to 
be the first week of the analysis. Such a thing 
never would be permitted in an actual case. Not 
until a patient is well on his way to being cured — 
which usually is not before a year — would a doc- 
tor permit a patient to rise from the couch and 
talk directly to him. Please do not regard this as 
a serious criticism of either your performance or 
the play. It is not intended as such. I thought 
you might be interested in knowing the one point 
at which you and the character you play veer 
from strict authenticity.’ ” 

— Reprinted with permission from The Hew York 
Herald Tribune 
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Urea produces in animals and in man symp- chloride of mercury with a xanthine and inject 
toms similar to those produced by the bar- it subcutaneously; the local effect will be 
biturates, in which urea is one of the basic negligible, whereas the same amount of bi- 
groupings. chloride of mercury injected subcutaneously 

Dr. Travell: If you give 2 cc, of organic without the xanthine will produce pronounced 
mercurials in the initial dose, do you not irritation. The diminished irritant action 
sometimes encounter toxic reactions due to may be related to the fact, shown by DeGraff 
idiosyncrasies to these substances? and his coworkers recently, that the xanthine 

Dr. Gold: That dose seems rather high. promotes the absorption of the mercury from 

Dr. Wheeler: For four or five years and the site of injection, 
to hundreds of patients we have given an There is a general trend now to put up 
initial dose of 1 cc. just to be sure they w'ould organic mercurials in combination with the 
not get into trouble, but we never saw patients xanthine, even for intravenous injection. If 
who reacted unfavorably to that dose, and so any of the material is spilled into the sub- 
consequently the tendency now is to give a cutaneous tissues, all that results, instead of 
dose of 2 cc. initially. a slough, is a sensation of pinching, which 

Dr. Gold: I would like to warn against it. lasts an hour or two, and disappears without 
There are individuals who pass 5 or 6 liters any untoward effects, 
of urine a day after 0.5 cc. A large dose Student: If one fails to induce a diuresis 
would result in more massive diureses, which with the first few doses of an organic mer- 
could hardly take place •without undue strain curial, how long should one continue to give 
and distressing symptoms. Of course, a great it? 

many patients require larger doses, but one Dr. Gold: Would you like to answer that, 
ought to test their tolerance with smaller Dr. Wheeler? 

ones. Dr. Wheeler: There is an important 

Let me tell you about one patient who had point that I should like to make in this con- 
an idiosyncrasy. The patient received 1 cc. nection. We occasionally do see patients who 
of mercupurin and nearly died. She de- come into the hospital in severe congestive 
veloped symptoms of shock within a few heart failure and who fail to show diuresis 
hours. Her temperature rose to 103 F. She following injections of the mercurial diuretics 
vomited. She spent the next two weeks given during the first few days after admission, 
recovering from an ulcerative stomatitis, who, after several days of rest and other forms 
A dose of 1 cc. did a great deal of damage, of treatment, respond with a marked diuresis 
We then gave doses of the order of 0.05 cc. to a dose of a mercurial. Now to answer the 
Even these small doses produced sore gums, question more specifically, I should think that 
We wondered whether this response applied if you have given two injections to a patient 
to other mercurial diuretics. Subsequently, who was not in severe congestive failure and 
we discovered that she could tolerate a dose had observed no diuresis from either, there 
of 2 cc. of salyrgan without any trouble, would be little likelihood that any further 
Such cases are rare, but they occur. doses would be effective, and the further use 

Dr. Modell: I wonder whether Dr. of the mercurials should be attended with 
Wheeler has noticed any difference between caution. 

the effects of salyrgan and salyrgan-theo- Student: How rapidly would you say it 
phylline? is safe to remove a massive anasarca from 

Dr. Wheeler: I have not used enough of the patient by the use of diuretics? 
salyrgan-theophylline to have any opinion Dr. Wheeler: We remove it as rapidly as 
about it. possible with theoealcin, ammonium chloride, 

Dr. Modell: How do you feel about the and mercupurin all at the same time, in addi- 
usefulness of the small amount of theo- tion to whatever other medication, such as 
phylline— intravenously— which these mix- digitalis, is being given. As Dr. Gold says, 
tures contain? one occasionally sees untoward effects. In 

— ' " ' addition, many patients may be considerably 

fatigued by the passage of 6,000 or 7,000 cc. 
of urine in one day. However, it is our feeling 
that this may be disregarded when there is 
urgent need of relieving severe failure. There 
are a number of reasons why it appears im- 
portant to reduce the degree of severe cardiac 


Dr. Gold: The amount or tueopnyinne 
in any of these compounds is so very small. 
In the 1-cc. solution of mercupurin, it is only 
35 mg. Whatever the reason for the intro- 
duction of the theophylline into the compound, 
it is a fact that the xanthines reduce the local 
irritant effect of mercury. Mix some bi- 
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Medical Preparedness 

The information printed below with reference to the Blood and Plasma Bank Program of 
the Medical Division of the Office of Civilian Defense was received from George Baehr M.D . 
Chief medical Officer. The regulations governing grants to hospitals were contained in a 
release from the U. S. Public Health Service. 


Blood and Blood Plasma Bank Program 


T? EGULATIONS for the administration of 
-LV the Blood and Plasma Bank Program of 
the Medical Division of the United States Office 
of Civilian Defense have now been prescribed, 
and funds are available for grants to assist ap- 
proved hospitals in establishing blood and 
plasma banks. Only hospitals within 300 miles 
of the Atlantic, Pacific, or Gulf coasts are eligible 
for such grants. After July 1, 1942, these geo- 
graphical restrictions may be modified, so that 
grants may be made to inland hospitals. Appli- 
cations should be addressed to the Chief Medical 
Officer, United States Office of Civilian Defense, 
Washington, D. C. 

Technical manuals on blood and plasma hanks, 
prepared by the Subcommittee on Blood Sub- 
stitutes of the Division of Medical Sciences, 
National Research Council, are now available 
for distribution on request of any hospital to the 
Chief Medical Officer, Office of Civilian Defense. 

The Red Cross has established eighteen donor 
centers in various parts of the country, which are 
successful in obtaining an adequate supply of 
blood donors for military purposes. Blood for 
the production of dried plasma for Civilian De- 
fense purposes will also be obtained from these 
sources. 

Hospitals which establish their own blood and 
plasma banks with the financial assistance of the 
Office of Civilian Defense are advised to build up 
their reserves of blood and plasma by expanding 
blood collection from relatives and friends of 
patients who are to receive transfusions. A 
public campaign for volunteer donors that might 
compete with the work of the Red Cross should 
be avoided if possible. If public solicitation is 
necessary, hospitals should appeal to the local 
chapters of the American Red Cross for assist- 
ance in recruiting hospital donors. Blood donor 
campaigns by agencies other than the Red Cross 
will tend to confuse the public and may inter- 
fere with the blood collection by the Red Cross 
for the armed forces. 

Regulations Governing Grants to Hospitals 
for Establishing Reserves of Blood Plasma 

On April 11, 1942, there was allotted from 
the “Emergency Fund for the President" to the 
United States Public Health Service the amount 
of S292,500, “to be expended by said Public 
Health Service in connection with emergencies 
affecting the national security and defense for 
procuring and establishing either independently 
or subject to regulations to be promulgated by 
the Surgeon General, by grants to public and 
private hospitals located not more than 300 
miles from ocean or Gulf Coast, reserves of 
liquid, frozen, or dry blood or ; serum 

albumin for the treatment^ 
suiting from enemy action. 


of casualties 
The following regu- 


lations are promulgated to govern the adminis- 
tration of this allotment: 

Section I. Eligibility for Grants. — Preference 
shall be given to hospitals serving communities 
whose geographical locations imply a likelihood 
of civilian casualties from enemy action, and 
which are inadequately equipped to handle such 
casualties. 

To be eh'gible for a grant, a public or private 
hospital located not more than 300 miles from 
ocean or Gulf Coast* shall: 

1. Have a capacity of not less than 200 beds, 
exclusive of bassinets, provided that two or 
more smaller hospitals totaling 200 beds may 
submit a cooperative project designating one 
of the participating hospitals as the grantee. 

2. Be on the approved list of the American 
College of Surgeons and the Hospital Register 
of the American Medical Association. 

3. Have on the professional staff a physician 
whose qualifications are the equivalent of those 
required by the American Board of Pathology 
for its diplomates. 

Section II. Approval of Plans. — A grant shall 
cover a period of not more than twelve months 
following the approval of the plan, or not be- 
yond June 30, 1943, and may be used only for 
the purpose of equipment necessary for the 
preparation of liquid or frozen plasma, recondi- 
tioning or minor alterations of existing quarters, 
necessary travel and subsistence allowance of 
S6.00 a day to cover a training period, if required, 
of not more than one week, for the physician di- 
recting the blood plasma project, and temporary 
salaries of personnel necessary for the estab- 
lishment of a blood and plasma project. 

The maximum grant for one hospital is $2,000. 

A hospital desiring to receive a grant shall 
submit a plan to the Chief Medical Officer, Office 
of Civilian Defense, who is authorized to receive 
such plans on behalf of the Surgeon General of 
the United States Public Health Service. A 
plan shall contain the following information: 

1. The number of hospital beds, classified 
according to use. 

2. The name and qualifications of the physi- 
cian who will direct the plasma project. 

3. Description of present blood and plasma 
project, if any. 

4. The type and amount of plasma reserves 
which the institution desires to prepare. 

5. The delivered price of equipment neces- 
sary to complete the existing facilities for pre- 
paring such plasma — such items to be numbered 
and described in accordance noth the equip- 
ment inventory in “A Manual on Citrated Normal 

* The Appropriation Act for the fiscal year 1943 may 
not limit grants to hospitals within this geographical 
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Human Blood Plasma,” issued by the Office of 
Civilian Defense — or equivalent approved sub- 
stitute equipment. 

6. The materials or labor, if any, needed for 
adapting existing quarters to the needs of the 
blood plasma project. 

7. The salaries, if any, to be paid additional 
personnel until the plasma reserve has been 
prepared. Salary items shall also show the pro- 
posed periods of employment for each individual 
and the proposed monthly rates of pay. 

When a plan is recommended by the Chief 
Medical Officer of the Office of Civilian Defense 
for the approval of the Surgeon General, the 
hospital will be furnished a budget and accept- 
ance form to be signed, notarized, and returned 
to the Chief Medical Officer, Office of Civilian 
Defense. 

Section III. Conditions of Grants. — 1. The 
hospital shall agree to build up a plasma reserve 
of at least one unit per bed within three months 
after delivery of the necessary equipment. A 
unit of plasma is that amount derived from 
500 cc. of citrated whole blood, consisting of 
about 250 cc. of liquid plasma. 

2. The agreed amount of plasma reserve 
shall be maintained for use without charge and 
only for treatment of casualties caused by enemy 
action. The reserve shall be released for use in 
other local hospitals for this purpose on order 
of the local Chief of Emergency Medical Service 
and for transfer within the state on order of the 
State Chief of Emergency Medical Service, or 
transferred from one state to another on the 
order of the Regional Medical Officer, Office of 
Civilian Defense. 

3. Liquid plasma shall be kept from being 
outdated by replacement of older by newer 
plasma. Replaced units may be utilized for 
current needs of the hospital in the treatment of 
its regular patients, provided the plasma reserve 
shall not be allowed to fall below the stated 
minimum. 

4. All plasma shall be prepared in accord- 
ance with manuals of the Office of Civilian 
Defense prepared by the Subcommittee on 
Blood Substitutes of the National Research 
Council. 

5. The hospital shall agree to continue the 
plasma project for its current needs after the 
expiration of the Federal Grant and to maintain 
for the duration of the war the minimum stated 
reserve; thereafter the reserve may be used by 
the hospital without restriction. 

6. A record shall be kept of all blood donors, 


including their blood types, to expedite ob- 
taining donors for emergencies. 

7. No funds made available under the grant 
shall be used for the payment of blood donors. 

8. Any blood plasma project under this 
program shall be subject to inspection by author- 
ized representatives of the Surgeon General of 
the Public Health Service. 

Section IV. Method of Payment . — Payments 
will be made on a reimbursement basis for 'ex- 
penditures made in accordance with the ap- 
proved budget. Applications for reimburse- 
ment shall be notarized and addressed to the 
Chief Medical Officer, Office of Civilian Defense. 
The procedure for payment will be as follows: 

1. Payments from the allotment to cover the 
purchases of nonexpendable equipment aggre- 
gating 8300 or more will be paid upon receipt 
from the authorized administrative head and 
accounting officer of the hospital of an itemized 
statement of the purchases, supported by in- 
voices showing the date of delivery of such equip- 
ment. 

2. Payment will be made for the authorized 
training expenses of the physician who is to 
direct the blood plasma project, whenever the 
hospital presents a notarized claim itemizing 
the travel and per diem allowance incident to the 
training. 

3. Reimbursement for other items of the 
approved budget will begin only after actual 
production of blood plasma is started. During 
the first three months of production, reimburse- 
ment will be made on a monthly basis, and 
quarterly thereafter, for the duration of the 
grant. Such reimbursement will be made only 
upon receipt of a report form prescribed by the 
Surgeon General from the institution showing 
expenditures incurred during the period, total 
plasma prepared during the month, and the 
total reserve on hand to date. 

4. Payments may be withheld, and plasma 
produced as part of this project may be trans- 
ferred by the Surgeon General from any hospital 
which fails to meet the conditions of the grant or 
to comply with the regulations. 

5. Each hospital shall submit monthly re- 
ports during the period of the grant, showing 
the amounts of plasma on hand and used; there- 
after, for the duration of the war, the hospital 
shall submit such reports quarterly on its use of 
the plasma. 

6. Hospitals shall submit promptly reports 
including clinical abstracts of any untoward 
experiences encountered in the use of plasma, 
for the duration of the war. 


N. Y. U. OFFERS SPECIAL COURSES 
In order to meet the national emergency and 
to enable graduate students to obtain basic train- 
ing of value in support of the war effort, the 
Graduate School of Arts and Science, New York 
University, is offering the following courses as 
part of their regular twelve weeks Summer Ses- 

S *°Haenmtology ^dMicfo-Technique (Biology) 


Biochemistry and Nutrition (Biology) 
Advanced Laboratory Techniques (Physics) 
Semi-Microqualitative Organic Analysis 
(Chemistry) . 

Organic Synthesis (Chemistry) 

All of the above courses may be applied as 
credit toward an advanced degree. 




Postgraduate Medical Education 


u^ a ^T a, l 9 .i d l 1 ! ^ Council Comrnmee on Public Health a, id Education of the 
Medical Society of the Stale of New York mil henceforth be published in this section of the 
Journal Members of the committee are Oliver W. H. Mitchell, M.D., chairman (428 
Greenwood Place, Syracuse ); George Baehr, M.D.; and Charles D. Post, M.D. 


Caacer Teaching Day 


A Cancer Teaching Day will be held in Buf- 
falo on Thursday, June IS, at 2:00 p.ir., in the 
Hotel Statler. 

Participating organizations will be the Erie 
County Medical Society, the University of Buf- 
falo School of Medicine, the Eighth District 
Branch of the New York State Medical Society, 
the Medical Society of the State of New York, 
and the New York State Department of Health, 
Division of Cancer Control 
The following program will be given: 

Cancer of the Larynx — Early Diagnosis and 
Criteria for the Selection of Methods of Treat- 
ment. ( Illustrated by motion pictures and 
lantern slides.) 

Dr. Chevalier L. Jackson, professor of clini- 
cal bronchoscopy and esophagoscopy, 
School of Medicine, Temple University, 
Philadelphia. 

Hematuria and Cancer of the Genitourinary 
Tract. 

Dr. George F. Cabill, professor of urology, 
College of Physicians and Surgeons, 
Columbia University, New York City. 

Carcinoma of the Breast — Diagnosis, Treatment, 
and Results. 


Dr. Frank E. Adair, executive officer, Memo- 
rial Hospital, New York City. 

Surgery and Radiation in the Treatment of 
Malignancies of the Colon and Rectum. 

Dr. Thomas E. Jones, surgeon, Cleveland 
Clinic, Cleveland, Ohio. 

Recent Studies in the Production of Cancer by 
Chemical Compounds, the Conditioned De- 
ficiency as a Mechanism. 

Dr. Cornelius P. Rhoads, director, Memorial 
Hospital, New York City. 

A dinner will be held at 6:30 p,M., followed by 
the last talk. Dinner tickets may be secured at 
the Registration Desk. 


On May 14, Dr. Haven Emerson, of The De 
Lamar Institute of Public Health, Columbia 
University, College of Physicians and Surgeons, 
spoke at a meeting of the St. Lawrence County 
Medical Society at Ogdensburg. His subject 
was "The Private Physician's Place in Public 
Health." 


AMBULANCE UNIT DOING GOOD WORK 
To the Editor of The New York Times: 

I should like to refer to the report sent by 
Harrison Forman horn Chungking concerning 
the work of the Friends Ambulance Unit in 
China and Burma. I have just arrived in this 
country from China, having spent some five 
months as a member of this unit, and I think it 
should be pointed out that many of the trucks 
and ambulances used in evacuating the medical 
supplies from Burma were a gift from the British- 
American Ambulance Corps. 

The unit in China is composed of British, 
American, and Chinese representatives and has 
been generously financed by the United China 
Relief. I feel that the work of the unit is espe- 
cially significant, because it represents a joint 
American and British effort of cooperation and 
sympathy with the Chinese people. . 

The FAU is doing two types of work m China. 

One is purely medical, in which our five doctors 
are usin- the mobile hospital unit which was sent 
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out from this country, and doing a great deal of 
major surgery. The other — and this is the chief 
relief problem in China today — is in distributing 
medical supplies to hospitals all over the country. 
We have organized a convoy system, by which 
we are transporting drugs and other supplies for 
the International Relief Committee, the National 
Health Administration, and the Chinese Red 
Cross. Of great help in keeping the trucks in 
good condition is the mobile repair shop, which 
also was built in this country. 

Although the Burma Road lias now been cut, 
thus drastically limiting the supplies of gasoline 
that can be taken into China, the work can still 
continue. It is possible to convert trucks from 
gasoline-burning to charcoal-burning, and sev- 
eral of our trucks have already been converted 
and are performing well. 

Christopher Shakssan 
New York, May 1, 1942 --Reprinted with permis- 
sion fromjhe New York Times 
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Why let a busy mother 
upset your formula balance? 


HpHE optimal NUTRITION which your baby 
feeding prescriptions provide . . . may be 
lost through errors in formula preparation. 

for even the best-intentioned mothers may 
ma ke mistakes in measuring. Or leave out im- 
portant supplements. Or fail to follow instruc- 
tions completely. 

Siolac makes suck formula errors all but im- 
possible, because: 

1- Formulas are made by simply diluting 
Biolac with water. 

2- Biolac provides completely for all the 
nutritional requirements of early infancy 
except for vitamin C. 

3 - No supplementary formula ingredients 
are necessary. 


4. The adequate carbohydrate content of 
Biolac is processed in the milk, is in equi- 
librium and is sterile. 

5. The nutritional completeness of Biolac 
is guaranteed by strict laboratory control 
of manufacturing operations and assays of 
product composition which are recognized 
in its A.M.A. Council acceptance. 

Thus in prescribing Biolac you have these 
extra assurances that your babies will actually 
receive in their formulas the optimal nutri- 
tion you prescribe. 

Biolac nutritional values equal or exceed 
recognized standards. For complete informa- 
tion, write Borden’s Prescription Products 
Division, 350 Madison Ave., New York, N. Y. 


Biolac is prepared from whole milk, skim milk, lactose, vitamin Bt, concentrate of vitamins A 
and D from cod liver oil, and ferric citrate. It is evaporated, homogenized, and sterilized. 



'73c?de4i/i BIOLAC 

A BORDEN PRESCRIPTION PRODUCT 
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Medical News 


We Thank the County Society Secretaries 

... . who sent in news of their county activities in answer to the memorandum of May 8. 
We want to hear from all of you regularly. The deadline dates for copy are the twenty- 
eighth and thirteenth of each month, respectively. Even though many of the regular 
society matings have adjourned for the summer there is still much local news of great 
interest. We again urge you to forward it to us, and we should appreciate your having 
the copy typed double spaced. — Editors. 


County News 


Albany County 

At the March meeting of the county society, 
held on the twenty-fifth in the auditorium of the 
Albany College of Pharmacy, Dr. Arthur J. Be- 
dell, of Albany, spoke on "Ophthalmoscopy and 
the Conservation of Health." 

A comprehensive demonstration of koda- 
chrome slides stressed the diagnosis and prognosis 
of diabetes, tuberculosis, syphilis, nephritis, 
and hypertension. The extreme importance of 
ophthalmoscopy was explained, new photographs 
were presented, and questions were answered. 

Because of the increasing interest in diseases 
of the Far East, Dr. Bedell showed some of his 
unusual pictures of leprosy. 

Discussion was by Dr. James F. Rooney, 
Dr. R. J. Erickson, and Dr. Rudolph Reude- 
mann, Jr. 

Luncheon was served by the Woman’s Aux- 
iliary, following the meeting. 

At the meeting of the county society on April 
22, Dr. David M. Bosworth, of New York City, 
spoke on “Shoulder Lesions,” illustrating his 
talk with colored slides and colored movies. 

Discussion was by Dr. Philip L. Forster and 
Dr. Thomas J. O’Donnell. 

At a special observance of Mother’s Day in 
Albany, officers of the Albany County Medical 
Society pointed out that the city of Albany is 
tied for second place for the lowest maternal 
death rate among American cities, and that 
figures reveal the Albany birth rate to be steadily 
increasing.* 

Among four persons awarded honorary degrees 
by Rensselaer Polytechnic Institute, Troy, at 
Commencement on May 17, was Dr. John A. 
Sampson, Albany County surgeon and pro- 
fessor of gynecology at Albany Medical Col- 
lege, as well as senior gynecologist at Albany 
Hospital. * 


Broome County 

The March meeting of the county society was 
held at the Nurses Residence, Charles S. Wilson 
Memorial Hospital, Johnson City. The mem- 
bers of the society were dinner guests of the 
medical department of the Endicott-Johnson 

C Th^speaker of the evening was Dr. Reginald 
Fitz, of Boston, whose subject was Cluneal 


Aspects of Jaundice. . 

At this meeting the following motion was 
nassed: "Resolved that the treasurer of the 
Broome County Medical Society be and hereby 


is empowered to withdraw from the society’s 
savings or interest account a sum sufficient to 
purchase one SI, 000 Government Defense Bond, 
Series G." 

At the meeting on April 14, Dr. Philip D. 
Allen, attending surgeon, Knickerbocker and 
Bellevue hospitals, New York City, presented 
“Photochrome Photographs of Fresh Surgical 
Material.” 

The meeting on May 12 was held in the audi- 
torium of the Binghamton City Hospital. Dr. 
Henry C. Marble, assistant professor of surgery, 
Harvard University, spoke on “Trauma of the 
Hand.” Dr. Marble stressed particularly the 
care of wounds under war conditions, where the 
surgeon is limited in his choice of procedures. 
He also noted the great progress that has been 
made in the care of the wounded since the last 
war, particularly in the use of sulfa drugs in open 
wounds. 

A short course in First-Aid instruction was 
given for members of the society on March 20 
and 27 at Phelps Hall, Binghamton City Hos- 
pital. The course was given by Dr. John R. 
Montgomery, formerly a Red Cross physician. 

Dr. William Creighton Garvin, superintend- 
ent of the Binghamton State Hospital for 
eighteen years, died March 3, after a long illness. 
Dr. Garvin was born on November 30, 1873, in 
Philadelphia. He was widely known in eastern 
medical circles. He was a student of psychiatry 
and a well-known figure in the health and hy- 
giene field in New York State. After he was 
graduated from the College of Physicians and 
Surgeons of Columbia University in 1903, he 
served as an intern in the City, the Lying-In, 
and the Foundling hospitals in New York City. 
He became junior physician at the Manhattan 
State Hospital, Ward’s Island, New York City, 
and in 1915 was appointed to the King’s Park 
Hospital. In 1918, he became superintendent 
of this institution and remained there until bis 
appointment as superintendentof the Binghamton 

State Hospital in 1924. 

Dr. Henry C. Smith, 29 Riverside Drive, 
Binghamton, has entered active service in the 
Navy Medical Corps, with the rank of Lieuten- 
ant-Commander. Dr. Smith is at present sta- 
tioned at the Chelsea Naval Base Hospital, 
Chelsea, Massachusetts.' H. Jackson King, 
M.D., Secretary. 

Bronx County 

At the regular meeting of the county society 
on March 18, there was a symposium on Pe- 

[Continued on page 11 OS] 
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ripheral Vascular Diseases”: “Medical Aspects 
of Peripheral Vascular Disease,” by Dr. 
Irving Sherwood Wright; “Surgical Aspects of 
Peripheral Vascular Disease,” by Dr. Beverly 
Chew Smith; and discussion, by Dr. Gamliel 
Saland and Dr. Thomas J. O’Kane. 

Following the executive session at the meeting 
on April 15, Dr. John J. Moorhead, of New York 
City, spoke on “Surgical Methods During the 
Pearl Harbor Attack,” followed by Dr. Morris 
Fishbein, whose subject was “The Procurement 
and Assignment Service.” 

Dr. Hugh H. Young, of Baltimore, was the 
speaker at the county society meeting on May 
20. He talked on “Hypertrophy and Cancer 
of the Prostate." Discussion was led by Dr. 
Benjamin Barringer and Dr. Isidor Palais. 

Dr. Frederick W. Williams, vice-president, 
presided in the absence of Dr. Abner Stern who 
reported for active duty in the Army on May 14. 

Cayuga County 


and has been assigned to Barksdale Field, 
Shreveport, Louisiana. He has been associated 
with Dr. Arthur C. Smith since 1937. 

“In line with the Army’s calling into service 
of younger physicians, Dr. Ross E. Hobler ex- 
pects to be commissioned and called to duty 
soon.” 

Dutchess County 

Dr. John J. Moorhead spoke on his surgical 
experiences at Pearl Harbor at the regular meet- 
ing of the county medical society held on March 
13 at the Amrita Club, Poughkeepsie. 

The society had as its speaker at the April 
meeting, Dr. Howard W. Neail, assistant medi- 
cal examiner of the City of New York (Queens 
County), who spoke on his work. 

At the regular meeting of the society on 
May 13 a technicolor motion picture with sound 
was shown on “Sex Hormones, Physiology, 
Diagnosis, and Therapy,” through the courtesy 
of Parke, Davis and Company'. 


Dr. John M. Swan, of Rochester, executive 
secretary of the New York State Committee of 
the American Society for the Control of Cancer, 
was the guest speaker at a public meeting held 
at the Chamber of Commerce in Auburn on May 
6. His subject was “The Prevention and Control 
of Cancer.” The meeting was sponsored by the 
Cayuga County Medical Society, the Cayuga 
Health Association, and the Auburn Community 
Council. Dr. Harry S. Bull, chairman of the 
Cayuga County Committee of the American 
Society for the Control of Cancer, presided. * 

Chautauqua County 

“The Emergency Medical Service is rapidly 
gaining completion here under the capable super- 
vision of Dr. George W. Cottis as chief. No 
less than 104 medical professionals are identified 
with the unit, including every doctor in the city, 
with Dr. W. Gifford Hayward as vice chief,” 
says the Jamestoim Post Journal, May 7. 

Chemung County 

The regular March business meeting of the 
county society, together with the annual meet- 
ing of the Health and Credit Service, Inc. (the 
Doctor’s Business Bureau) was held on March 
25 at the Arnot-Ogden Memorial Hospital. 

A special meeting of the county society was 
held on May 8, in the society rooms at the Arnot- 
Ogden Memorial Hospital. — H. L. Walker, M.D., 
Secretary. 

At this meeting the society took the position 
that deferment from U. S. service should not be 
asked for physically fit doctors under 45 years 
of age if they are needed in the armed services 
or other governmental work. * 

The Elmira Advertiser, of May 5, carried this 

news: „ , , _ 

“Dr. H. Curtis Bowser and Dr. Earle G. 
Ridall will leave May 14 for active duty with 
the U S. Army Medical Reserve Corps. 

“Dr Bowser, who has been practicing medi- 
cine here for about two and one-half years, 
has received a first lieutenant’s commission and 
will be assigned to Chanute Field, Rantoul, 

Ridall has been commissioned a captain 


Erie County 

At the meeting of the county society held on 
March 24, Dr. Harold F. R. Brown, chairman of 
the General Practitioners’ Program Committee, 
introduced the guest speaker of the evening, 
Dr. William D. Stroud, of Philadelphia, a well- 
known cardiologist, whose subject was “Coronary 
Disease.” In speaking to the general practi- 
tioners, whom Dr. Stroud called the “real 
doctors," he said that he would take the practical 
side of the subject, namely, treatment, including 
also points in diagnosis, says the Bulletin. 

Dr. Stroud stressed many times in his talk the 
importance of the physician taking a more op- 
timistic and reassuring attitude toward the pa- 
tient with cardiovascular disease, to avoid the 
damage done through fear and apprehension. 
He said that heart disease as a cause of death 
was given too much publicity through the press 
in reporting deaths, whereas cancer, tubercu- 
losis, and the other common causes of death 
were always omitted from obituaries, and that 
this naturally had a very bad effect on the 
patient who knew he was suffering from a cardio- 
vascular disease. 

He also brought out forcibly that in treating 
hypertension and coronary disease, the physician 
should be especially careful not to generalize too 
much in the matter of diet. 

At the stated meeting of the society on April 21, 
the guest speaker was the Honorable George L. 
Grobe, United States District Attorney. 

A Cancer Teaching Day will be held on 
Thursday, June IS, at 2 00 p.m. in the Terrace 
Room, Hotel Staffer in Buffalo. 

Fulton County 

The county society held a regular monthly 
meeting on April 16, at the Eccentric Club, 
Gloversville. There were twenty-five members 
present. Mr. John Lafabregue, vice-president 
of the local County Bank, addressed the society 
on the subscription of Defense Bonds on a 
monthly basis. He said that the banks would 
deduct the necessary amounts regularly from 
the checking accounts of purchasers. 

[Continued on page 1110 
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Dr. Philip D. Allen, associate surgeon at 
Bellevue Hospital, New York City, showed some 
excellent kodachrome pictures of a wide variety of 
surgical, pathologic specimens. 

The following members of the Fulton. County 
Medical Society are now with the Armed Forces: 
Drs. A. F. Goodwin, Robert S. Kunkel, F. C. 
Crump, W. H. Raymond, and Morris Alpert. 
— Louis Tremante, M.D., Secretary. 

Genesee County 

The Batavia, News, of May 5, carried the fol- 
lowing item: 

“Commissioned a first lieutenant in the United 
Army Air Corps, Medical Division, Dr. Alfred 
L. George, of Oakfield, is to report for active 
duty at Manchester, New Hampshire, air base 
on May 18 and thus become the first Genesee 
County physician to answer the call to the colors 
since war was declared. On May 7, Dr. Robert 
H. Reddick, of Gowanda, is to assume Dr. 
George’s practice.” 

Jefferson County 

The second meeting of the course in "Arterio- 
sclerosis and Ageing” was held at the Black 
River Valley Club on April 16, with dinner at 
6:30 p.Jt. 

The subject was “Pathological Aspects,” by 
Dr. Sigmund L. Wilens, associate professor of 
pathology, New York University, College of 
Medicine. 

The series of broadcasts sponsored by the 
county medical society came to a close on May 
11 when Dr. V. T. Rear spoke on “Mental Hy- 
giene.” The talk on May 4 was by Dr. J. L. Cross- 
ley and his subject was “Maternal Health.”* 


Kings County 


Lt.-Col. William E. Lippold, M.D., then 
Medical Executive Officer, Second Military 
Area (now president, Medical Dept. Officer Re- 
cruiting Service, Newark, New Jersey), spoke to 
the county society at its regular March meeting. 
His subject was “Medical Service in the Army. 
Colonel Lippold was formerly a Brooklyn gyne- 
cologist. 

Another speaker at this meeting was Dr. 
William F. Braasch, who is the chief consulting 
urologist at the Mayo Clime, Rochester, Minne- 
sota. His subject was “Recent Progress in the 
Treatment of Disease Involving the Urinary 
Tract.” 


At the regular meeting in April, Dr. William 
Thalhimer, who is in the Division of Health 
Research, New York City, spoke to the society 
on “Shock and Infections in Wartime and Their 
Treatment with Human Convalescent Serum 
and Blood Substitutes.” 

Dr. Herman N. Bundesen, president of the 
Health Department of the city of Chicago, spoke 
on “Prematurity.” 


The Pediatric Section of the county society had 
as its speaker in March Dr. Arthur M. Yudkin, 
of New Haven, Connecticut, whose subject was 
“Diseases of the Eye in Infancy and Chilcffiood. 
At the April meeting, Drs. M. Murray Peshkm 
and Raphael Schillmger of New York City, 
spoke on “Sinusitis m Childhood. 


Livingston County 

The Emergency Medical Services for Living- 
ston County, under the direction of Dr. Gerald 
E. Murphy, of Mount Morris, have been organ- 
ized and drilled. Equipment is rapidly being 
acquired for the First-Aid teams and will be com- 
plete by June 1. Casualty stations have been 
established throughout the county. 

A dinner in honor of Dr. F. R. Driesbaeh, of 
Dansville, and Dr. F. V. Foster, of Caledonia, was 
held at Gcneseo on April 23, and was attended 
by twenty-five members and guests of the society. 
The occasion was the completion of over fifty 
years in medicine by each of these men. The 
speaker. Dr. W. D. Johnson, of Batavia, traced 
the development of medical practice from the 
early part to the end of the nineteenth century. 
Presentation of Lord Elgin watches to each 
doctor was made by Dr. Johnson. Dr. Foster 
and Dr. Driesbaeh responded by giving short 
addresses . — Gerald E. Murphy, M.D., Secretary. 

Monroe County 

At the regular meeting of the county society, 
held on March 17 at the Academy of Medicine 
in Rochester, the speaker was Dr. Foster Ken- 
nedy, professor of neurology, Cornell University 
Medical School, and neurologist at Bellevue 
Hospital. His subject was “Functional Nervous 
Conditions Associated with Warfare.” 

Preceding the lecture, a subscription dinner 
was held at the University Club. 

A regular meeting of the county society was 
held May 19. The speaker was Dr. Louis H. 
Bauer, of Hempstead, Long Island, whose sub- 
ject was “Aviation Medicine.” 

The new president of the Rochester Academy 
of Medicine is Dr. John Aikman, elected May 5. 

Other officers are: vice-president, Dr. Charles 
B. F. Gibbs; secretary, Dr. Robert L. Brown; 
treasurer, Dr. Harold H. Baker; and trustees 
for three years, Dr. Benedict J. Duffy, Dr. John 
J. Finigan, and Dr. Albert D. Kaiser. 

Dr. Joseph W. Howland, graduate of the 
University of Rochester and instructor in the 
university's School of Medicine, was voted the 
annua! Taylor Instrument Company’s award 
for his paper on “The Nature of the Plasma 
Proteins and Their Use in Clinical Medicine.”* 
“Full-scale vaccination of children, special 
attention to prenatal care for mothers, including 
special diets, and a definite effort to prevent home 
accidents are patriotic duties,” Dr. Albert D. 
Kaiser, a member of the State Health Prepared- 
ness Committee, declared during a Child Health 
Day program. 

He addressed 200 members of the Monroe 
County Public Health Nursing Committee and 
representatives of county health agencies at 
a luncheon meeting in Dreamland Inn, Sea 
Breeze. His topic was: “Safeguarding the 
Health of the Child in Wartime.”* 

Nassau County 

At the county society meeting on March 31, 
held in the Cathedral House, Garden City, four 
papers were presented by the Nassau Surgical 
Society They were: “Present-Day Treatment 
of Burns,” by Dr. J. Wesley Bulmer; “Use and 

[Continued on page 1112] 



IN WHOOPING COUGH 
ELIXIR BROMAURATE 

IS A UNIQUE REMEDY OF UNIQUE MERIT 

Cats short the period of 1 li ne 33 , relieves the distressing cough and gives the child rest and sleep Also valuable in other PERSISTENT 
COUGHS and in BRONCHITIS and BRONCHIAL ASTHMA. In four-ounce original bottles A teaspoonful every 3 or 4 hours 

GOLD PHARMACAL Co., New York 


THE VACATION PICTURE— 1942 


Vacations may not be “as usual” due to transportation 
curtailments in one way or another, and dim-outs have 
created new problems for the resorts, but nevertheless, 
preparations have been made on a large scale by resorts 
in the East to handle a rush of business from June 1 until 
the leaves fall. 

This time of the year has always brought the same 
questions before the family — “where shall we go” and 
how shall we get there” — but now they are even more 
significant, even as are the rest periods themselves. In 
niost cases, presumably, these questions will be solved 
by entraining for points nearest home and it is not un- 
“ly that the man of the family, if he sends the wife 
and children to the seashore or mountains for the "dura- 
f! 0 “> ''’ill have to forget the week end reunions this year 

1 cmi • y Car has to g0 on a diet " 
hull with many excellent places within his own state 

or adjacent states, and within a few' hours’ train ride, this 


problem may not become so acute. On the other hand, 
there is still the possibility that transportation by train 
may also be disrupted somewhat, so dad may have to 
sacrifice even the week end get-together. 

To the Travel Industry', this does not present as 
gloomy a picture as it may to dad, for there is every 
indication that vacations for the entire family (excluding 
dad) wall be for longer periods this year. Not so much 
that fear of air raids may cause some to send the families 
away to safer places for as long a time as school vacations 
will permit, but because it may prove the only solution 
to supplanting the frequent auto trips to the beach or lake. 

How will all this change in vacation planning affect 
health? Well, if we are forced to take better and bigger 
vacations awav from smoky cities and fume-infested 
highways — it should do the country at large .some real 
good — not to mention learning again how' to walk for 
exercise. 


THE PHYSICIANS’ HOME 

WHO STARTED IT? A group of physicians in 1918. They recognized the 
tragedy of their colleagues who were destined to go to local or state charitable 
agencies. The purpose was to establish and create means, to offer help, and 
maintain self-esteem for those deserving professional men and women. THE 
PHYSICIANS’ HOME represents the efforts of this group. 

WHOM DOES IT SERVE? Members of the medical profession of New York 
State, on recommendation from their local county medical society. 

WHERE DOES IT SERVE? In their own community or as our guests. 

WHO ARE OUR GUESTS? Aged, indigent physicians in good standing or 
widows of physicians. 

WHO SUPPORTS IT? Members of the medical profession in the State of New 
York by voluntary contributions and legacies. 

W e appeal to the profession for continued support for this worthy charity 

Make checks payable to: THE PHYSICIANS’ HOME, 52 E. 66th St., New York 
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Misuse of Iodine in Treatment of Thyroid Pa- 
tients,” by Dr. John N. Shell; “Importance of 
Human Bites,” by Dr. Otho C. Hudson; and 
“Pregnancy Complicated by Tumors in the Pel- 
vis,” by Dr. Aaron L. Higgins. 

“Diagnostic Problems and Procedures in 
Chronic Pulmonary Diseases” was the topic of 
the scientific session of the meeting of the county 
society held on April 2 at the Nassau County 
Sanatorium. Dr. James C. Walsh, medical di- 
rector, Nassau County Tuberculosis Hospital, 
was the chief speaker. 

An open meeting for all members of the society 
and their friends was held on May 13, in coopera- 
tion with the County Nutrition Council. The 
speaker was Dr. R. R. Williams, chemical di- 
rector of the Bell Telephone Laboratories. Dr. 
Williams is chairman of the Health Committee 
for the National Research Council on Foods and 
Nutrition. Dr. James C. Walsh discussed the 
relationship of nutrition to tuberculosis. 


New York County 


Plans for an intensive course in the medical 
aspects of chemical warfare to be given physicians 
of New York State were made on May 6 at a 
meeting held at The New York Academy of 
Medicine in New York City. Assemblyman 
Lee B. Mailler, chairman of the Health Prepared- 
ness Commission of the New York State War 
Council, presided. 

Physicians from New York City, who recently 
completed a four-day course in treating victims 
of chemical warfare, attended the meeting and 
decided on the standards and curricula they will 
follow in giving a similar course to eighty-five 
doctors who are acting as local chiefs of Emer- 
gency Medical Services in the cities and counties 
of the state. 

Among the doctors who attended the meeting 
were Dean Willard C. Rappleye, of the College 
of Physicians and Surgeons, Columbia Univer- 
sity; Dean J. A. W. Hetrick, of the New York 
Medical College of Flower and Fifth Avenue 
hospitals; Dean Currier McEwen, of the New 
York University College of Medicine; Dean 
William S. Ladd, of the Medical College of Cor- 
nell University; and Dean Alonzo Curran, of 
the Long Island College of Medicine, Long 
Island University; Dr. E. S. Rogers, assistant 
commissioner of Medical Administration, State 
Department of Health; Dr. Edwin M.Bernecker, 
commissioner of hospitals and chief of the 
Emergency Medical Services for New York 
City; Dr. O. W. H. Mitchell, of the State 
Medical Society of Syracuse, and deans of the 
four upstate medical schools. 

Mr. Mailler announced the appointment of 
David Rutstein, director of the Cardiac Bureau, 
New York State Department of Health, to the 
position of deputy state medical officer for gas 
protection in the Emergency Medical Service. 


At the monthly meeting of the county society 
on Mav 25, held in The New York Academy of 
Medicine, Maj. Henry E Miller, of the Chemical 
Warfare Corps, U. S. A., and Capt. Reynolds 
Hayden, district medical officer, U. S. Navy, were 
the guest speakers. 


Oneida County 

The March meeting of the Utica Academy of 
Medicine had Dr. Herbert D. Adams as guest 
speaker. Dr. Adams, a member of the surgical 
staff at Lahey Clinic, Boston, spoke on “Diseases 
of Thyroid.” At the outset he said that diseases 
of thyroid are still complex and their treatment 
chiefly surgical. 

Dr. H. L. Pender opened the discussion of 
Dr. Adams’ paper, which was continued by Dr. 
B. di Iorio, Dr. Edward R. Evans, Dr. Fred 
Jones, Dr. Lucy Cobb, and Dr. Hyzer Jones. 

Dr. Willard H. Willis presented the preliminary 
paper, "Clinical Implications of Recent Studies 
of Iron Transportation and Utilization.” Dr. 
T. Douglas Kendrick led the discussion. 

At the April meeting of the Utica Academy 
of Medicine Dr. Edgar Burke, chief surgeon and 
assistant medical director, Medical Center, 
Jersey City, New Jersey, spoke on “Some As- 
pects of Biliary Tract Surgery.” Dr. Dan 
Mellon opened the discussion. 

Dr. W. P. Hall also spoke at this meeting, and 
his subject was “The Glaucomatous Eye.” 
Dr. Walter Duggan opened the discussion. 

The Maimonides Medical Club feted five of its 
members who have enlisted for Army service at 
a dinner on April 30, in the Hotel Utica. 

The guests of honor are seeking commissions 
and hope to be in active service by June 1. 

The physicians are: Dr. Eliot M. Friedman, 
Dr. Herman J. Segaul, Dr. Arthur A. Kaplan, 
Dr. Jack Getzlek, and Dr. Harry Freedman. 

Dr. J. J. Wineburgh, president, was in charge 
of entertainment. Dr. A. T. Goldstein, Dr. 
Charles Greene, Dr. Harold Katzman, Dr. 
Morris Rower, Dr. David Harris, Dr. Harvey 
Cummings, Dr. Stuart Krohn, and Dr. Paul 
Cahn spoke.* 

Dr. Martin Smederling will join the Oneida 
County Hospital staff July 1, Dr. Robert L. 
Bartlett, superintendent, has announced. * 

Onondaga County 

At the March meeting of the county society, 
Dr. Henry H. Ritter, professor of clinical sur- 
gery, New Y'ork Post-Graduate Medical School, 
Columbia University, discussed “Fractures in 
General — the Treatment of Common Fractures.” 
From the Onondaga Bulletin: 

On April 7 Dr. R. C. Farrow discussed “Acute 
Subacromial Bursitis and Its Treatment by 
Needle Puncture.” This procedure consists 
of inserting two needles in the bursa and washing 
it out with saline solution. The results in the 
acute cases are gratifying enough to warrant its 
continued use. The discussion was opened by Dr. 
Richard S. Farr and continued by Dr. George 
Lynch and Dr. William Pelow. 

The second paper was read by Dr. Floyd 
R. Parker on “Acute Iliac Adenitis— Report of 
Two Cases in Children.” Tins condition usually 
results from infection of the lower extremities, 
but may come from infections elsewhere. 

Dr. Julius Voehl’s paper was on Erythema 
Induratum (Bazin's Disease) Report of Two 
Cases ” This is one of the manifestations of 
tuberculosis of the skin, of which there are 
many. He demonstrated by lantern slides the 
appearance of the lesion, and also microscopic 

[Continued on page 1114J 
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CHARLES It . TOWNS HOSPITAL 

Serving the Medical Profession for oier 40 years 

FOR ALCOHOLISM AND DRU© ADDICTION EXCLUSIVELY 

Definite Treatment • Fixed Charges O Minimum Hospitalization 

293 Cenftal Park West, New York Hospital Literature Telephone: SChuyler 4-0770 


THE MAPLES INC., oceanside, i. i. 

A sanitarium especially for ini alids, convalescents, chronic 
patients, post-operative, special diets, and body building. Six 
acres of landscaped lawns. Five buildings (two devoted exclu- 
sively to prit a te rooms). Resided t Physician. Rales $18 to $35 Weekly 

MRS- M. K. MANNING, Supt. » TEL: Rockville Centre 3660 



“DON'T BLAME SCIENCE” 


lu a recent issue of the Saturday Evening Post, the 
editor remarked that “Science is often charged with 
wing an accomplice in the waging of war.” He stated 
mat discoveries admittedly have increased the scope of 
"ariaxe, but it is overlooked that the tools devised axe 
equally useful for human benefits in the hands ot men of 
goodwill. 

Quoting Dr. Albert F, Blakeslee, retiring president of 
me American Association for the Advancement of 
. nce > the Post editor reported this man's reply to the 
tntics of science. 

Lr. Blakeslee had shown that while science has added 
o the mortalities of war in one way, it has more than 
ottbet them in another. Figures supplied by the Sur- 
geon General’s office revealed that deaths among Ameri- 


can forces due to battle injuries increased from fifteen 
per 1,000 m the Mexican War to thirty-three in the Civil 
War and fifty-three m the first World War. The death 
rate of soldiers from disease, however, was reduced from 
110 per 1,000 in the Mexican War to sixty-five in the 
Civil War and nineteen in World War I. So for all the 
increased deadhness of modem weapons, the net result 
has been an actual reduction in the risks to life in the 
fighting forces. “And scientific advance is still further 
reducing the risks,” added the editor. 

There may be some measure of comfort to the mothers 
and fathers of those in the service of our flag in such 
facts — hut there is still the problem for science to elimi- 
nate deaths o! warfare entirely. 


- — ■ — . , , - - - — — 

BMGHSM HALL HOSPITAL 

AT CANANDAIGUA, N. Y. 

AX P YERVOOS PATIENTS. An un- 

atmosphere. Treatment modern, scientific, 
tai ' Moderate rates Licensed by Dept of Men- 

our advertisement in. the Medical 
MAIlP Conn ) Address inquiries to 

iAUGARET TAYLOR ROSS, if D , Physician-tn-Char g e 


TERRACE HOUSE 

for ALCOHOLISM 

A private sanatorium offering a specific treatment for tdcohohsm, 
formulated to relieve the craving for alcohol and with re-education 
working toward permanent abstinence. Homelike surroundings 
Competent medical and xmrsing care. 16 trnlea from Buffalo. 
Afoderate rates— -Enquiries invited 

64 Maple St. - East Aurora, X. Y. - Phone 784 

crest vn;wr 

SA'DI 1 Y « ^ GREENWICH 

J? N 1 T A R I U M 773 

C Mental, Digestive and Cardiovagcu- 

special care for ELDERLY PATIENTS. 

' defined, homelike. 25 miles Rom N. Y. Oty- 
“ioaeraie rates. 

27 c sr. Clair HITCHCOCK, m o , Director 

L 5 north maple ave., Greenwich, cohh. 



DR. BARNES SANITARIUM 
STAMFORD, CONN. 

4 5 minutes from A f . Y. C. via At emit Parkway 

For treatment of Nervous and Mental Disorder^ Alcpbc-bsn and 
Convalescents Carefuffy supervised Occupational Therapy fa- 
culties forShocfc Therapy. Accessible location in trenqiu), beau- 
tifuf hid country. Separate buildings. 

F. H. BARNES, M.D., M«d. Supt. *T«1. 4-1143 
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T nrniPN \ VENUE Tel. Amityvdle S3 AMITYVTLLE, JV. Y. 

private sanitarium tstaUUEed 1886 specialties in NERVOUS and MENTAL diseases. 

Full information furnished upon request 
TOK v UMIBES New York City Office JAMES F. VAVASOUR. M.D. 

President 47 West 41th St., Tel. VAnderhilt 6-3732 Physician tn Charge 
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sections. The discussion was opened by Dr. 
Leon Griggs and continued by Dr. W. L. 
Weeden. 

Dr. R. W. Urquhart addressed a joint meeting 
of the county society and the Syracuse Academy 
of Medicine on May 12. His subject was “Prob- 
lems of War Medicine and Surgery in England 
During 1940 and 1941.” Dr. Urquhart saw 
two years of service in the ranks of the Medical 
Corps in the last war. He has been a lecturer 
on the staff of the Department of Pathological 
Chemistry, Faculty of Medicine, University of 
Toronto, since 1925. 

Dr. Thomas F. Laurie, Dr. E. C. Reifenstein, 
and Dr. E. S. Van Duyn, all of Syracuse, and 
Dr. Stuart B. Blakely, of Binghamton, are 
members of the medical advisory board of the 
New York State Federation for Planned Parent- 
hood, which recently was in session in New 
York City. 

_ “An increasingly sympathetic attitude is being 
displayed by medical associations toward child 
spacing work,” Dr. Claude C. Pierce, medical 
director of the federation, said at the annual 
meeting. 

“During the month of April, two states, Ten- 
nessee ana Florida, have passed resolutions in- 
dorsing child spacing,” Dr. Pierce announced. 
“The resolution in each state was sponsored by 
the maternal and child welfare committee of the 
State Medical Association and was to the general 
effect that child spacing, an important part of 
preventive medicine, should be kept in the hands 
of the medical profession. 

“In each of these states, the. House of Dele- 
gates and the medical association approved 
the resolution," Dr. Pierce said. “This means 
that in these two states there are no impedi- 
ments against child spacing work being incorpor- 
ated as a part of the regular program of the state 
and county public health programs. It is an 
encouraging fact to us of the Planned Parent- 
hood Federation that the medical profession is 
giving its official indorsement to child spacing 
work.”* 


Ontario County 

The regular second quarterly meeting of the 
county society was held at the Clifton. Springs 
Sanitarium and Clinic, in Clifton Springs, on 
April 14. A dinner preceded the scientific ses- 
sion when Dr. A. M. Wedd, of Rochester, New 
York, spoke on “Hypertension.” 


Orange County 

The Committee on Public Health and Educa- 
tion arranged for a series of three two-hour lec- 
tures which were on the use of sulfa drugs, given 
in Middletown on May 12, 19, and 26. 

The March monthly meeting at the St. Francis 
Hospital, Port Jervis, stressed the role of phy- 
sicians and hospitals in civilian defense. 

The March meeting at the St. Luke’s Hospital, 
Newburgh, included a talk on hypertension 
nephritis by Dr. Herbert Chasis, of New York 
University. 

The monthly meeting at the Horton Hospital 
in Middletown included . case reports on ca- 
tarrhal jaundice and carcinoma of the thyroid. 
—N P. Cosco, M.D., Secretary. 


Queens County 

The Friday afternoon lectures, at 4:30 p.m., 
sponsored by the Graduate Education Com- 
mittee of the Medical Society of the County of 
Queens, were: 

April 3 — “Office Treatment of the Ambula- 
tory Diabetic,” by Dr. William S. Collens. 

April 17 — "Preventive Methods in Certain 
Tropical Diseases,” by Dr. Zacharias Berco- 
vitz. 

May 1 — “Some Preventable Errors,” by Dr. 
John C. Gerster. 

May 15 — “Sterility,” by Dr. I. C. Rubin. 

The April stated meeting was devoted to the 
subject of obstetrics, and the program was as 
follows: 


April 21, 8:30 p.m.— Dr. William E. Studdiford 
conducted a “Symposium on Obstetrics.” 
The subjects and speakers were: 

“The Treatment of Postpartum Hemor- 
rhage" — Dr. Arthur M. Reich. 

“The Classification and Treatment of Hy- 
persensitive Conditions Associated with 
Pregnancy" — Dr. Irwin Wellen. 

“The Relationship of the Anaerobic Strepto- 
coccus to Puerperal Infections” — Dr. 
Melvin Stone. 


On May 26, the society held its annual joint 
meeting with the Queens County Bar Associa- 
tion. There was a symposium on “The Lawyer, 
the Doctor, and the Patient," the purpose of 
which was to point out the differences arising 
between the medical and the legal professions 
in trials where medical testimony is necessary. 
It was not a debate, but a discussion of the prob- 
lems confronting the lawyer and the doctor in 
relation to liability suits. 

The speakers were: The Honorable Henry G. 
Wenzel, Justice of the New York State Supreme 
Court, moderator; David J. Kaliski, M.D., 
chairman of the Workmen’s Compensation Com- 
mittee of the Medical Society of the State of 
New York; Henry Vollmer, Esq., attorney; 
Walter J. Hess, Esq., president of the Queens 
County Bar Association. 

The Maternal Mortality Committee of the 
society held its regular meeting on March 27 
and April 24 for the discussion and analysis of 
all maternal deaths in Queens County. 

On April 30, the Medical Board of Jamaica 
Hospital held a lecture on “Chemical Warfare’ 
at the Society building. 

The Section on Neurology and Psychiatry held 
a joint meeting with the Section on Internal 
Medicine on April 7. The subject was “Emo- 
tional Factors in Hypertension,” by Dr. Carl 
Binger. The Section held another meeting on 
May 22. 

The Mental Hygiene Committee has been 
holding monthly meetings in psychosomatic 
medicine, concerning some of the problems that 
the doctor is called upon to meet m general prac- 
tice. 


The Medical Preparedness Committee of the 
iciety meets on the average of once a week m 
efforts to cooperate with the Office of Pro- 
1 a eoKriiTTipnt .* - - Ezra A. TT olff. 


lromonf. onr? 


M.D., Secretary. 
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HALCYON REST 

754 BOSTON POST ROAD, RYE, NEW YORK 

Henry W. Lloyd. M.D., Physicsaji-in-Charge 
Licensed " ' " nervous, 

mental, c . ' upational 

therapy.; * v ye Beach. 

Telephone: Rye 550 
Write for illustrated booklet 


BRUNSWICK HOME 

A PRIVATE SANITARIUM. Convalescents, postop- 
erative, aged and infirrn, and those with other chronic 
and nervous disorders. Separate accommodations for 
nervous and backward children. Physicians' treatments 
rigidly followed. C. t>. MARKHAM. M.D., Supt. 

B'way 5: Louden Ave.» AmityvUle, N.Y.^ Tel: 1700, 1, 2 

N. Y. Office — 67 "wTiilh SUeel Tel: MUrrjy Hilf 2-B323 


PINE WOOD 

Route 100 Westchester County Katonah, New York 

Licensed by the Department of Mental Hygiene. Emphasizing 
diagnosis and treatment of Xeuro-psycbiatric cases. 

In addition to the usual f flrmr ' of treatment (occupational therapy, 

. !*, ,*.■*, i. ■ . .li: ■ ,-i more specific 

i . Tn. Psychological 

1 ■ f *sician~in-Charge 

. ‘ ■ i resident Tel: KATOXAH 775 

Ur Leon Gottfried f Physicians YONKERS 3-57S6 

T’* Office: 23 Went 54th St. Tue?l. & Fri. by appointment 

Circle 7-2380 


FALKIRK 

m THE 

R AM APOS 

A sanitarium deroted exclusively to 
the individual treatment of MENTAL 
CASES. Falkirk ims been recom- 
mended by the members of the medi- 
cal profession for half a century. 

Literature on Request 

ESTABLISHED 1889 

THEODORE W. NEUMANN, M.D., Phys.-in-Chg. 
CENTRAL VALLEY, Orange County, N. Y. 


GLENMARY 

SANITARIUM 

For individual care and treatment of selected number of Nervous 
and. Mental cases, Epileptics, and Drug or Alcoholic addicts. 
Strict privacy and close cooperation with patient's physician at 
all times. Successful for over 50 years. 

ARTHUR J. CAPRON, Physician-in-Charge 

OWEGO, TIOGA CO., W . Y . 


A HUMAN GUINEA PIG TEST — IN AVIATION 


A nest of fledglings has just been uncovered for Uncle 
Sam’s air forces. Some 300,000 future Aces between the 
ages of 17 and 19 will receive a highly technical training 
annually, as a result of an experiment made in the Navi- 
gation Section of Pan American Airways which is training 
young army air corps cadets at the University of Miami. 

A human guinea pig test disclosed that the average 
young high school graduate can master aerial navigation 
and meteorology almost as quickly as can the college 
graduate, if he shows the proper aptitude. Previously, 
some college education has been considered essential to 
such technical skill within the short time pre- 
s °nbed in the army’s war preparation program. 

to determine the potentiality of high school graduates 
oavigators, a 17-year-oid graduate of Miami 
ugh school was chosen to take the navigation and 
meteorology course in a class of college men being taught 
p Pan American Airways. The test case graduated 
ro I® ' u gh school with just average honors. 

A harles Lunn, director of the Navigation Section 
"tiich is training both American and British cadets. 


foresaw the time when the United States might need to 
dip into the reservoir of high school graduates to obtain 
manpower for its growing warplane armada. He 
appealed to the army and was granted permission to 
experiment with a high school graduate. 

During the first three weeks, the youngster lagged be- 
hind his college-graduated classmates, displaying a slow 
mind in grasping the significance of the work, but upon 
mastering the fundamental conception of the course, he 
forged ahead rapidly, making grades as good as the best 
of them. 

Although he received no special instruction, he kept 
pace with the others and graduated with a rating that 
would have given him a commission as second lieutenant 
in the army had he been eligible. 

His graduation means that each year some 300,000 
other young men of like age and education are potential 
material for aerial navigation instruction, figuring that of 
about 600,000 young men graduating from high school, 
at least half are of the required physical and mental 
makeup. 


WEST JOT ILL 

232nd St. and Fieldston Road 
p Kivecdale-on-Hudson, New York City 

bcaut'TTf 01 ^* drag “4 alcoholic patients. The sanitarium is 

scient - tc ^ private park of tea acres. Attractive cottages, 

rv ‘ - F ^“conditioned. Modem facilities for shock treatment. 
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Send cord or prescription blank for details 
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Herald Tribune Bldg. — New York 
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‘INTERPINES’ 

Goshen, N. Y. 

Phone If 7 

Ethical — Reliable — Scientific 

Disorders of the Nervous System 
BEAUTIFUL — QUIET— HOMELIKE 

Write for Booklet 

FREDERICK W. SEWARD, M.D., Director 
FREDERICK T. SEWARD, M.D., Resident Physician 
CLARENCE A. POTTER , M.D., Resident Physican 
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Rensselaer County 

Dr. George D. Hoffeld of Troy has been 
assigned to the Providence, Rhode Island, naval 
recruiting station from the Newport naval train- 
ing station. He will work with Lieut.-Com. 
John H. Fay, senior medical officer at the main 
office in Providence. 

Dr. Hoffeld, who has been a surgeon in Troy 
since 1931, was graduated from the Long Island 
College of Medicine and did postgraduate work 
at the Cook County Hospital in Chicago. In 
1940 he discovered suprarenal backache disease, 
and published an article on the subject in the 
Journal in 1940. 

He joined the Navy a few months ago.* 

“The city of Troy ranks second among second- 
class cities (50,000 to 100,000 population) of this 
state in the percentage of children, under five 
years of age, immunized against diphtheria," 
Dr. James II. Flynn, Troy health officer, stated 
on May 7. 

Dr. Flynn made the statement as he ap- 
pealed to parents of the city to have their children 
immunized against smallpox and diphtheria at 
the present time. 

A bulletin of the New York State Department 
of Health, dated January 1, 1942, shows that 
Utica was first in the state, with a rating of 76 
per cent, and Troy, was second, with a rating 
of 71 per cent.* 

Rockland County 

The regular spring meeting of the county 
society was held at the Rockland State Hospital, 
Orangeburg, on May 6. 

Dr. John J. Moorhead, of New York City, de- 
livered a most interesting talk on the “Surgical 
Phases of the Pearl Harbor Attack.” He was 
in Hawaii at the time of the Japanese attack, 
lecturing to the physicians at the University of 
Hawaii on traumatic surgery. Not more than 
five minutes had elapsed after Dr. Moorhead 
opened his lecture on December 7, when an 
explosion occurred outside of the auditorium, 
and the surgeons were immediately summoned to 
the Army hospital. Dr. Moorhead, a veteran 
of the First World War, volunteered his services 
and was restored to active duty for a couple of 
months with the rank of colonel. The lessons 
Dr. Moorhead brought back were most in- 
structive and timely. 

After adjournment of the meeting, Dr. Russell 
E. Blaisdell, superintendent of the Rockland 
State Hospital, had a buffet supper served to the 
members of the Society and their guests. — 
Alexander N. Selman, M.D., Secretary. 

“Dr. William J. Ryan, for twenty years super- 
intendent of the Rockland County Tuberculosis 
Hospital, died suddenly at that institution on 
February 2, from coronary thrombosis. 

“Dr. Ryan was universally beloved. In addi- 
tion to his work at the hospital, he established 
school tuberculosis clinics throughout the county. 
Shortly after his arrival in the county, he was 
elected president of the Rockland County Medi- 
cal Society. He was then advanced to secre- 
tary in which office he served continuously until 
his death, being the guiding spirit of the organi- 
zation. “There have been greater men. There 
have been none better.”— Dean Millimore, M.D. 


St. Lawrence County 

Dr. L. J. Austin, of Kingston, Ontario, gave 
a lecture on “Military Medicine” to the St. 
Lawrence county medical society in Ogdensburg 
on May 7. The lecture, held at the A. Barton 
Hepburn Hospital, followed a luncheon at the 
Crescent Hotel. 

Dr. Haven Emerson, of New York City, 
lectured on May 14, and Dr. F. H. McKay, of 
Montreal, on May 21. 

Saratoga County 

Dr. William Ordway, of Mt. McGregor, has 
completed a splendid work in organizing the 
medical profession of Saratoga County for Na- 
tional Defense. As Chief Emergency Medical 
Officer of the county, he has established a control 
center in Saratoga Springs, operating on a 
twenty-four-hour duty. Fifty First-Aid stations 
have been designated, and three fully equipped 
casualty units are functioning. The American 
Red Cross has furnished supplies on demand 
and directed the organization of ambulance 
units. 

Captain William Moore, of Saratoga, is an 
instructor at the Officers School in Carlisle, 
Pennsylvania. 

Dr. James English, of Schuylerville, received 
a commission as First Lieutenant, and is sta- 
tioned at Jefferson Barracks, St. Louis. 

The June meeting of the county society nail 
be held at Saratoga Lake. — M. J. Magovern, 
M.D., Secretary. 

Schenectady County 

Dr. Yolande H. Huber, of New York City, 
addressed the county society on April 7 on “Plas- 
tic and Reconstructive Surgery." 

Dr. Richard H. Overholt, thoracic surgeon 
at the New England Deaconess Hospital, Boston, 
discussed clinical observations and treatment of 
commonly disguised lung diseases at a meeting 
of the county society held May 12 at the Glen- 
ridge Sanitarium. * 

Suffolk County 

The May Clinic schedule at the Huntington 
Hospital included a chest clinic on May 19, an 
orthopaedic clinic on June 5, tumor diagnostic 
service on May 12, and a mental hygiene clinic 
on May 27. 

Warren County 

Dr. B. J. Singleton was re-elected president of 
the Glens Falls Hospital Medical Staff at its 
annual meeting on May 5. Dr. Floyd Palmer 
was elected vice-president, to succeed Dr. 
Byron C. Tillotson, of Fort Edward. Dr. 
William W. Bowen was re-elected secretary- 
treasurer. * 


Westchester County 

More than 250 physicians and their guests 
heard a discussion of the "Kenny Treatment for 
Infantile Paralysis” at the regular county medi- 
cal society meeting on March 17, at the New 
York Hospital, Westchester Division in White 
Plains. The speakers were Dr. Wallace H. 
Cole, of St. Paul, Minnesota, and Dr. Philip M. 
Stimson, of New York City, who have been inter- 
[Continued on page 1118] 
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Editorial 

Immediate Recruitment of Medical Officers 


The Army has streamlined its method 
of commissioning medical officers. 

Five thousand physicians are needed 
at once. 

Eleven thousand or more will be needed 
by December 31, 1942. 

If you have not done so, fill out and 
return your Procurement and Assign- 
ment enrollment form and questionnaire. 
If you have not received one, write imme- 
diately to the Rational Roster of Scien- 
tific and Specialized Personnel, 916 G 
Street, N. W., Washington, D. C., for 
your forms. 

The Surgeon General will not com- 
mission a physician unless he is certified 
as available by the Procurement and 
Assignment Service. 

1. The Surgeon General and the Adjutant 
General have named teams of two ofBceis 3nd 
two clerks, who will procure the names of all 
available physicians who have volunteered 
hom the state chairman for physicians of the 
Procurement and Assignment Service in your 
state. 

. 2. These teams will have the authority to 
fcake final decisions on the application forms, 
to procure and make final decisions on the 
Physical findings and to administer the oath 

office immediately to those who qualify 
Physically and professionally, who are under 
he age 0 f 45 an( j W ^ Q are k e given the rank 
°f lieutenant or captain. 

. 3. These teams have the authority to 
nutiate the applications and physical exami- 
nations and forward the papers with their 
recommendations direct to the Surgeon 
General for commission for all physicians 


under the age of 45 who might apparently be 
qualified for rank above that of captain. 

4. These teams will have the authority 
to initiate the applications and physical 
examinations and to forward to the Surgeon 
General direct the papers and their recom- 
mendations on all physicians 45 to 54, in- 
clusive. The Surgeon General will make 
the final decisions and commission those for 
whom there are vacancies in this age group. 1 

In order that this streamlined recruit- 
ment of medical officers may function 
speedily, you are urged to contact your 
state chairman of physicians for Procure- 
ment and Assignment Service, Dr. Henry 
W. Cave, 292 Madison Ave., New York 
City, at once. 

State to him that you want to get into 
the service right now. 

Do this regardless of whether or not 
you have written to the Washington office 
of the P. and A. Service or to the Surgeon 
General or have enrolled on the emer- 
gency enrollment form of December, 1941. 

If you applied for a commission more 
than thirty days ago, tell the state chair- 
man you want to see the recruiting board. 
The Boards are located in New York 
State at Albany, Binghamton, Buffalo, 
New York City, Rochester, Syracuse, and 
Utica (see page 1160 for names of Re- 
cruiting Officers and addresses of boards). 

This is no leisurely war. And it can’t 
be won by amateurs or sidewalk superin- 
tendents. No training or experience 
in civil life is analogous to that afforded 
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esteci in the application of this treatment for in- 
fantile paralysis in the United States. 

Discussion of the papers was opened by Dr. 
Don Gudakunst, medical director of the National 
Foundation for Infantile Paralysis, who resides 
in White Plains. 

Others who took part in the discussion were 
Dr. George H. Ramsey, county commissioner 
of health and chairman of the Medical Advisory 
Committee of the Westchester Chapter of the 
National Foundation for Infantile Paralysis, 
through whom the program had been arranged; 
Dr. Isadore Zadek, of Mount Vernon; Dr. M. 
Bernard Brahdy, of Mount Vernon; Dr. William 
B. Snow, consultant in Physical Therapy to the 
New York Orthopaedic Hospital; Dr. David A. 
Lubarsky, of White Plains; Dr. Wallace C. 
Douglass, of New Rochelle; Dr. Milton P. 
Hunter, of Pleasantville; and Dr. H. M. Herring, 
of Mount Vernon. Drs. Cole and Stimson 
closed the discussion. 


“The address of Dr. John J. Moorhead, on 
'Surgical Lessons from the Pearl Harbor Attack,’ 
at the society's meeting on April 21, provided 
an impressive climax in a series of remarkably 
successful scientific meetings presented during 
the season now closing,” says the Westchester 
Medical Bulletin. “More than 325 members 
of the society were present at this meeting, 
comprising the largest number ever to attend a 
meeting of the county medical society. _ Dr. 
George C. Adie of New Rochelle, the president, 
was in the chair, and the speaker was introduced 
by Dr. E. Leslie Burwell of New Rochelle, who 
was a comrade-in-arms of Dr. Moorhead in 
World War days. 


“Dr. Moorhead was at his best, which is very 
good indeed. In cryptic fashion, he described 
the strange series of coincidences which resulted 
in his being in Hawaii at the outbreak of war, 
and the dramatic and tragic events which took 
place during and after the surprise attack of the 
Japanese " 

Dr. Homer F. Swift, of the Hospital of the 
Rockefeller Institute for Medical Research, was 
the _ guest speaker at a postgraduate lecture 
session on May 13, at the New York Hospital, 
Westchester Division. His subject was “Rheu- 
matic Fever.” This program was arranged for 
the Public Health Committee of the county 
society by the Council Committee on Public 
Health of the State Medical Society and was pre- 
sented through the courtesy of the State Society 
and the State Department of Health. 

Under the auspices of the county society, a 
demonstration of the operation of a plasma and 
blood bank was given by the staff of the White 
Plains Hospital on May 26, under the direction 
of Dr. J. W Ehrlich. 

Dr. Ehrlich is the author of an article on this 
subject that was published in the September 
1, 1941, issue of the Journal. 

Wyoming County 

Promotion of Dr. Bruno J. Tryka to the rank 
of captain at Fort McClellan, Alabama, has 
been announced. Simultaneously, Captain 
Tryka was named chief of the Alabama Induction 
Board, says the Rochester Democrat & Chronicle, 
May 11. 

Captain Tryka was the first Wyoming County 
physician to be inducted into the service, leaving 
last summer. 


Deaths of New York State Physicians 


Name 

Age 

Medical School 

Date of Death 

Residence 

Abraham D. Eisenberg 

60 

P. &. S. N. Y. 

May 13 

Brooklyn 

James P. Glynn 

71 

P. &. S. N. Y. 

May 8 

Brooklyn 

Reuben T. Johnston 

64 

Boston 

May 10 

Brooklyn 

Arthur V. Payne 

76 

N. Y. Univ. 

March 20 

Brooklyn 

Barney W. Phillips 

49 

N. Y. Horn. 

May 4 

Milford 

Chauncey A. Rood 

87 

Buffalo 

May 2 

Broeton 

Horace E. S. Root 

39 

Queens Canada 

May 5 

Manhattan 

John W. Sansom 

72 

Vermont 

May 11 

Sparkill 

Thompson Sweeny 

66 

Kentucky 

May 4 

Manhattan 

Terry M. Townsend 

65 

Louisville 

May 16 

Manhattan 

Ross F. Wolever 

48 

Syracuse 

May 4 

Fulton 


THE “AMERICAN WAY” PROGRAM 
The Medical Society of New Jersey and 
Kiwanis clubs in the state cooperated m a proj- 
ect that resulted in eighty-four talks 
o-iven before 4,000 Kiwanians on the topic The 
American Way of Distributing Medical Care. 


PATIENCE 

Officer (to man pacing the sidewalk at 3 o clock 
in the morning): “What are you domg here? 

Gentleman: “I forgot my key, officer, and 
I’m waiting for my children to come home and 
let me in." — Milwaukee Med. Tunes 
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must be given in four different calendar years 
he obvious result will be that graduates after 
the abbreviated course will be disqualified for 
licensure unless the standards are reset by 
amendatory legislation.” 

The report says that “Within the next few 
months an attempt null be made to develop a 
airly accurate approximation of the number 
of framed personnel to be secured by this 
process of speeding the production of physi- 
cians and to ascertain whether the number of 
Physicians so_ trained will be adequate to sup- 
Sl f 16 antlC ! pated needs of the military and 

kt7f 0PUktl0I1 , for new ^duates during 
the next few years.” 

This report is of such significance that 
readin S tt on our mem- 
, should be studied in connection 

lLshm! f U J gent necessit Y the estab- 
^talent of uniform standards of lieen- 

Dh ll nting ° ut tkat ' var conditions em- 

JrnZsH- f ° r SUCh lUlif0nnity - the 

tlle state licensing examina- 
“”1? !,Shed , 1,1 this * ssue of the Journal 
of stlnSf S i 6Vl f d ^ Ce ° f the lack of uniformity 
states ^ S ' censure among the various 
in their 194 reported nofc one failure 

thev L vi Ce '! Slng laminations; indeed, 

Ss Tu ? ha , d , a faUure in the Pa^ five 
failure nf iv ? addltion al states have reported 
Period nT tl T. 1 Per cent during the same 
each vpnr ers ^ a * es * notably New York, have 
u res reported a high percentage of fail- 

ln iNew York 21.8 per cent of the gradu- 


ates of. the New York State medical colleges 
uho tried the New York State licensing ex- 
aminations failed, while 39.4 per cent of the 
graduates of other approved medical colleges 
in the United States who tried these same ex- 
aminations failed. Of the 145 graduates of 
JNew York State medical colleges who tried 
licensing examinations in other states, 4 or 
2.8 per cent, failed ’ 


The lack of uniformity of results in some 
states is made more obvious by the fact that 
a candidate is passed if he receives an average 
of 75 per cent and is not below 50 per cent in 
any subject. Furthermore, in case of failure 
m not more than two subjects the applicant 
may be entitled to another examination in the 
subjects failed and is considered conditioned 
and is not reported as a failure. 

“Paradoxically, New York, which reported 
the highest percentage of failures among the 
graduates of approved medical colleges on its 
own examinations, issued a greater number of 
licenses on the basis of credentials without 
examination than did any other state. 

“In spite of this lack of uniformity, the fact 
is striking that the graduates of the foreign 
medical schools and the unapproved schools in 
the United States showed the highest percent- 
age of failures, 59.6 and 46.0, respectively. 
Six states licensed graduates of unapproved 
schools during 1941. Four states granted un- 
limited licenses to practice medicine to gradu- 
ates of osteopathic schools.” 


The situation in this state as revealed 
in the report on licensing examinations in 
1941 is, to say the least, paradoxical. 
There should be an explanation forth- 
coming. 


Immunity Against Pertussis 


ease < |. P ' 1 ! S cou 8fi is the one contagious i 
fibs * anCy , that remains unsolv 
and infantile ^ eaS i eS ’- scarlefc fever - diphthe; 
e <Wal the f i- para ysis — all combined — do i 
Pertussis ° 3 , nurrd:)er °f annual deaths fr 
made 'o Z ^ Attempts ka ^ b< 
hut thJ n immunit y m Young infar 
efforts hith ave al * failed. Experimen 
laborator? f-° , have not tempted ev 
lated a <.in,rT ais ’ "hich have been inoi 
It a8ains V vho °pmg cough. 

~p~!!!f red to Cohen and Scadron 1 that 

Yrfj^ ecti °a S - J " Paoer read bef, 

wMl? 0 ° ° { tkC Amcric 


the pregnant motiier could bg immunized 
actively during the latter part of her preg- 
nancy, the newborn child might have a safe- 
guard against infection by Bacillus pertussis. 
Accordingly, they inoculated expectant moth- 
ers with one hundred and twenty to one 
hundred and fifty billions of a potent whooping 
cough vaccine. Agglutinins, complement fix- 
ings, and protective antibodies that were 
controlled by mouse protection tests were 
subjected to studies in both mothers and their 
babies before and after inoculations. They 
studied 200 women by this method, and 32 of 
them and their offspring were subjected to 
immunologic studies. Every one of the 
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by active military duty. For this reason 
physicians entering the military services 
must be intensively trained for their new 
duties. All of this takes time. 


It is therefore imperative that re- 
cruitment of medical officers shall go 
forward as rapidly as possible. Sign on 
now, doctor! 


The Physician Population 


In view of the ever increasing demands 
of the military services and expanding in- 
dustry for competent physicians, infor- 
mation at this time on the increase in the 
physician population of the United States 
is timely. 

There were 5,681 additions to the medical 
profession in the United States and its terri- 
tories and possessions in 1941, the Council on 
Medical Education and Hospitals of the Amer- 
ican Medical Association reports in its fortieth 
annual compilation of medical licensure and 
allied statistics, published in the May 9 issue 
of the Journal of the Association. “The num- 
ber removed by death annually approximates 
3,700,” the report says. “It would appear 
that the physician population in 1941 was in- 
creased, therefore, by about 1,900. While it 
cannot be said that all of those licensed are in 
practice, it may be assumed that the great 
majority are.” 

“The greatest number in any one state 
were added in New York, 993, and 449 in 
Illinois,” the report says. “More than 300 
received their first license in California and 
Pennsylvania. The states of Indiana, Louisi- 
ana, Maryland, Minnesota, Missouri, New 
Jersey, Tennessee, Texas, Virginia, and Wis- 
consin increased their population of physi- 
cians by between 100 and 201. Thirty-one 
states, the District of Columbia, Alaska, 
Hawaii, Puerto Rico, and the Virgin Islands 
added fewer than 100. Of the licentiates con- 
stituting additions to the medical profession 
last year, 5,213 secured their licenses after 
examination and 468 by endorsement of cre- 
dentials.” 

Commenting on this aspect of the annual 
report on medical licensure, the J ournal says 
that “Of these 5,681 newly licensed physi- 
cians, 626 were graduates of foreign medical 
schools, and 226 were graduates of unapproved 
medical colleges in the United States. During 
1941 4 738 graduates of approved medical 
colleges ’were added to the profession in the 
United States. Accumulated data indicate 


that during the past seven years there have 
been 41,983 new additions to the profession. 

"As a result of increases in the number of 
students admitted and the adoption of an ac- 
celerated curriculum by most of the medical 
colleges, the annual additions to the profes- 
sion from the medical schools of this country 
should increase by more than 25 per cent dur- 
ing the next few years.” 

According to the report, the greatest in- 
crease in physician population, according to 
geographic division, was 1,554 in the Middle 
Atlantic states. The East North Central 
group added 1,183, the South Atlantic 622, 
the West North Central 608, the Pacific group 
440, the New England states 418, the West 
South Central group 415, and the Mountain 
states 91. 

Forty-nine medical schools have adopted an 
accelerated curriculum, involving both the ac- 
ceptance of entering students and the gradua- 
tion of a class every nine months. Eleven have 
adopted an accelerated curriculum involving 
the graduation of a class every nine months 
but will admit an entering class on an annual 
basis. One school will continue operating on 
the four quarter plan, admitting new students 
and graduating a class every quarter. Eight 
schools have not adopted an accelerated pro- 
gram. 

“As has been pointed out,” the report says, 
“there are many difficulties involved in the ac- 
celeration of the program, and where a school 
has failed to adopt such a program in order to 
maintain satisfactory standards, it is to be 
commended rather than criticized. 

“The acceleration of the training of medical 
students to the end that graduation will occur 
following three calendar years of instruction 
raises questions concerning medical licensure 
that demand consideration along with a con- 
sideration of the merits of the proposal itself. 

“The medical practice acts of the several 
states define the standards that a medical 
school must maintain in order that graduates 
may qualify for licensure. If those standards 
are defined in such a way that courses of study 



BACTERIAL FILTRATES IN THE TREATMENT OF CUTANEOUS 
INFECTIONS 

Frank C. Combes, M.D., New York City 


I N 1924 Alexander Besredka' reported for 
the first time on the use of bacterial fil- 
trates in the prevention and treatment of 
various infectious processes. He declared that 
bacterial filtrates, locally applied, inhibit the 
development of the microorganisms from 
which the filtrates are prepared, and exert a 
therapeutic effect by increasing the natural 
immunity of the skin. 

Besredka prepared broth cultures which he 
filtered after an incubation period of eight 
days. He then inoculated the sterile filtrate 
with the original bacterial strain, and re- 
filtered the culture after a second incubation 
period of eight days. Besredka called this 
filtrate the “antivirus." During the prepara- 
tion of the bacterial filtrates, he noted that 
the growth of bacteria was less intense in the 
first filtrate, and that in repeating the process 
he obtained a product in which no growth oc- 
curred. He attributed this lack of growth to 
the presence of an antivirus, which he be- 
lieved to be a specific for the organisms from 
which it had been elaborated. Besredka re- 
ferred to many clinical reports to show that 
the bacterial filtrates were being used with 
considerable success as wet dressings on a 
variety of local staphylococcic and strepto- 
coccic infections. 

Subsequent investigators, including Gay 
and Morrison, 2 Rivers and Tillett, 5 Mallory 
and Marble, 1 conclusively demonstrated that 
the effect of the filtrate was actually an ampli- 
fication of tissue immunity through stimula- 
tion of the clasmatocytes. The work of 
Mallory and Marble and that of Toomey and 
Friedlander 5 showed that temporary local im- 
munization against staphylococci could also 
be produced by wet dressings of uninoculated 
broth. Gay, however, although unable to 
assert that a specific form of cell protection is 
involved, came to the conclusion that the use 
of filtrates of specific microorganisms “give 
rise to thicker granulation tissue, more clas- 
matocytes, and still greater protection than 
those obtained with broth alone." According 
to Oesterlin, bacterial filtrates possess in- 
jection-resisting qualities that are entirely 
lacking in broth. Admitting that an occasional 

*he Department of Dermatology and Syphilology, 
yk University College of Medicine, and the Third 
, lc ? (New York University) Division, Bellevue Hos- 
pital. Service of Dr. Frank C. Combes. 


increase in resistance caused' by nonspecific 
filtrates has been found, he insisted, neverthe- 
less, that the protection produced by specific 
filtrates seems to be more intense and more de- 
pendable. 

In 1932, Besredka, 6 while not disavowing his 
original assertion that the filtrate possesses 
definite specificity, conceded that its action 
in some cases might be indirect by increasing 
the resistance of the cells. He maintained, 
however, that staphylococcus and strepto- 
coccus bacterial filtrates fixed alexin electively 
and were specific, and prevented the develop- 
ment of the corresponding bacteria. 

All investigators, while denying the specific- 
ity of the bacterial filtrates and their ability 
to produce constitutional immunity by trans- 
cutaneous absorption, admit that the filtrates 
are capable of producing local immunity of 
varying degree. 

Besredka’s concept of local immunity drew 
much attention; however, few clinical reports 
on the therapeutic value of bacterial fil- 
trates have been published in this country. 
Only recently these filtrates have found a 
wider application in the treatment of local 
infections. Boenke 7 reported on the treat- 
ment of a case of erythema induratum with a 
filtrate of staphylococci, streptococci, and 
Bacillus pyocyaneus. Boyd and Weissberg 8 
successfully applied bacterial filtrates to many 
cases of varicose and diabetic ulcers that had 
resisted other medication. 

For the past year we have carried on an 
extensive study to determine the therapeutic 
value of bacterial filtrates in the treatment of 
cutaneous infections. To this purpose bac- 
terial filtrates were used in the treatment of 
various dermatoses occurring in hospitalized 
patients and in ambulatory patients in private 
practice. All the patients treated had cutane- 
ous lesions caused by Staphylococcus albus and 
Staph, aureus, and by streptococci. In only a 
few cases were the organisms cultured. 

Bacterial filtrates were used in two forms: 
the filtrate preserved by 0.5 per cent phenol 
and an ointment containing 12 per cent of the 
filtrate.* The filtrate was prepared according 
to the method of Besredka from Staph, albus, 

♦The material for this study LAntipeoI Liquid and 
Antipeal Ointment) was kindly supplied by the Bio- 
Therapeutic Laboratories, Iuc., East Orange, New 
Jersey. 
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women showed a high titer of immune bodies, 
which was transmitted in every instance to 
the baby. The controls showed few or no 
immune bodies in the newborn. 

All past work on this subject seems to indi- 
cate that Cohen and Scadron have been able 
to produce, finally, a passive immunity 
against whooping cough in the newborn. 
They state, naturally, that further studies 
must be pursued to determine the duration of 


this immunity. The time is too short to evalu- 
ate the duration of the protection afforded, 
but this is being followed up assiduously. 

Their work is to be noted. It represents a 
new approach in preventive medicine. If our 
newborn babies can be assured protection 
against whooping cough for but a few months, 
a definite lowering of infant mortality will 
result. It is hoped that this work will be 
continued and corroborated. 


Correspondence 


May 13, 1942 

The Council 

Medical Society oi the State of New York 
292 Madison Avenue 
New York, New York 

RE: Introductory No. 2037, No. 2522 , 
introduced March 18, i942, by 
Mr. Milmoe. 


Gentlemen: 

In the Supplementary Report No. 2 issued by 
the Committee on Legislation of the State Medi- 
cal Society on April 25, 1 942, Dr. Joseph S. 
Lawrence mentioned my name as opposing the 
Milmoe Grievance bill. 

In all fairness and justice, the following are my 
reasons for opposing this legislation: 

“The above bill which is an act to amend the 
Education Law in relation to the Committee on 
Grievances, empowered to hear, determine and 
make recommendations to the Board of Regents 
in disciplinary proceedings against physicians, 
seeks to modify the law, by providing that a 
unanimous vote of the subcommittee oj three is neces- 
sary for a finding of guilt- The proposed amend- 
ment to Section 1265 of the Education Late is ob- 
jectionable and inequitable. 

“At present, Section 1265 of the Education 
Law requires a unanimous vote of the full com- 
mittee of ten members of the Medical Grievance 
Committee in order to find a practitioner of medi- 
cine guilty of charges after a hearing. 

"This provision has long been criticized and 
properly so, because of the unusual and un- 
warranted power it places in the hands of one 
member of the committee, to frustrate the deci- 
sions of the nine other members. After the ex- 
pense incurred and the time spent in lengthy pre- 
liminary investigations, authorization of charges, 
preparation of such charges and hearings there- 
upon, it seems unjust and inequitable that the 
determination and convictions of nine men are 
rendered meaningless by the decision of one mem- 
her to dissent. The law should be more flemble 
so as to allow for the sincere and honest differ- 


ences of opinion which necessarily arise in the 
trial of controversial issues without defeating the 
purpose and intent of the law. Judges in Appel- 
late Courts differ in their reactions to identical 
sets of facts, but such differences are not per- 
mitted to render useless their deliberations and 
decisions. 

“In the legal profession, where courts deal 
with substantial rights of property or with the 
freedom of even the lives of men, ultimate action 
may be by majority decision, viz.: In the Appel- 
late Division of the Supreme Court by a vote of 
3 to 2, in the Court of Appeals by a vote of 4 to 3 
and in the United States Supreme Court by a vote 
of 5 to 4. 

“Now it is suggested that Section 1265 of the 
Education Law be amended to require a unani- 
mous vote of guilt by the subcommittee of three 
who originally hear the charges. If there is not a 
unanimous vote, under the proposed amendment, 
then the case is dismissed without the knowledge 
of the full Committee. This, I believe, is too 
great a power and responsibility for any one mem- 
ber. Thus, the very power to veto the will of the 
full Committee which now exists in the require- 
ment of the unanimous vote, will still be lodged 
in one member except that under the proposed 
amendment, he would be able to exercise this ob- 
jectionable power by dismissing a case at its in- 
ception. 

“The Medical, Homeopathic and Osteopathic 
professions do not seem to trust their prominent 
members who gratuitously serve on these com- 
mittees. Therefore, it is proposed that no dis- 
ciplinary action can be taken against a doctor 
except by unanimous vote of the subcommittee, 
so that one member of the committee can stand 
in the way of intelligent action, thereby keeping 
in the profession an undesirable, unethical, dis- 
honest practitioner. In these enlightened days 
that condition should not prevail. The medical 
profession should not be subject to the charge 
that it is protecting those who violate the Medi- 
cal Practice Act. 

[Continued on page 1206] 
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CO “ ect ‘ on of blood Piasma for military use 
: r '°^ obscure the need for a permanent, 

feservmr of whole and processed 
blood for civilian transfusions. Headed by Dr 
TYw J-.Unger, the Specia! Committee on Blood 
of\Wv 10 r, fthe ^dical Society of the County 
tnnf ,LVjk k n ! ade , ? n mteresting and impor- 
*L ( T» l t - nbut c 0 i I ! to , tl113 problem with a plan for 
sunnlv m° n ° f bood banks in lar e e hospitals to 
( pp y the requirements of smaller institutions, 
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clt'v'* ^gg.ested by the County Sc- 
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ticina?i^?* d| Recording to need. One of the par- 
cen?r^| n ffi lnStl k UtlQns ' v °uid be designated as a 
«£«£ «?*? "'here all available supplies would be 
oum-nm d, /m mformation of hospitals with- 
p umpatible blood at any particular time, 
current c b ar ges would be somewhat lower than 
L3“l rates (?r private patients. Ward and 
■ allv 7 at ? P atle “ts would benefit more materi- 
wouid be reduced* Volume P erm itted, charges 

Dr^ S "'°rthy feature of the plan suggested by 
j nv ' . ug 6 , committee is the negligible capital 
the ™T n r ret imred— about fifty dollars, plus 
hosnital °V refngerutor for each participating 
muS ho r. appreciated fully, this figure 
th^Rln J°^ pare , d ™ th the §25,000 quoted by 
and ® etterr nent Association, 

thp i * com uiercial organization, as 

wf t L l C0Sfc of similar projects, 
stomnn r Li lm ? e *' us given to the collection and 
dano-nr t°k .?! ■ mrd plasma by the war, there is 
husinn -, ka . k bbls held may be taken over by lay 
act fW S n A erests urdess physicians and hospitals 
the hn-f • ,° mme rcial operation would not be in 
low inir mierests of the public. In view of its 
Dim ^ftand administrative simplicity, the 
Blond b y the Special Committee on 

' Countv r^usfusion of the Medical Society of the 
y 01 JNew i ork merits serious consideration. 


A MESSAGE FROM LENOX HILL HOS- 
PITAL TO ALL XURSES 

The following is a comparison of the earnings 
of General Duty and Special Nurses afc todays 
rates: J 


This is given because of the general impression 
among nurses that Special Duty pays better; 
and also because the Armed Forces as well as 
hospitals need nurses, whereas the need for 
specials should be considered secondary': 


General Duly Nurses 

Salary for 12 mos. at S75.00 $ 900.00 

Allowance for living out 300 00 

3 meals per day— 11 mos 396 00 

(approx, value 31.20 per clay) 

Value of laundry at 35.00 mo 60 00 


n - t , , wloo u.uu 

Provided also at no cost to the nurse, 

1 mo. vacation 

2 weeks’ sick leave 

Compensation coverage in the event of injury or 
infectious disease. 


Special Duty Nurses 

11 mos. (6-day week) SI, 440. 00 

(this is optimum, not average) 

Value of 2 meals per day' for 2SS davs 
at S0.S0 X 230.40 


§1,670.40 

Xo provision for salary during vacation. Xo 
time off for holidays. Xo sick leave allowance. 
Xo compensation coverage. 

Please note that the above calculation is on 28S 
days of work for each type of nurse. 

Only a few specials can do this. The average 
earnings in our hospital are a little over 31000 
or about 3400 less than shown in the table; and 
we do better than most hospitals. 

Even if the hospitals approve an increase of 
31.00 per day for Special Duty nursing, the 
average earnings will be S100.00 less per’ year 
than for General Duty Xursing, and the advan- 
tages of General Duty Xursing will still be lack- 
ing. 

These are war times. Special X T ursing is a 
luxury'. Our Country and our Hospitals need 
nurses. The decision is up to you . — Printed in 
Bureau-Grams, May, 1943 


offerr-d that a fo mous Danish surgeon his errors would be more instructive than a re- 

Intermt? i^h a volume of his mistakes to the port of his successful procedures.— Sims’s Con- 
oonal Technical Surgeons. He thought notations, reprinted from Medical Record 
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aureus, and citreus, Streptococcus viridans, 
pyogenes, and haemolyticus, and B. pyo- 
cyaneus. The filtrate was diluted with three 
to five parts of physiologic saline solution. 
A report of the results follows. 


Carbuncle . — Fifteen patients with carbuncles 
were treated with uniformly good results. The 
most satisfactory effects seemed to follow the 
application of the ointment during the stage of 
congestion, changing to the filtrate during the 
period of necrosis. The essential features in all 
instances were a lessening of the pain and the 
rapid onset of suppuration, often within twenty- 
four hours. There did not appear to be any cur- 
tailment of the period of involution, although 
liquefaction and discharge from the lesions were 
more profuse than in cases in which the filtrate 
was not used. The local use of the filtrate did not 
prevent the development of metastatic lesions 
on other parts of the body. In no instance was 
it necessary to incise or excise a lesion. 

Furuncle. — Twenty-six patients with furuncles, 
of from one to several lesions, were treated. 
The method was similar to that followed in 
treating carbuncles, but in many cases the oint- 
ment was used exclusively. The results were ap- 
proximately identical. In no instance was it 
necessary to incise a lesion, although in several 
cases openings were bored in the apex, with pure 
liquefied phenol on an applicator. There was an 
acceleration of the healing process after the 
expulsion of the necrotic slough. Here again the 
filtrate did not prevent metastatic lesions, al- 
though in one patient, with a multiple fur- 
unculosis of several months’ duration that was 
confined to the leg, the process was checked and 
cured by the application of the ointment twice 
daily to the entire area. 

Hydradenitis Axillaris . — Five patients with re- 
current abscesses in one or both axillas were 


treated with the ointment. Results were good in 
3 patients; one patient who had experienced re- 
curring lesions in one axilla was permanently re- 
lieved within three weeks. During this time she 
developed a lesion in the other axilla. This lesion 
also responded promptly to dressings moistened 
with the ointment. One patient, a man, with 
involvement of the perineal region, was also 
benefited by application of the ointment. 

Furuncle of the External Auditory Canal . — 
Two cases were treated by means of gauze wicks 
placed in the canal, the patient keeping them 
moist with the filtrate. In both cases there was 
prompt relief from pain. In one case it was 
necessary to incise the lesion. This patient 
also had a seborrheic dermatitis involving the 
canal, which was improved by the ointment but 
recurred when its use was discontinued. 

Furuncle of the Nares .— Furuncles in this loca- 
tion are potentially dangerous and necessitate 
conservative therapy. One patient with such a 
lesion was treated with the ointment and re- 
covered rapidly. He also received intracutaneous 
injections of sterile milk protein, which may have 
contributed to the rapid liquefaction of the lesion 

Oncosis Villa arts . — Six cases were treated, none 
of which had responded favorably to other 
measures. None of them was helped by either 


betics that were recalcitrant to various remedies 
responded to application of the ointment. One 
of the patients was confined to bed, which un- 
doubtedly aided in his recovery. Fourteen 
patients with simple ulcers of the leg associated 
with varicose veins were helped by application of 
both ointment and filtrate. Three leg ulcers of 
unknown cause were unimproved. One leg ulcer 
of two years’ duration from which Staph, aureus 
and Str. haemolyticus were cultured responded 
favorably to the treatment. One patient with 
three ulcers of the arm following bites by humans 
was unimproved following treatment with the 
ointment. 

Perifolliculitis A bscedens et Suffodiens . — One 
patient was treated without benefit. 

Staphylococcia . — One patient with a severe 
Staph, albus infection of several months’ dura- 
tion involving the scalp, the bearded region of 
the face, the nose, the eyebrows, and the eye- 
lids was unaffected by either the ointment or the 
filtrate. 

Infectious Eczemaloid Dermatitis . — Five cases 
of infectious eczematoid dermatitis were treated; 
4 improved; one was unimproved. 

Varicose Eczema . — Eleven patients with vari- 
cose eczema were treated with the filtrate. It 
was efficacious in eliminating secondary infec- 
tions and crusting of the lesions. While none of 
these patients was cured, all showed definite im- 
provement. 

Tabetic Ulcers . — One tabetic ulcer was treated 
with objective improvement following the appli- 
cation of a wet compress of the diluted filtrate. 
Later the lesion was packed with the ointment, 
but no further benefit was noticed. 

Impetigo Contagiosa . — Eight patients with im- 
petigo w ere treated with the ointment. Patients 
were instructed to cleanse the lesions twice daily 
with soap and water, to remove the crusts and to 
apply the ointment every three or four hours. 
The results were better than those obtained by 
the use of ammoniated mercury ointment, the 
length of disability averaging about ten days. 
Two patients recovered after three days. 

Acne Vulgaris . — Five patients with acne vul- 
garis were treated with the ointment. None of 
them improved. Eleven cases of pustular acne 
were treated in the same way. Eight of these 
showed improvement, with disappearance of the 
pustular lesions; the others showed no change. 

Blepharitis .- — Two patients with chronic 
blepharitis marginalis were treated with the oint- 
ment. Both improved but later relapsed. This 
failure may be explained on the basis that both 
patients had a seborrheic dermatitis of the face 
and scalp. 

Conclusions 

1 . Notwithstanding their lack of specificity, 
bacterial filtrates exert a beneficial effect on 
staphylococcic and streptococcic infections 
of the skin, especially carbuncle, furuncle, 
and impetigo. 

2. The essential features of therapy with 
bacterial filtrates are prompt relief from pain, 
rapid onset of suppuration, and acceleration 

of the healing process. 

3. Its effects are entirely local and there is 
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Fig. 2. Barbour and Hamilton apparatus foi 
measuring the specific gravity of body fluids 


been different. These measurements reveal 
the wisdom of conservative therapy during 
the first ^w days m dealing with traumatic 
rupture of the kidney. 


References 


illustrate t |° n the bIood in tbis case ^ well 
(hematnr n y tbe . decrease in cell volume 
(Fig. 41 r v i. a j d k ‘ ota * Pi asma proteins 
the n't ho i -i des Pi‘ e adequate excretion by 
the ;i:i kld r y (as i ud S ed by the output) and 
tient’s adm .i njs tration of fluids, the pa- 

by the not CUlatlDS system was being flooded 
ytne potassmm hberated from injured tissue. 

of hvoorrfT °P erated u P on during this period 
hyperpotassemia, the outcome might have 


83: 91-f4 r a927) H - G ” ^ Hamilton - W. F.: J.A.M.A. 

R 'i " J^,“- H ® a rt 4- (1939h’ 3Dd Zuemer ’ 
13: 355-373,Uk-lio, de l ‘esl. 

IOSl-lOSs'ow). J " C ° mpt - rend - Soc - de^biol. 62: 
ISS^’lO^). 1 ” 3, 1 " 3nd Lerin - D - -4-: j. Physiol. 89: 153- 
S: 326-333 tirib). PhiI ° s0 P hicaI Tr - Roy. Soc. London 

Pathology C fthe Xl2jgmui’t%holSa PO r oa . l . ht : Chemical 
ses of the Blood, De ^UoL cfc ^f £ 0 ?. ta "m>S Analy- 
Under that Disease in Newcastle and t J a V ent | Labop ing 
Hiehley. 1832. Newcastle and London, London, ST 

, 3 : 



BIOOD STUDIES IN SHOCK AS A GUIDE TO THERAPY 
The Defease Mechanism of the Kidney 
John Scudder, M.D., New York City 


U ROLOGISTS may be interested in the 
fact that Roy’s 9 work on the kidney 
paved the way for the new conception of 
shock. In 1884, Roy proved that following 
nervous stimuli kidney volume decreased, as 
measured by a Masso instrument. This is 
due to a contraction of the renal blood vessels. 
Simply stated, blood vessels narrow following 
harmful stimuli. 

Of what significance is this discovery? 

If one should ask an engineer what would 
happen to the volume flow of water if a two- 
inch pipe were to replace a four-inch pipe, he 
would immediately answer that one would 
get only one-sixteenth as much water, if all 
the other factors were held constant. This 
same Roiseuiile's law holds good for blood 
flow. If such organs as the brain, heart, or 
kidneys were to receive only one-sixteenth of 
the usual amount of blood because of vaso- 
constriction, it would not take long for serious 
injury, or perhaps irreversible damage, to 
occur. 

Roy was also curious as to what would relax 
these constricted vessels. He saw that ordi- 
nary saline introduced into the circulating 
system would do so. You have observed 
this phenomenon at operations. When the 
saline is started, there always seems to be 
more oozing in the operative field, and the 
cut arterioles appear to squirt more vigor- 
ously. 

Feltz and Ritter 1 in 1881 , working on ex- 
perimental uremia in dogs, saw an increase in 
potassium in both the blood and the tissues. 
In these states, extra potassium salts hastened 
the onset of death. Recently, these original 
observations of Feltz and Ritter have been 
strengthened and confirmed through electro- 
cardiographic data in relation to experimental 
uremia in dogs. 27 The effect of potassium 
upon the electrocardiogram in man*- 11 and in 
animal 3,6,l2,w ' w ’ l5, ‘ e have been noted. 

It has been established beyond reasonable 
doubt that alterations in salt concentrations 
are associated with the syndrome of shock. 10 - 19 


Of the various cations, the potassium ion 
shows the greatest change. This is because, 
like the rabbit, monkey, and pig, man is a 
potassium animal. Following injury', potas- 
sium escapes from damaged tissue and must 
be excreted. The kidneys and the adrenal 
cortex stand Srst in the maintenance of the 
normal distribution of water and salts. It is 
for this reason that good renal function is of 
paramount importance in the control of shock. 
Should this excretory mechanism fail, some 
of the potassium is excreted in the stools, 
saliva, and sweat. As an emergency mecha- 
nism, vomiting probably rids the body of 
excessive accumulation faster than any other 
mechanism. 

Do we depend upon sodium and potassium 
analyses in the management of a case of shock? 
We do not, for the simple reason that such 
analyses take many hours, at a time when ire 
need measurements winch take only a few 
minutes. 

There are, however, certain tests that are 
more reliable than either potassium or sodium 
analyses. These tests are also of more value 
because they anticipate by hours, and in cer- 
tain instances by days, the ultimate changes 
in the salt concentrations (Fig. 1), Robert 
Boyle* first made use of them in 1684. Boyle 
was a physicist and was curious about weights 
of things. He measured the specific gravity 
of both blood and serum, and found it in each 
case to be greater than that of water, and to 
differ in Various diseases. This work was 
substantiated by Jurin 7 in 1719. During the 
early half of the nineteenth century, the 
cholera epidemics which swept Europe and 
England afforded an opportunity to O’Shaugh- 
nessy* in England and to Wittstock 18 in 
Germany to determine that both blood and 
serum lost water as judged by the increase in 
their weights. Today we have the modified 
Barbour and Hamilton. 1 apparatus for the 
determination of density of body fluids (Fig. 


sStowawa.'wat 

il 30, 1941. 


2 ). 

Other reasons why we rely on specific grav- 
ity tests of blood and of plasma in the syn- 
drome of shock are: (1) they are easily done; 
(2) they are readily mastered; (3) they are 
reproducible; (4) they are twenty-five times 
as delicate as the red blood count in the assay 
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Fig. 1. Experimental dehydration in the cat: 
illustrating increase . in blood density before 
changes in salt concentration. 


of dehydration; and (5) they foretell the 
ultimate fall in blood pressure. In other words, 
the shift of fluid from blood to tissues heralds 
the approach of shock, and by being fore- 
warned one is forearmed. 

In following a case of shock, the sensitivity 
of these tests can differentiate between shock 
due to trauma or dehydration and shock due 
to hemorrhage. Thus, internal hemorrhage 
can be detected before fall in blood pressure 
or before clinical manifestations of blood loss. 

The four tests which we make in cases of 
shock, as well as in the control of fluid therapy, 
are: specific gravity of peripheral blood; cell 
volume as determined by the hematocrit on 
venous blood; specific gravity of plasma; 
and estimation of total plasma proteins (Fig. 
3). These tests can be made within fifteen 
minutes’ time and give objective evidence as 
to whether more fluid should be given or 
whether fluid therapy should be stopped. 
They also help to decide whether blood, salt, 
glucose, or plasma should be used. 

Case Report 

A man, aged 26, was brought to the Presby- 
terian Hospital ten minutes after his motorcycle 
had crashed into a tree. He was treated for 
shock on admission. In a subsequent intrave- 
nous pyelogram, the left kidney outline could not 
be seen. He was treated for four days conserva- 
tively, during which time his fluids were pushed. 

The dilution-of the blood in this case is well 
illustrated by the decrease in cell volume 
(hematocrit) and in total plasma proteins 
(Fig- 4). Yet despite adequate excretion by 
the other kidney (as judged by the output) and 
the large administration of fluids, the pa- 
tient’s circulating system was being flooded 
by the potassium liberated from injured tissue. 
Had he been operated upon during this period 
of hyperpotassemia, the outcome might have 


■01 


Apparatus for fleasurinq 
Specific qravitq of fluids 


Fig. 2. Barbour and Hamilton apparatus for 
measuring the specific gravity of body fluids. 



been different. These measurements reveal 
the wisdom of conservative therapy during 
the first few days in dealing with traumatic 
rupture of the kidney. 
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Fig. 4. Electrolyte and fluid changes in blood 
associated with injury following rupture of a 
kidney. 
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Discussion 


Dr. Paul W. Searles, Buffalo, New York — 
In the impressive and thorough method of fol- 
lowing a case of shock outlined by Dr. Scudder, 
the comparative minute-to-minute check-up 
of all the properties of blood with which we are 
concerned in shock gives us a clear-cut plan of 
treatment. 

The actual determination of the blood and 


plasma specific gravities and of the cell volume 
is quite simple to do, but the correct valuation of 
results can only be obtained by a frequent use of 
the method. 

I have not followed specific gravities in pa- 
tients before or during operation. This would 


mean that about 10 per cent of the cases coming 
to surgery would have specific gravity determina- 
tions immediately before operation and during 
operation. I think that specific gravity deter- 
mination would be worthwhile in cases that are 
poor risks or are having operations in which 
shock is most likely to occur. My method at 
present is to set up an intravenous drip in this 
type of case. Blood or plasma is often admin- 
istered before any fall in blood pressure °r marked 
elevation in pulse occurs, merely on the basis that 
shock, is anticipated. 

I have followed the specific gravity of the 
blood and the plasma in several burn cases. I 


was able to keep one case with a 75 per cent burn 
of the entire body alive for one month by the use 
of plasma. The amount of plasma and other 
intravenous therapy to be administered was 
based on specific gravity determinations. 

The determination of the cell volume is also 
a simple procedure and gives an immediate index 
to the concentration of red cells. The red count 
and hemoglobin can be roughly determined from 
this procedure. Roughly, a hemoglobin over 
130 per cent, due to loss of fluids into the tissues, 
forewarns of a fatal ending. Likewise a hemoglo- 
bin below 25 per cent caused by hemorrhage is 
considered fatal. 

I have been impressed by the large dose of 
adrenal cortex given intravenously by Dr. Scud- 
der. It is always rather difficult for me to con- 
clude whether the adrenal cortex is the factor 
which is improving the patient or whether it is 
the plasma. I am sure that my dose of adrenal 
cortex has not been sufficient. 

Dr. W. C. Eikner, Clifton Springs, New York — 
We are particularly grateful to Dr. Scudder for 
his excellent presentation regarding the changes 
in the blood and tissues of the body predisposing 
to the condition that we speak of as shock. Dr. 
Scudder has been a pioneer in this field of inves- 
tigation, having first become interested in it in 
dealing with Asiatic cholera while serving as a 
medical missionary in India. His recently pub- 
lished monograph on the subject bears evidence 
of his years of earnest endeavor, not only at the 
bedside, but in the experimental laboratory. 

While I have had no personal experience with 
the details of the laboratory tests involved in 
studying the blood in shock, I am sure that all 
of us here are perfectly familiar with the condi- 
tion which we call shock. To my mind there has 
been no better description of the clinical picture 
of shock given than that included in the defini- 
tion made by W. B. Cannon, which is as fol- 
lows: 

“Shock is a generalized bodily state, which oc- 
curs after severe injury, and which is character- 
ized by a low venous pressure, a low or falling 
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arterial pressure, a rapid, thready pulse, a di- 
minished blood volume, a normal or increased 
erythrocyte count and hemoglobin percentage in 
peripheral blood, a leukocytosis, an increased 
blood nitrogen, a reduced blood alkali, a lowered 
metabolism, a subnormal temperature, a cold 
skin moist with sweat, a pallid or grayish or 
slightly cyanotic appearance; also by tliirst, by 
shallow and rapid respirations, often by vomiting 
and restlessness, by anxiety changing usually to 
mental dullness, and by lessened sensitivity.” 

This, of course, is the classical picture of acute 
surgical shock, and one in which we need no par- 
ticular laboratory studies to aid us in recogni- 
tion. The important point, however, for us to 
remember as regards Dr. Seudder's presentation, 
is that by the use of the hematocrit, serum pro- 
tein studies, etc., on patients in our wards, we 
shall be able to predict impending shock long 
before its actual occurrence. By having this in- 
formation at hand, and noting changes in the 
blood serum indicative of impending shock, we 
are placed in a much better position in treating 
the patient. Being forewarned is certainly being 
forearmed. 

Acute surgical shock following trauma, such 
as in automobile and industrial accidents, etc., 
still is our most difficult problem. Over this we 
have no particular control except as regards the 
prognosis and regulation of the treatment. In 
other cases, however, it would seem advisable 
to have all of the information at hand, so that 
the patients can better be prepared for the pro- 
cedures they have to undergo. 

A more simple definition is that shock is a de- 
ficiency in the circulating blood or fluids. As 
Dr. Scudder has already pointed out. there are 
many factors which influence this deficiency. 
In the treatment of a shock patient, measures 
must be taken to combat this deficiency. By 
and large the most efficacious single remedy is 
blood transfusion. Intravenous administration 
of isotonic or hypertonic saline and glucose solu- 
tion is very valuable, but it is to be remembered 
that the effect lasts for a short period of time 
only. Extracts of adrenal cortex have also 
proved to be very beneficial, but here also the 
effect is .short-lived and repeated doses are al- 
ways necessary. 

While blood transfusion has proved to be our 
most valuable aid in the treatment of shock, one 
drawback has been the difficulty which we have 
all had in securing a proper donor, particularly in 
the middle of the night. This situation has been 


solved by the institution of blood banks in the 
larger medical centers, but in smaller hospitals, 
where the frequency of blood transfusion has 
been much less than in the larger centers, the 
preservation of whole blood has been somewhat 
of a problem. It has been our practice to store 
citrated blood in a refrigerator, and we have 
found that this can be done satisfactorily for a 
period of at least two weeks. We try in this way 
to secure enough blood ahead of time to carry' us 
through any emergency during or following opera- 
tions, etc. Recently Barton has described a 
simplified method of satisfactorily perserving 
citrated blood in 2.5 per cent dextrose for a pe- 
riod of forty-six days. Now, with the advent of 
blood plasma, it seems that most of our diffi- 
culties will have been solved, as it should soon be 
practical for even the smaller hospitals to have 
a supply of this on hand. 

It would seem to be much more practical and 
simpler to operate a plasma bank than a blood 
bank. Harper, Osterberg, Priestley, and Sel- 
dom recently described the method used at the 
Mayo Clinic for the preparation of dried human 
plasma. This, of course, gives us the ideal solu- 
tion to the problem of treatment of shock. Dried 
human blood plasma can be kept sterile and 
free from deterioration for an indefinite period of 
time. It is, therefore, always available, and 
when needed can be given almost on a moment’s 
notice by the addition of sterile distilled water. 
An additional advantage of plasma over whole 
blood is that it can be given in concentrated form 
or not, according to the fluid demands of the pa- 
tient, and that reactions following its adminis- 
tration are relatively few and mild as compared 
with those following blood transfusion. The 
preparation of fluid plasma requires very little 
additional equipment beyond that ordinarily 
found in a clinical laboratory, while the prepara- 
tion of dried plasma is still a tedious, time-con- 
suming task. 

It has been recently shown that deficiencies in 
nitrogen metabolism requirements can be met 
not only by the addition of protein, but by the 
intravenous administration of amino acids. 
Elman and Weiner, and more recently Altshuler, 
Hensel, and Sabyun have developed methods by 
which amino acid mixtures can be prepared by 
the acid hydrolysis of casein. This method of 
intravenous alimentation, as they call it, is per- 
haps of more value in cases showing definite 
symptoms of protein deficiency, such as edema, 
etc. 


When novocaine first came into use, a local 
dentist in a nearby town tried it out as an experi- 
ment. He injected the drug in the jaw of his 
patient, an elderly man, and then asked him how 
he _ felt. There was no answer. The dentist 
waited a minute and asked, “How do you feel 


now?” Still no answer. Nervous, the dentist 
grabbed a glass of ice water and threw it in the 
patient's face to revive him. The man jumped 
up and yelled, “Good Heavens, what ails you? 
I’m all right. I’m just hard of hearing.” 
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RETENTION OF THE SPHINCTER IN THE RADICAL OPERATION 
FOR CARCINOMA OF THE RECTUM AND RECTOSIGMOID 

Abraham O. Wilensky, M.D., New York City 


T HIS paper purposes emphasis upon re- 
section of the rectum or rectosigmoid in 
continuity with retention of the sphincter, no 
matter what the special type and method of 
approach may be, 'and with special reference 
to operability, feasibility, healing of the re- 
sulting wound, mechanical results, and perma- 
nent results with reference to recurrence and 
metastases. 

Many of the standard forms of operation 
include a permanent colostomy. To many 
patients this is not voluntarily acceptable if 
there is any other choice; they accept it as 
imperative in the fear of contemplated conse- 
quences, and urged on by assurances of liv- 
ability, etc. But it is my conviction that 
many times there is a good deal of unnecessary 
ruthlessness in the sacrifice of the sphincter. 
This belief seems to be well supported by the 
following essential facts. 

Anatomic Considerations 
Embryologically, the anal canal is to be 
sharply distinguished from the rectum proper; 
continuity of the bowel at the point of junc- 
tion is due to prenatal fusion. 

Histologic Data 

In this part of the large bowel, the presence 
of squamous cell epithelium in a neoplasm 
indicates an origin from the anal canal; this 
type is, however, rare. Nevertheless its pres- 
ence indicates the clinical likelihood that the 


proper. While they are histologically malig- 
nant, they very often run a very benign clini- 
cal course and the extensive dissection re- 
quired in other forms of carcinoma in this 
part of the bowel is often not necessary. It 
has been my experience that local resections 
done for this type of tumor are as successful 
both immediately and permanently as the 
more extensive types of operation. And in 
any event, in my experience, it has always 
been possible to conserve the sphincter. 

The lymphatic plexus of the anal canal and 
rectum proper is distinct at first, but fusion 
occurs later. The lymphatic spread of either 
segment occurs as indicated in the previous 
paragraph, and in clinical practice this dis- 
tinction prevails, except in those instances in 
which the neoplastic growth involves both 
sides of the embryologic line of the anorectal 
junction; in the latter case the spread may 
occur in either or both ways. Bilateral spread 
is, however, clinically a relatively rare phe- 
nomenon. The histologic differentiation is 
recognizable in preoperative biopsy specimens. 

I agree with Gordon-Watson 8 that, practi- 
cally speaking, lymphatic spread does not 
occur generally until the growth has pene- 
trated through the bowel wall. 

Clinical Considerations 

Epithelial malignancies of the anus and 
rectum are of relatively slow growth and, 
while inflammatory lymph node enlargement 


direction of spread of the growth is caudad and 
forward along the perineum; that enlarge- 
ment of the lymphatic glands is to be looked 
for in the groins; and therapeutic necessity 
for dissection toward the anus with removal 
of the sphincter. 

Similarly, the presence of columnar cells 
and adenoid structure in a neoplasm of this 1 
part of the bowel indicates an origin in the i 
rectum proper. This is the common histologic < 
type. It indicates that the spread of the < 
growth is away from the sphincter and toward s 
the mesorectal lymphatics and glands upward 
toward the abdominal lymph glands. Thera- 
peutically, other things being equal, it per- 
rnits retention of the sphincter when this is f 

technically feasible. , 

Forms of malignant adenoma and of papd- t 
lary carcinoma usually arise from the rectum 

■' 1150 


is common, neoplastic metastases occur rela- 
tively late. This is exemplified in the series of 
cases reported by Larson, 11 and by Harding 
and Hankins, 10 and the corresponding greater 
operability is shown in the series of Adams, 1 
of Crafoord, 1 and of the Mayo Clinic. 13 
Lymph node metastases militate against a 
five-year survival, no matter how extensive 
the operation is made. Venous metastasis 
only rarely precedes lymphatic spread and 
correspondingly contributes to the good re- 
sults in the cases operated upon early. 


Biopsies 

Preoperative biopsies are not very reliable 
for the purposes of prognosis. A somewhat 
better opinion can be derived from the study of 
the operatively removed specimen. 

Preoperative estimations of the prognosis 
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according to Brody's method are available in 
the preoperative biopsy. Duke’s method is 
possible only after removal of the tumor 
proper. It gives a better picture than Brody’s 
method. No prognosis can be made during 
the operation from the gross appearances 
available then of the primary tumor, and the 
impossibility of distinguishing purely inflam- 
matory from neoplastic glands (60-70 per 
cent) only adds to the difficulty. 

Technical Considerations 

Radical Operability . — The radical operation 
is technically possible when there are not too 
many adhesions to neighboring viscera, when 
the tumor has not grown into the pelvic wall, 
when adjacent viscera are not too extensively 
involved, when lymph node metastasis is not 
too extensive, and when distant inetastases 
are not present in the abdominal or other 
viscera. For the purpose of conserving the 
sphincter, it is not necessary to give up a 
single item of radicality in performing the 
operation. One can remove the entire malig- 
nancy with all of its lymphatics and all ana- 
tomically associated lymph glands which show 
the slightest evidence of enlargement; one can 
include a wide dissection and excision of any 
suspicious tissue, if the tumor has already per- 
forated the bowel w r all; and, if necessary, one 
can also include the removal of any neighbor- 
ing organ (uterus, prostate, etc.), if it should 
seem to be involved by extension of the 
growth. 

The size of the tumor bears no relation (1) 
to the lymph node enlargement, (2) to the 
presence of metastases, (3) to the operability 
of the growth, (4) to the feasibility of its 
removal, and (5) to the possibility of retention 
of the sphincter. The size of the tumor is 
usually of no significance technically, and in 
any event the tumor is usually relatively and 
actually small. Its relative position in the 
rectum or rectosigmoid is not very important. 

General factors, such as the general condi- 
tion of the patient, often only serve to delay 
performance of the radical operation until 
such time as the condition is satisfactory. 

It seems unnecessary to add that the radi- 
cality of any operation is in direct proportion 
to the earfiness of the diagnosis and of the 
operation. A very important physical factor 
18 obesity: the operative procedure is much 
more difficult, and the incidence of infection is 
greater and of much more serious nature when 
't occurs. This can be an almost insurmount- 
able obstacle to the performance of the opera- 

l °u, to the subsequent recovery of the 


patient, and to the healing of the wound. 

The success of the operation in this type of 
major surgery is always in direct relation to 
the skill and experience of the operator and 
the helpfulness and teamwork of the assistants. 
Good postoperative care is of equal impor- 
tance, and depends to a large extent upon the 
facilities of the hospital and the faithful care 
and attention of the nursing staff. 

Conservation of the Sphincter. — Retention 
of the sphincter is possible whenever a radical 
operation is possible — w'hen the lower border 
of the malignancy is at least 3 inches from the 
anal margin — and depends upon the presence 
of a long, mobile, unscarred sigmoid and 
mesosigmoid. 

Blood supply at the line of junction after 
resection of the tumor-bearing portion de- 
pends upon the point of ligation of the superior 
hemorrhoidal artery; and, although a high 
ligation is frequently necessary, this should 
and can be tempered by the necessities of the 
occasion and the will not to be too ruthless 
when the occasion does not demand it. If 
there has been judicious arrangement of the 
lines of section, a relatively good blood supply 
can frequently be retained and the amount of 
marginal necrosis can be limited. Commonly 
a fecal fistula forms; but this should be no 
more deterrent to the determination to retain 
the sphincter than it is or would be in a re- 
section of the sigmoid with end-to-end suture. 
Occasionally, too, the effort is rewarded by a 
healing with so little marginal necrosis that 
the fecal fistula is negligible or entirely absent. 

Resection of the Rectum in Continuity . — 
Resection of the rectum in continuity with 
retention of the sphincter undoubtedly creates 
a greater technical problem than total extir- 
pation of the rectum. Two difficulties have 
previously repeatedly barred a wider willing- 
ness to conserve the sphincter in suitable cases. 
The first is the difficulty of securing primary 
healing between the anal and sigmoid stumps. 
But this is actually no greater than in similar 
resections of the sigmoid proper with end-to- 
end suture and there should be no differen- 
tiation on this score. The second difficulty 
has been infection. But modern chemother- 
apy (a combination of anti-gas serum and 
drugs of the sulfonamide group used before 
operation, locally in the wound, and imme- 
diately thereafter) has made this risk rela- 
tively small. 

At the present writing, one may not in this 
kind of major surgery expect the smoothness 
of convalescence and healing usually obtained 
in other types of major surgery which carry 
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the possibilities of primary suture and heal- 
ing. But the reward in personal satisfaction 
and in the gratefulness of the patient is so 
great as to make the effort very much worth- 
while. 

Methods of Approach . — The method of ap- 
proach for the performance of the radical 
operation does not materially alter the possi- 
bility of doing a resection in continuity and 
retaining the sphincter. The latter may be 
combined with any of the types of combined 
abdominoperineal or abdominosacral ap- 
proach and technic as well as with purely 
posterior types of operation via the sacral or 
perineal route. In the light of our present 
knowledge of the spread of the disease, the 
type of operative approach should depend on 
whether the growth is entirely below the 
peritoneum, above and below, or entirely 
above, as well as on whether the disease is still 
local or has spread to the lymphatic channels. 

Local Resection . — In general, it may be 
stated that in about half the cases that may be 
cured by surgery, the disease can be success- 
fully eradicated equally as well by local exci- 
sion as by total proctectomy. This should 
stimulate surgeons to consider a modified radi- 
cal excision when conditions appear favorable. 
One very remarkable case, out of a number 
of similar cases in my own experience, is the 
following. In 1928, a small ulcerating carci- 
noma was removed by a local resection, which 
did' not include the entire circumference 
of the bowel, through a sacral approach. At 
the present writing (thirteen-year follow-up) 
the patient is perfectly well in every sense 
of the word. 

Posterior Operations. — Conservative, suffi- 
ciently radical resection of the rectum in 
continuity, with immediate end-to-end direct 
anastomosis, can be carried out from below. 
The method was used by Grey-Turner with 
considerable success in 1935, and by Wood 
and Wilkie earlier. 15 The various steps of the 
operation include incision along the left border 
of the sacrum wall down below the coccyx, 
with excision of the coccyx and, if necessary, 
the lower segment of the sacrum; sufficient 
successive liberation of the posterior, lateral, 
and anterior aspects of the rectum with as 
much of its neighboring soft tissues as possible, 
including the rectal fatty capsule, mesorectum, 
and glands well into undoubtedly healthy 
tissue. Commonly, extension of the tumor 
makes opening of the peritoneal cavity nec- 
essary, which facilitates removal of the highly 
located retrorectal lymph nodes. The tumor- 
bearing portion of the rectum is sectioned with 


the thermocautery between clamps and the 
proximal extremity is sutured to the anal 
stump in the orthodox manner. 

One refinement of technic, which I have 
found has added to the success of healing by 
immediate union, has been a three-layer 
suture: one for the mucosa, one for the mesial 
fibrous and muscular layer, and one for what- 
ever peritoneal layer is available plus the 
rectal capsule. 

In very favorable cases, especially in 
women with a justo major type of pelvis and 
with an extraordinarily wide interval between 
the two tuberosities of the ischia, it is possible 
to avoid resection of the sacrum and some- 
times even of the coccyx in removing these 
growths from below. This is the perineal 
type of operation. It carries the added advan- 
tage that the immediate mortality of the 
operation is less, that the time of convalescence 
and healing is much shortened, and that all 
the inconvenience, pain, danger of secondary 
hemorrhage, etc., inherent in a wound con- 
taining infected bone are eliminated. 

All growths below the peritoneum that are 
reasonably early and mobile should be thus 
removed by the perineal or sacral method 
rather than by a combined operation, and 
whenever feasible with immediate anastomo- 
sis. Those that are partly above and partly 
below can, in many instances, be dealt with in 
the same way, provided that they are not too 
tar advanced. 

Combined Operations . — For the latter type 
of case, how'ever, and for all operable cases 
in which the evidence points to advanced 
disease, with the exception of those growths 
above the reflection which can be dealt with 
radically by Hartmann’s operation, the com- 
bined abdominoperineal or abdominosacral 
procedure is indicated. This permits the pre- 
liminary examination of the abdominal vis- 
cera and the determination of the extent of 
upward spread which is essential for this 
operation. 

I am personally not in favor of reversing 
this procedure into a perineo-abdominal or 
sacro-abdominal operation. In my opinion, 
this is a technical error; it increases the tech- 
nical difficulties and the risks of infection. 
There is distinctly more danger in operations 
begun by the sacral method which must be 
concluded by another method, necessitating 
moving the patient several times. Such inter- 
ventions have an excessively high mortality 
and should be avoided. If one decides to re- 
move a carcinoma of the rectum through a 
sacral or perineal approach, there should be 
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more than reasonable certainty that the opera- 
tion can be completed by this method. 

The immediate success or failure of the 
various methods of combined operation, the 
possibility of sufficiently and radically mo- 
bilizing the tumor-bearing portion of the bowel 
during the abdominal part of the operation 
so that a resedion in continuity, with immediate 
md-to-end suture of the opposing stumps, can be 
adequately and safely done through the 
second step, orsacroperineal part of the opera- 
tion, depend on the same physical factors as 
when the abdominal part of the operation is 
eliminated, i.e., adequate mobilization, a long 
mobile sigmoid, absence of sigmoiditis and 
mesosigmoiditis, adequate blood supply, skill 
and experience on the part of the operator. 
As experience accumulates, the possibility of 
retaming the sphincter increases without en- 
larging any immediate or future risk of mor- 
tality or recurrence. 

Multiple-Stage Operations. — Some surgeons 
prefer a two-stage operation for the combined 
type of operation so as to establish a colostomy 
m advance of the excision. However, it must 
be said that the presence of a colostomy adds 
to the risk of infection during the second stage. 
The technical difficulties during the second 
stage are intensified by the adhesions follow- 
ing division of the colon during the primary 
operation. Frequently, and most important, 
whatever is gained by the so-called safety of 
multiple-stage operations is lost in the in- 
creased danger of the second or subsequent 
stage. In the absence of obstruction, I have 
bad better results with a primary one-stage 
operation, and I reserve two- or multiple- 
stage operations for the obstructive type of 
case. 

“Drawing Through” Operation. — In past 
years a method was proposed in which the 
sphincter is retained by drawing the upper 
segment through the stump of the anus. A 
mobile upper segment is necessary for 
1 ns operation. Of the two "drawing through” 
methods devised (Mandl and Goetze, 12 Hoch- 
™ e 2g) > the latter is best. The drawing 
through is done through the lower segment 
still retaining its mucosa intact; or a second- 
ary drawing-through operation is done after 
be sphincter is divided in one plane and the 
en bre anal stump is denuded of its mucosa. 

The two methods indicated above are de- 
igned for performance through a posterior 
approach. It is, however, possible to make 
nse of this technic in a combined abdomino- 
perineal or abdominosacral operation in which 

le drawing-through part of the procedure is 


done in the second step of the operation 
through the posterior incision. 

The drawing-through operation is nob as 
successful as the end-to-end suture, in my 
experience and in the experience of other men 
which I have been permitted to observe. 
Secondary abscesses are common; and be- 
cause these are often dangerously difficult to 
drain properly, the operation is usually a tech- 
nical failure. 

Case Reports 

Case 1. — F. S., a 46-year-old woman with an 
adenoma malign urn, grade 1, of the rectum: a 
local excision was done through a posterior 
Kraske type of approach, in March, 1937. There 
was satisfactory healing and there is no evidence 
of any recurrence up to the present (four-year 
follow-up). 

Case 2. — A. K., a 50-year-old man with an 
adenocarcinoma of the rectum beginning as a 
papillary malignancy: a local excision was done 
through a posterior Kraske type of approach, in 
October, 1925. At the end of a ten-year follow- 
up, there was no evidence of recurrence. 

Case 3 . — In a 50-year-old man, B. B., a resec- 
tion of the sigmoid was done in March, 1926, a 
local resection of the rectum through a Kraske ap- 
proach in April, 1928, and an ileocecal resection 
in January, 1929. In each case an adenocarci- 
noma of the bowel was present without involve- 
ment of any lymph nodes. Clinically' each of 
these could be interpreted as being unrelated to 
the others, except that in this subject there must 
have been a tendency to malignant degeneration 
in the bowel, possibly on a papillary basis. In 
Januaiy, 1941 (twelve-year follow-up) this man 
was perfectly well without any sign of recur- 
rence. 

Case A — H. A., a 35-year-old woman, had an 
adenoma malignum, grade 1, for which a resection 
in continuity of the rectum was done through a 
Kraske type of posterior approach, in December, 
1935. Healing of the entire wound was com- 
plete within three weeks. In January, 1941 
(five-year follow-up) she is perfectly well with 
no symptom or sign of recurrence. This is one of 
the best immediate and permanent results I have 
had. 

Case 5. — J. S., a 60-year-old woman, had an 
adenocarcinoma of the ampullary portion of the 
rectum upon a papillary base. A resection of the 
rectum with immediate suture was done in 
March, 1937. A small residual fistula was suc- 
cessfully closed by a plastic procedure about 
eight months later. At the present writ- 
ing (four-year follow-up), the patient is perfectly 
well, with no evidence of any recurrence. 

Case 6. — W. K., a 45-year-old m3n, had an in- 
filtrating type of adenocarcinoma of the rectum 
with no involvement of the lymph nodes. A 
combined abdominosacral operation, with resec- 
tion of the rectum in continuity and immediate 
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the possibilities of primary suture and heal- 
ing. But the reward in personal satisfaction 
and in the gratefulness of the patient is so 
great as to make the effort very much worth- 
while. 

Methods of Approach . — The method of ap- 
proach for the performance of the radical 
operation does not materially alter the possi- 
bility of doing a resection in continuity and 
retaining the sphincter. The latter may be 
combined with any of the types of combined 
abdominoperineal or abdominosacral ap- 
proach and technic as well as with purely 
posterior types of operation via the sacral or 
perineal route. In the light of our present 
knowledge of the spread of the disease, the 
type of operative approach should depend on 
whether the growth is entirely below the 
peritoneum, above and below, or entirely 
above, as well as on whether the disease is still 
local or has spread to the lymphatic channels. 

Local Resection . — In general, it may be 
stated that in about half the cases that may be 
cured by surgery, the disease can be success- 
fully eradicated equally as well by local exci- 
sion as by total proctectomy. This should 
stimulate surgeons to consider a modified radi- 
cal excision when conditions appear favorable. 
One very remarkable case, out of a number 
of similar cases in my own experience, is the 
following. In 1928, a small ulcerating carci- 
noma was removed by a local resection, which 
did' not include the entire circumference 


the thermocautery between clamps and the 
proximal extremity is sutured to the anal 
stump in the orthodox manner. 

One refinement of technic, which I have 
found has added to the success of healing by 
immediate union, has been a three-layer 
suture: one for the mucosa, one for the mesial 
fibrous and muscular layer, and one for what- 
ever peritoneal layer is available plus the 
rectal capsule. 

In very favorable cases, especially in 
women with a justo major type of pelvis and 
with an extraordinarily wide interval between 
the two tuberosities of the ischia, it is possible 
to avoid resection of the sacrum and some- 
times even of the coccyx in removing these 
growths from below. This is the perineal 
type of operation. It carries the added advan- 
tage that the immediate mortality of the 
operation is less, that the time of convalescence 
and healing is much shortened, and that all 
the inconvenience, pain, danger of secondary 
hemorrhage, etc., inherent in a wound con- 
taining infected bone are eliminated. 

All growths below the peritoneum that are 
reasonably' early and mobile should be thus 
removed by the perineal or sacral method 
rather than by a combined operation, and 
whenever feasible with immediate anastomo- 
sis. Those that are partly above and partly 
below can, in many instances, be dealt with in 
the same way, provided that they are not too 
far advanced. 


of the bowel, through a sacral approach. At Combined Operations . — For the latter type 
the present writing (thirteen-year follow-up) of case, however, and for all operable cases 
the patient is perfectly well in every sense in which the evidence points to advanced 
of the word. disease, with the exception of those growths 

Posterior Operations. — Conservative, suffi- above the reflection which can be dealt with 

ciently radical resection of the rectum in radically by Hartmann’s operation, the corn- 

continuity, with immediate end-to-end direct bined abdominoperineal or abdominosacral 

anastomosis, can be carried out from below, procedure is indicated. This permits the pre- 

The method was used by Grey-Turner with liminary examination of the abdominal vis- 

considerable success in 1935, and by Wood eera and the determination of the extent of 

and Wilkie earlier. 15 The various steps of the upward spread which is essential for this 

operation include incision along the left border operation. 

of the sacrum wall down below the coccyx, I am personally not in favor of reversing 
with excision of the coccyx and, if necessary, this procedure into a perineo-abdominal or 
the lower segment of the sacrum; sufficient sacro-abdominal operation. In my opinion, 
successive liberation of the posterior, lateral, this is a technical error; it increases the tech- 
and anterior aspects of the rectum with as nical difficulties and the risks of infection. 

There is distinctly more danger in operations 
begun by the sacral method which must be 
concluded by another method, necessitating 
moving the patient several times. Such inter- 
ventions have an excessively high mortality 
and should be avoided. If one decides to re- 
move a carcinoma of the rectum through a 
sacral or perineal approach, there should be 


much of its neighboring soft tissues as possible, 
including the rectal fatty capsule, mesoreetum, 
and glands well into undoubtedly healthy 
tissue. Commonly, extension of the tumor 
makes opening of the peritoneal cavity nec- 
essary which facilitates removal of the highly 
located retrorectal lymph nodes. The tumor- 
bearing portion of the rectum is sectioned with 
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as of auricular fibrillation. Liver dullness 
was percussible three finger breadths below 
the right costal margin. The kidneys and 
spleen were not paipable. There was moder- 
ate swelling and tenderness of ankles, knees 
and hands.. The reflexes were physiologic. 

The patient was treated with aspirin, 1 
Gm. every four hours. On the day following 
admission, the patient’s temperature fell 
from 105 F. to OS F., but thereafter increased 
to an average of about 100.5 F. His pulse 
rate increased, and weakness and dyspnea 
became prominent. On March 3, 1942, the 
eleventh day of his hospital stay, a double 
mitral murmur with a presystolic thrill was 
noted. He began to have precordial pain 
and discomfort and increased dyspnea. Dull- 
ness and rales were present over the left lower 
lobe; on April 3, flatness and frank bronchial 
breathing were found over the left posterior 
chest, with moist rales at both bases. The 
diagnosis of left lower lobe lobar pneumonia 
was made, and oral sulfadiazine therapy was 
begun. 

The temperature did not respond to sulfa- 
diazine (sulfadiazine level was 16 mg.), and 
the drug was discontinued on April 6, after 
three days, and digitalization was begun. 

At this time the patient disclosed that he had 
coughed up several small pieces of blood during 
his first three days in the hospital. The sulfa- 
diazine level in the blood dropped to 6.8 mg. 

On April 7, sulfadiazine was resumed, and 
thoracentesis was done, with the removal of 
40 cc. of cloudy yellow fluid containing 675 
white blood cells with 40 per cent poly- 
morphonuclears and 60 per cent lymphocytes. 
Culture of this fluid was negative. On April 
9, sulfadiazine and digitalis were discontinued. 

At this time the pulse was regular, of fairly 
good quality, but very rapid. The lung 
signs were the same as on previous exami- 
nation. On April 10, hematuria was noted 
for the first time. On that day thoracentesis 
was repeated, and 450 cc. of serosanguineous 
fluid was withdrawn. The specific gravity of 
the chest fluid was 1.017, On April 11, the 
temperature rose to 103.S F.; the pulse’ was 
irregular (coupling) and of very poor quality. 
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end-to-end anastomosis, was done in October, 
1936. In January, 1941 (four and one-half year 
follow-up), he was well and free from recurrence. 
He has a small residual fistula, undoubtedly due 
to stricture formation, but refuses to permit the 
necessary plastic operation which might close the 
fistula. 

Case 7. — D. R., a woman in thefourthdecadeof 
life, had a carcinoma of the rectosigmoid for 
which a combined abdominosacral resection of 
the rectum in continuity, with immediate end- 
to-end suture, was done in February, 1936. In 
December, 1936, a small recurrence at the site of 
the anastomosis was excised, again with immedi- 
ate suture through a posterior approach. In 
January, 1941 (five-year follow-up), the patient 
was well, with no sign of recurrence. A pin- 
point residual fistula is present in the posterior 
wound, which discharges nothing, does not in- 
convenience her in the least, and for which noth- 
ing should be done. 

Case S. — B. S., a 48-year-old woman, had an 
adenocarcinoma of the rectosigmoid just at the 
peritoneal reflection. A combined abdomino- 
sacral resection of the rectum in continuity, with 
immediate end-to-end suture, was done in Mareh, 
1935, after a preliminaiy cecostomy had previ- 


ously been established. Postoperative stricture 
at the suture line was treated by dilatation and 
later by division of the stricture. Complete 
healing then followed. In September, 1936, the 
cecostomy was closed successfully. At present, 
the patient is free from recurrence and the bowel 
evacuations are normal (six-year follow-up). 
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WALKING AIDS MENTAL HEALTH 

A daily walk, aside from conferring many 
physical benefits, actually improves the mental 
condition tremendously, E. A. Conklin, Norwich, 
New York, says in the May issue of Hygeia. He 
points out that “If you are inclined to be mel- 
ancholy when you awake in the morning, a walk 
will help chase away your depression. If you 
have deep-rooted worries on your mind, walking 
will give your brain a temporary respite and al- 
low you to face your difficulties a little later on 
with renewed vitality. 

“If you haven't walked to amount to anything 
since childhood, you should exercise a little care 
in the preliminary steps of becoming an expert 

hiker For a beginner, a mile is sufficient. 

The experienced walker can gracefully stand four 
times as much. Walkers find that by gradually 
increasing the scope of their walk at the rate of 
an additional half mile each week, they are soon 
able to look a five-mile hike in the face without 
wincing.” 

Posture, Mr. Conklin advises, is of greatest im- 
portance in getting the maximum in pleasure and 
profit from the daily walk. “Watch yourself in 
the store windows as you stride along, he sug- 
vests “You miss half the joys life can offer you 
if your head is up in the clouds or directed to the 
street beneath your feet Try being comfort- 
ably erect, watching and checking on yourself at 

^TpossibSThe auihor says, walking expedi- 

tions should be made in the early momm 0 . Th y 


tend to stimulate the jaded appetite, and after 
several weeks a feeling of increased well-being will 
become apparent. The average person has no 
difficulty m completing a three or four mile walk- 
ing tour in little more than an hour; thus by ris- 
ing slightly earlier than usual, one can reach 
home in time for a satisfactory breakfast. 

“If it is impossible to walk in the early morn- 
ing hours,” Mr. Conklin continues, “the next best 
walking time is late afternoon, when the sun is 

fading and its heat is no longer severe The 

important thing is to set oneself in motion at a 
regular time each day. Regular hours are essen- 
tial until walking becomes a fixed habit, unbreak- 
able and enjoyable. 

“Every Saturday or Sunday afternoon may be 
made a family biking occasion, with the young- 
sters and the rest of the family journeying to a 
not too distant park or mountain. A picnic 
lunch packed on the back will add to the enjoy- 
ment of such week-end festivities. Boys and 
girls who learn to walk while young will not dread 
it when approaching manhood or womanhood. 
No matter how enthusiastic a sports fan your 
youngster is, he may be. expected at first to shy 
away from anything as simple as walking. 

“On your expeditions you will notice many 
curiosities of nature, some new, others familiar, 
but all keeping your mind attentive.and free of 
the daily wear and tear so common m our com- 
plex modern lives. By all means, take a walk- 
today and every day!” 
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CLINICOPATHOLOGIC CONFERENCES 

Fourth Medical Division of Bellevue Hospital 


Conducted by: Dr. Max Trubek 
Date: May 7, 1942 

History 

Dh. Frank J. Rujlmel: This was the first 
admission to Bellevue of a 39-year-old white 
man who had no knowledge of previous illness 
until three years ago, when he was told that 
he had high blood pressure and albuminuria. 
At that time he had nocturia (two or three 
times) but felt fairly well until two years 
ago, when he had an attack of migratory 
polyarthritis lasting about three weeks, for 
which he was treated in another hospital. 
There he was told he had a “weak heart.” 
Tonsillectomy was done soon afterward. 
During the past two years he had dyspnea 
on exertion and occasional palpitation. About 
one week prior to admission the patient de- 
veloped an upper respiratory infection with 
sore throat. Five days before admission, he 
began to experience pains and swelling in the 
small joints of both feet, which later involved 
the right shoulder and the right hand as well. 
The arthralgia was associated with elevation 
of temperature and malaise. The past 
history included scarlet fever and influenza 
in childhood. 

On physical examination, the patient was 
a well-developed and well-nourished white 
man, not appearing ill at the time of admis- 
sion. There was no dyspnea, orthopnea, 
cyanosis, or clubbing of the fingers. The 
temperature was 105 F.; pulse, 95 per minute; 
respiratory rate, 20 per minute; and blood 
pressure, 160/100. The head and scalp 
were negative. The pupils were round, regu- 
lar, and equal and reacted to light and ac- 
commodation. The extra-ocular muscles were 
normal. Examination of the ears and nose 
was negative; the pharynx was injected. 
There was no glandular enlargement, and the 
neck veins were not distended. On examina- 
tion of the lungs, a few fine rales were noted 
at both bases posteriorly. The heart was 
enlarged to the left and right; there was 
roughening of the apical first sound, and the 
s econd pulmonic sound was very loud and 
snapping. There was an irregular rhythm, 


as of auricular fibrillation. Liver dullness 
was percussible three finger breadths below 
the right costal margin. The kidneys and 
spleen were not palpable. There was moder- 
ate swelling and tenderness of ankles, knees, 
and hands. The reflexes were physiologic. 

The patient was treated with aspirin, 1 
Gm. every four hours. On the day following 
admission, the patient’s temperature fell 
from 105 F. to 98 F., but thereafter increased 
to an average of about 100.5 F. His pulse 
rate increased, and weakness and dyspnea 
became prominent. On March 3, 1942, the 
eleventh day of his hospital stay, a double 
mitral murmur with a presystolic thrill was 
noted. He began to have precordial pain 
and discomfort and increased dyspnea. Dull- 
ness and rales were present over the left lower 
lobe; on April 3, flatness and frank bronchial 
breathing were found over the left posterior 
chest, with moist rales at both bases. The 
diagnosis of left lower lobe lobar pneumonia 
was made, and oral sulfadiazine therapy was 
begun. 

The temperature did not respond to sulfa- 
diazine (sulfadiazine level was 16 mg.), and 
the drug was discontinued on April 6, after 
three days, and digitalization was begun. 
At this time the patient disclosed that he had 
coughed up several small pieces of blood during 
his first three days in the hospital. The sulfa- 
diazine level in the blood dropped to 6.8 mg. 
On April 7, sulfadiazine was resumed, and 
thoracentesis was done, with the removal of 
40 cc. of cloudy yellow fluid containing 675 
white blood cells with 40 per cent poly- 
morphonuclears and 60 per cent lymphocytes. 
Culture of this fluid was negative. On April 
9, sulfadiazine and digitalis were discontinued. 
At this time the pulse was regular, of fairly 
good quality, but very rapid. The lung 
signs were the same as on previous exami- 
nation. On April 10, hematuria was noted 
for the first time. On that day thoracentesis 
was repeated, and 450 cc. of serosanguineous 
fluid was withdrawn. The specific gravity of 
the chest fluid was 1.017. On April 11, the 
temperature rose to 103.8 F ; the pulse was 
irregular (coupling) and of very poor quality. 
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The patient became comatose and very 
dyspneic. The heart sounds were well heard. 
Sodium sulfathiazole was given, without sub- 
sequent improvement, and the patient died 
the following day. 

Laboratory Data. — Urinalysis: color, amber; 
specific gravity, 1.010; reaction, acid; 3 plus 
albumin, no glucose; microscopic examination 
revealed granular and hyaline casts and many 
white blood cells. Urinalysis (April 11): 
bloody; specific gravity, 1.020; 2 plus al- 
bumin, no glucose; microscopic examination 
showed the urine to be loaded with red blood 
cells and white blood cells. The white blood 
count was 11,000, with 83 per cent poly- 
morphonuclears and 17 per cent lymphocytes. 
The red blood count was 4,100,000, with 80 
per cent hemoglobin. On March 22, the 
erythrocyte sedimentation rate was 78 mm. 
per hour, and on April 3 it was 88 mm. per 
hour. The blood cultures were repeatedly 
negative. The blood nonprotein nitrogen was 
37. An electrocardiogram, on March 30, 
showed rapid sinus rhythm, partial auriculo- 
ventricular block, and marked acute myo- 
cardial changes. The PR interval was 0.28 
second. A second electrocardiogram, taken 
on April 6, showed rapid sinus rhythm with 
marked partial auriculoventricular block. 
The PR interval was 0.32 second, and the 
QRS interval was 0.08 second. Another 
electrocardiogram, on April 10, showed sinus 
taelyeardia with partial block, as before; 
right electrical axis deviation; PR interval 
0.24 second and QRS interval 0.10 second. 

A roentgenogram of the chest, taken on April 
3, showed the heart to be markedly enlarged 
in all diameters, with accentuation of the 
pulmonic conus and straightening of the left 
cardiac border. There were congestive 
changes of both lung fields, with an area of 
pleural effusion on the left, extending to the 
level of the second anterior rib; and an area 
of pneumonitis at the right base. 

Discussion 

Dk. Max Tbubek: The patient had his 
first knowledge of any illness three years ago, 
when he was told of high blood pressure and 
albuminuria. He has had increased urinary 
frequency, with occasional reddish urine (ac- 
cording to admission history), as well as 
nocturia (two or three tunes). 

His present illness began with the classical 
manifestations of recurrent acute rheumatic 
fever sore throat, and running nose about 
ten days prior to admission, which improved 
Rut five days before admission he developed 


multiple migratory swollen, painful joints, 
• and there was an elevation of temperature. 

Two years ago the patient had a similar 
attack, which was diagnosed as rheumatic 
fever and rheumatic heart disease. There 
had been dyspnea with extra effort, and 
there had been a cough, with thick, occa- 
sionally bloody sputum. 

The patient had scarlet fever as a child, 
and tonsillectomy was done one year ago. 

We shall discuss the pathologic possibilities 
dividing the major illness into the chief 
categories of organic involvement: 

1. Cardiac . — We have every reason to 
expect acute and chronic rheumatic carditis. 
There are the double mitral murmur, with 
evidence of pulmonary and hepatic congestive 
failure, the persistently elevated erythrocyte 
sedimentation rate, the continuous spiking 
fever, and the electrocardiographic finding of 
partial auriculoventricular block, with PR 
interval up to 0.32 second — these, aside from 
other alterations of active myocardial damage. 
The chest x-ray seems to confirm a mitral 
cardiac configuration. 

Could we expect subacute bacterial endo- 
carditis superimposed? It is very unusual to 
have swollen, red joints during subacute 
bacterial endocarditis. Arthralgias are com- 
mon. Very occasionally, the two diseases 
coexist. No petechiae ware noted. The 
spleen could not be felt, and all blood cultures 
were negative. The mitral murmur was 
seemingly accentuated during the hospital 
stay, and there were renal complications — 
somewhat unusual for rheumatic fever alone. 
There was no incidental improvement during 
chemotherapy. 

2. Kidneys . — There was a definite Instory 
of hypertension preceding the rheumatic fever. 
At least, the patient knew nothing of a mur- 
mur at that examination. The hospital urine 
specific gravities were recorded between 1.010 
and 1.020 — seemingly at variance with any 
diffuse glomerulonephritis. Granular and 
hyaline casts w r ere a constant finding. There 
were always many white blood cells, occa- 
sional red blood cells, and in one instance the 
urine was loaded with red blood cells. The 
initial blood pressure was 160/100, a pre- 
terminal one was 140/68. None other was 
recorded. The urinary abnormalities were 
present on admission and preceded the use of 
sulfadiazine. It was, however, recorded that 
the patient attended the Third Medical Divi- 
sion Clinic for one year and was ordered to 
take one white tablet daily— possibly a 
prophylactic dose of a sulfonamide? Them 
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was only slight anemia. A chronic pyo- 
nephritis might account for the picture and 
explain particularly the large number of 
white blood cells and the absence of evidence 
of widespread glomerulitis. The final ap- 
pearance of blood might be due to renal 
infarction, especially since there was the 
clinical record of inconstant auricular fibrilla- 
tion, with possible auricular mural thrombi 
as the source. Without evidence, w r e cannot 
postulate an embolic glomerulonephritis. 
Active rheumatic fever can occasionally cause 
a widespread renal arteriolitis and glomerulitis, 
but this would not account for the three years’ 
or more renal history, unless we called it 
latent, and plus an acute glomerulonephritis. 

3. Lungs . — On admission, there were fine 
moist rales at both bases and the second pul- 
monic sound was markedly accentuated — 
confirmatory evidence of pulmonary conges- 
tive failure. During the second week, the 
patient appeared more acutely dyspneic, and 
signs at the left base were interpreted as those 
of consolidation. There was no alteration in 
the continued spiking temperature, which w T as 
present from the time of admission. There 
was no benefit from adequate chemotherapy. 
Nearly one-half liter of clear fluid was sub- 
sequently withdrawn from this area, with the 
characteristics of a nonpurulent exudate. 
Compression breathing could have simulated 
consolidation; the source of the fluid may 
have been from an active rheumatic involve- 
ment of the pleura. Moist rales appeared 
throughout both lungs. The white blood 
count never exceeded 12,000. There was 
adequate evidence of pulmonary congestive 
failure, and with the story of blood in the 
sputum, there is the possibility of a chronic 
pulmonary stasis with pulmonary induration. 
This would rather limit the “rheumatic” 
involvement to the serous surfaces of the lungs. 

Dr.. Herman 0. Mosenthal: There was 
a distinct diastolic murmur, which was not 
recorded on physical examination. At the 
ime, I interpreted this as indicating an 
aortlc insufficiency. Particularly noteworthy 
was the accentuation of the second pulmonic 
sound, which gave the sensation of a diastolic 
shock on palpation, and which was so loud 
hat it could be heard at a little distance from 
he chest without the stethoscope or the ear 
oeing applied to the chest. The lesions in 
Th were somewhat of a puzzle to us. 
he signs were those of a consolidation in 
he left lower lobe. Since the administration 
0 sulfadiazine did not lower the temperature 
a hd bloody sputum developed, I was of the 


opinion that there urns an infarct of the lung. 
A suggestion made by Dr. Eleanor Galenson 
(senior intern) that this was a “rheumatic 
pneumonia” deserves consideration. Prom 
the urinalysis, it was impossible to make any 
final judgment on the kidneys. The hema- 
turia might have been significant of passive 
congestion, acute nephritis, or infarcts of 
the kidneys. The urinalysis of March 11, 
with a specific gravity of 1.020 and the ap- 
pearance of hematuria, makes any one of 
these three diagnoses possible. The preceding 
albuminuria without hematuria was in all 
probability a febrile albuminuria and nothing 
more than that. The subsequent occurrence of 
hematuria indicated some further pathology. 

Dr. Harry A. Solomon: Looking at the 
x-ray plate, one can infer the presence of both 
aortic and mitral lesions because of the left 
ventricular enlargement. However, hyper- 
tension, knowm to exist in this case, was 
probably the cause of the aortic configuration 
of the heart. The clinical picture is clearly 
one of rheumatic fever, and because of the 
signs in the left chest, suggestive of Ewart’s 
sign, pericardial effusion should be suspected, 
or at least the presence of “rheumatic pneu- 
monia” should be considered also. The fact 
that the fever did not respond to the sulfa 
group is a strong diagnostic point against 
the presence of bacterial endocarditis. That 
both active rheumatic carditis and subacute 
bacterial endocarditis can coexist is well 
known. The bacterial infection usually be- 
gins insidiously. The renal picture can be 
explained on the basis of glomerulonephritis, 
which is a rare complication of rheumatic 
fever, but in this case should favor the pres- 
ence of subacute bacterial endocarditis. 

Dr. Max Trubek: There is no real evi- 
dence of aortic involvement. The second 
pulmonic sound is not usually accentuated 
unless there is pulmonary involvement or 
pulmonary congestive failure. 

Dr. Arnold Koffler: Essentially, the 
production of hematuria may be based on 
two possibilities: first, the result of chemo- 
therapy, in which case crystals should be 
present in the urine; and, secondly, the pos- 
sibility of infarction as the result of subacute 
bacterial endocarditis. 

Dr. Max Trubek: This man had casts 
in his urine; I believe the kidney pathology 
to be more than a sulfadiazine reaction. 

Pathology 

Gross Pathology . — Dr. Roger VI. Stein- 
baedt: At autopsy, the heart weighed 580 
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The patient became comatose and very 
dyspneic. The heart sounds were well heard. 
Sodium sulfathiazole was given, without sub- 
sequent improvement, and the patient died 
the following day. 

Laboratory Data. — Urinalysis: color, amber; 
specific gravity, 1.010; reaction, acid; 3 plus 
albumin, no glucose; microscopic examination 
revealed granular and hyaline casts and many 
white blood cells. Urinalysis (April 11): 
bloody; specific gravity, 1.020; 2 plus al- 
bumin, no glucose; microscopic examination 
showed the urine to be loaded with red blood 
cells and white blood cells. The white blood 
count was 11,000, with 83 per cent poly- 
morphonuclears and 17 per cent lymphocytes. 
The red blood count was 4,100,000, with SO 
per cent hemoglobin. On March 22, the 
erythrocyte sedimentation rate was 78 mm. 
per hour, and on April 3 it was 88 mm. per 
hour. The blood cultures were repeatedly 
negative. The blood nonprotein nitrogen was 
37. An electrocardiogram, on March 30, 
showed rapid sinus rhythm, partial auriculo- 
ventricular block, and marked acute myo- 
cardial changes. The PR interval was 0.28 
second. A second electrocardiogram, taken 
on April 6, showed rapid sinus rhythm with 
marked partial auriculoventricular block. 
The PR interval was 0.32 second, and the 
QRS interval was 0.08 second. Another 
electrocardiogram, on April 10, showed sinus 
tachycardia with partial block, as before; 
right electrical axis deviation; PR interval 
0.24 second and QRS interval 0.10 second. 

A roentgenogram of the chest, taken on April 
3, showed the heart to be markedly enlarged 
in all diameters, with accentuation of the 
pulmonic conus and straightening of the left 
cardiac border. There were congestive 
changes of both lung fields, with an area of 
pleural effusion on the left, extending to the 
level of the second anterior rib; and an area 
of pneumonitis at the right base. 


Discussion 

De. Max Trubek: The patient had his 
Lrst knowledge of any illness three years ago, 
vhen he was told of high blood pressure and 
ilbuminuria. He has had increased urinary 
requency, with occasional reddish urine (ac- 
:ording to admission history), as well as 
locturia (two or three times). . 

His present illness began with the classical 
nanifestations of recurrent acute rheumatic 
ever sore throat, and running nose about 
en days prior to admission, which improved. 
Jut five days before admission he developed 


multiple migratory swollen, painful joints, 
and there was an elevation of temperature. 

Two years ago the patient had a similar 
attack, which was diagnosed as rheumatic 
fever and rheumatic heart disease. There 
had been dyspnea with extra effort, and 
there had been a cough, with thick, occa- 
sionally bloody sputum. 

The patient had scarlet fever as a child, 
and tonsillectomy was done one year ago. 

We shall discuss the pathologic possibilities 
dividing the major illness into the chief 
categories of organic involvement: 

1. Cardiac . — We have every reason to 
expect acute and chronic rheumatic carditis. 
There are the double mitral murmur, with 
evidence of pulmonary and hepatic congestive 
failure, the persistently elevated erythrocyte 
sedimentation rate, the continuous spiking 
fever, and the electrocardiographic finding of 
partial auriculoventricular block, with PR 
interval up to 0.32 second — these, aside from 
other alterations of active myocardial damage. 
The chest x-ray seems to confirm a mitral 
cardiac configuration. 

Could we expect subacute bacterial endo- 
carditis superimposed? It is very unusual to 
have swollen, red joints during subacute 
bacterial endocarditis. Arthralgias are com- 
mon. Very occasionally, the two diseases 
coexist. No petechiae were noted. The 
spleen could not be felt, and all blood cultures 
were negative. The mitral murmur was 
seemingly accentuated during the hospital 
stay, and there were renal complications — 
somewhat unusual for rheumatic fever alone. 
There was no incidental improvement during 
chemotherapy. 

2. Kidneys . — There was a definite history 
of hypertension preceding the rheumatic fever. 
At least, the patient knew nothing of a mur- 
mur at that examination. The hospital urine 
specific gravities were recorded between 1.010 
and 1.020 — seemingly at variance with any 
diffuse glomerulonephritis. Granular and 
hyaline casts were a constant finding. There 
were always many white blood cells, occa- 
sional red blood cells, and in one instance the 
urine was loaded with red blood cells. The 
initial blood pressure was 160/100, a pre- 
terminal one was 140/68. None other was 
recorded. The urinary abnormalities were 
present on admission and preceded the use of 
sulfadiazine. It was, however, recorded that 
the patient attended the Third Medical Divi- 
sion Clinic for one year and was ordered to 
take one white tablet daily— possibly a 
prophylactic dose of a sulfonamide? There 
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Spleen: old and recent infarcts, with septic 
splenitis. 

Kidneys: recent infarct, left with arterial 
nephrosclerosis and sclerotic infarcts of 
the kidneys. 


Liver: chronic passive congestion. 

Lungs: chronic passive congestion. Intra- 
alveolar hemorrhage. Minimal hemor- 
rhagic pleural effusion, left. 


babe ruth and the doctors 

Bambino on his return from the 
0 n er t d tbe P erfect example of the 
“5 1 wh o _has just been delivered miracu- 
a u nt L IC ?i l ness - “I’m smoking my 
c ; a ’ „ he . to!d reporters. “Ten or fifteen 

aSw da r' A . etuall y. at the moment he was 
f * r0m , c,gar3 ' When he arrived he was 

by a lioliywood friend. ear '° ld P ‘ Pe ’ Siven t0 him 
R P rl2 ther res Pects, he had been taking it easy. 
Lou Ceh°-^ S rr Coast to make a movie on 
his he had been ordered to curtail 

dowf ™ bow ™£’ and smoking. So he cut 
sunnhlv the * SolBsg and bowling— being, pre- 
and nliv'S ret f y busy w hh the picture anyway — 

3 teed sSimef” 163 0f goff WhiIe oi there - 

tlumr^irta'^/f 3 ' the Babe had cut out the 
have* d doi } e temperately, might possibly 

fSoilv f t benefic ', al t0 him - 'vhile continuing 

ablv , s m°hmg, which might conceiv- 

tradietm? bere " e run into sharply con- 
'el ^ eVlde " < i e ~ shortC11 his life. “I can't 

addLe “hu? Sm ° klng b he says - w hile proudly 
p° s ’ , but anyway I’m not drinking.” 
plain Lhe Doctors. — There is something 
slugger a PP ea h n S about the great home-run 
ordmarJ^ 5 SU w 36 ^ , to .the weaknesses of the 
has hpi^rJ 1110 ' But h is m his late forties. He 
a rQiirrh me + accus * :ome< ^ t0 h^ cigar and, to make 
one in hi estlraa te, feels more comfortable with 
Proh^h , m0 v Uth , about half of his waking hours, 
the dormer- 88 r be ®F s P°hen to quite sharply by 

'natter of1mokin g mi y ’ hiS fr ‘ ends about thls 
ihf y conversation with the doctor goes 
“Well „ ®.,hke this: “Do you smoke much?” 
fects?’’ q “x? a good deaI -” “Notice any ill ef- 
you o?r°^V nofc particularly.” “What do 
, “Cigars." The doctor pauses. 
'\™:, you d better cut them out.” 
ailv lir»hfi 3a *' lent ' 3 s ushered out, the doctor usu- 
quenfhr f -FP a cl S are tte himself and, not infre- 
the Senerous absent-mindedness, offers 

ut a smoke himself. The patient, being 


a cigar smoker, is not greatly tempted. He mav 
even wait until he gets to the next corner before 
he reaches into his coat pocket and starts violat- 
ing the doctors orders again. 

When the Adviser Gets Old .— The doctors have 
only themselves to blame if their patients are to 
a considerable extent, puzzled by the contradic- 
tory evidence between their prescriptions and 
their own conduct. Many smoke and some drink 
—and rule against these for their patients, or for 
some of them. ’ 

If the doctor is a young man, he plays a fast 
and strenuous game of tennis and squash rac- 
quets, and advises his patients to get more ex- 
ercise. Here he takes on the mantle of consist- 
ency. If the pressing demands of his practice 
tonally as he grows into middle age, prevent the 
doctor from getting to the courts consistently he 
begins to give up the game. He now finds that 
when he does occasionally play it is a bit too 
strenuous, and begins to warn his middle-aged 
patients that they had better take up chess or 
bridge for exercise. 

Long Life and Sports— This is not said by wav 
of being critical of the doctors. A physician 
would hardly be worthy of his profession if he did 
not consistently examine himself as well as his 
patients to try to discover the ways of health 
If he finds that smoking and drinking in modera- 
tion do not seem to affect himself adversely, or too 
adversely, he indulges. If certain sports seem to 
him, at forty, to be too much of a strain he 
would be less than human if he didn't measure 
patients by the standards applied to himself. 

Yet people who enjoy their tobacco and then- 
sports will probably rest their own case— human 
nature being what it is — on Dr. Logan Cienden- 
ing’s thesis. He, after discussing tobacco, exer- 
cise, and longevity, says: “An impartial examina- 
tion of all the means yet proposed to prevent 
early death or lengthen life leaves me with the 
conviction that nothing anybody does to himself 
after he is born makes more than a few hours’ 
difference at the most. — Seprintcd with permis- 
sion from The New York Times 
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. No physician, in so far as he is a physician, con- 
siders his own good in what he prescribes; for 
the true physician is also a ruler having the hu- 
man body as a subject and is not a mere money- 
maker . — Plato 
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Gm. It was covered with layers of shaggy 
fibrin which completely obliterated the peri- 
cardial sac. All chambers of the heart were 
dilated, and the myocardium was everywhere 
hypertrophied. No thrombi were seen in the 
auricles or their appendages. The mitral 
valve was stenotic. This stenosis was due 
chiefly to a large papillary-like vegetation on 
thickened leaflets. A great part of the vege- 
tation was calcified, and a culture from this 
vegetation grew Streptococcus viridans. The 
chordae tendineae were fused, shortened, 
and thickened. The leaflets of the aortic 
and tricuspid valves showed moderate rolling 
of the free edges, and tiny verrucae could be 
seen. The coronaries were natural. About 
40 cc. of serosanguineous fluid was found in 
the left chest. The lungs themselves were 
deeply congested but nowhere consolidated. 
No infarcts were seen. Infarcts were found, 
however, both in the spleen, which weighed 
380 Gm., and in the kidneys. The kidneys 
themselves also presented a deeply scarred 
surface and some thickening of the pelvis, 
probably indicative of an old pyelonephritis. 
The liver showed chronic passive congestion. 


Discussion 

Dk. Max-Wilhelm Johannsen: At the 
time of necropsy, the examination of the heart 
showed this very large sclerotic and partially 
calcified lesion to be situated at the junction 
of the posterior and anterior mitral leaflets. 
Several verrucae, to my mind indistinguish- 
able from those frequently seen on calcified 
plaques, were noted. Only after seeing the 
infarcts of the kidney and spleen did we make 
a diagnosis of a vegetative bacterial endo- 
carditis superimposed on this sclerotic calcified 
plaque. As you all know, subacute bacterial 
endocarditis is usually superimposed on an 
old rheumatic valvulitis. As a matter of 
fact, Dr. Von Glahn has shown that 45 
per cent of the patients coming to necropsy 
and presenting subacute bacterial endocarditis 
caused by Str. viridans have a “smoldering” 
rheumatic activity. It was. thought that 
subacute bacterial endocarditis does not, as 
a rule, occur in acute rheumatic valvulitis. 
Jjj m y experience, that is not quite correct. 
In the last two years I have seen 4 cases in 
which this bacterial endocarditis was super- 
imposed on an acute rheumatic valvulitis. 
It is true that a patient with fibrillation rarely 
develops subacute bacterial endocarditis. 

I believe that of this sequela only 4 au- 
thentic cases are reported in the literature. 
Likewise, a tight mitral stenosis is a protection 


against the development of endocarditis lenta. 

Microscopic examination showed a typical 
chronic active rheumatic pancarditis with 
involvement of all four sets of valves. Aschoff 
cells and even Aschoff bodies were seen in the 
myocardium, deep in the substance of the 
various leaflets, where, in addition, palisading 
of Aschoff cells was noted. .Many old and 
recent blood vessels were present in the ring 
areas. Inflammatory cells were particularly 
abundant in the leaflets, and were present to 
a lesser degree in the myocardium. The 
epicardium showed a very distinct thick layer 
of fibrin, with marked vascularization of the 
epicardium proper. Section through the 
calcified plaque of the mitral leaflet showed, 
in addition to the obvious changes caused by 
sclerosis and calcification, many lymphocytes 
and polymorphonuclears in poorly outlined 
areas. Some necrosis was present. A gram- 
stain was not done because bacteriologic 
studies of this area revealed a pure culture of 
Str. viridans. The lungs did not reveal any 
findings that could be identified as specific 
for a rheumatic pneumonia, such as a rheu- 
matic arteritis and the presence of Aschoff 
cells and Aschoff bodies in the interstitial 
tissues. The outstanding features were 
marked acute congestion and intra-alveolar 
hemorrhage superimposed on chronic passive 
congestion. Likewise, the pleura was free of 
any rheumatic or inflammatory manifestation. 

I am, therefore, unable to explain the left- 
sided pleural effusion. The spleen showed 
recent and fresh infarcts, and in the white 
pulp an abundance of polymorphonuclears 
was seen. The liver showed chronic passive 
congestion. The kidneys showed, in addition 
to the obvious infarcts, many large horseshoe- 
shaped depressed areas and a thickened, 
slightly injected pelvis. This latter finding 
is rather typical of a chronic pyelonephritis, 
which was substantiated by the microscopic 
finding of foci of scarring of the parenchymal 
and interstitial tissue and dilatation of many 
tubules which were filled with an eosinophilic 
staining, homogeneous acellular material. 
The pelvis was thickened and showed aggre- 
gations of lymphocytes. 

Anatomic Diagnosis 

Rheumatic pancarditis with superimposed 
subacute bacterial endocarditis. 

Mitral stenosis. 

Mitral insufficiency. 

Generah'zed cardiac hypertrophy and dila- 
tation. 


June 15, 1942] 


DIAGNOSIS 


Spleen: old and recent infarcts, with septic 
splenitis. 

Kidneys: recent infarct, left with arterial 
nephrosclerosis and sclerotic infarcts of 
the kidneys. 
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Liver: chronic passive congestion. 

Lungs: chronic passive congestion. Intra- 
alveolar hemorrhage. Minimal hemor- 
rhagic pleural effusion, left. 


BABE RUTH AND THE DOCTORS 

The Great Bambino ou his return from the 
West Coast offered the perfect example of the 
average man who has just been delivered miracu- 
lously from a critical illness. “I’m smoking my 
usual quota,” he told reporters. “Ten or fifteen 
cigara a day.” Actually', at the moment he was 
abstaining from cigars. When he arrived he was 
smoking instead a 40-year-old pipe, given to him 
by a Hollywood friend. 

hi other respects, he had been taking it easy. 
Before going to the Coast to make a movie on 
hou Gehrig’s life, he had been ordered to curtail 
his golfing, bowling, and smoking. So he cut 
on the golfing and bowling — being, pre- 
sumably', pretty busy with the picture anyway' — 
and played only six games of golf while out there, 
and bowled sLx times. 

In other words, the Babe had cut out the 
things which, if done temperately, might possibly 
nave been beneficial to him, while continuing 
furiously the smoking, which might conceiv- 
ably— although here we run into sharply con- 
tradictory evidence — shorten his life. “I can’t 
£€ ®® to stop smoking,” he says, while proudly 
adding, “but anyway I'm not drinking.” 

Maniple of the Doctors . — There is something 
Plaintively appealing about the great home-run 
mugger being subject to the weaknesses of the 
ordinary man. Ruth is in his late forties. He 
has become accustomed to his cigar and, to make 
a rough estimate, feels more comfortable with 
Pr e v\i , mou ^ about half of his waking hours. 
,, ro jhbly he has been spoken to quite sharply by 
he doctors, his family and his friends about this 

matter of smoking. 

Anally the conversation with the doctor goes 
lite this: “Do you smoke much?” 
f ffuite a good deal.” “Notice any ill ef- 
• ‘No-o-o, not particularly.” “What do 
you smoke?” “Cigars.” The doctor pauses. 

'\ e “’ > ,ou ’ d better cut them out." 

,, 1 ], Vl P at 'ent is ushered out, the doctor usu- 
J' ‘'Sots up a cigarette himself and, not infre- 
tko x”’ generous absent-mindedness, offer.-. 

e Patient a smoke himself. The patient, being 


a cigar smoker, is not greatly' tempted. He may 
even wait until he gets to the next corner before 
he reaches into his coat pocket and starts violat- 
ing the doctor’s orders again. 

When the Adviser Gels Old . — The doctors have 
only' themselves to blame if their patients are, to 
a considerable extent, puzzled by' the contradic- 
tory evidence between their prescriptions and 
their own conduct. Many smoke and some drink 
— and rule against these for their patients, or for 
some of them. 

If the doctor is a young man, he plays a fast 
and strenuous game of tennis and squash rac- 
quets, and advises his patients to get more ex- 
ercise. Here he takes on the mantle of consist- 
ency. If the pressing demands of his practice 
finally, as he grows into middle age, prevent the 
doctor from getting to the courts consistently, he 
begins to give up the game. He now finds that 
when he does occasionally play it is a bit too 
strenuous, and begins to warn his middle-aged 
patients that they had better take up chess or 
bridge for exercise. 

Long Life and Sports . — This is not said by way 
of being critical of the doctors. A physician 
would hardly be worthy of bis profession if he did 
not consistently examine himself as well as his 
patients to try to discover the way's of health. 
If he finds that smoking and drinking in modera- 
tion do not seem to affect himself adversely, or too 
adversely, he indulges. If certain sports seem to 
him, at forty, to be too much of a strain, he 
would he less than human if he didn't measure 
patients by the standards applied to himself. 

Yet people who enjoy their tobacco and their 
sports will probably rest their own case — human 
nature being what it ‘ ^ ’ - 

ing’s thesis. He, aft< 
cise, and longevity, sa; 

tion of all the means yet proposed to prevent 
early death or lengthen life leaves me with the 
conviction that nothing anybody does to himself 
after he is born makes more than a few hours’ 
difference at the most .” — Reprinted with permis- 
sion from The New York Times 


in my opinion, bears dis; 
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No physician, in so far as he is a physician, con- 
siders his own good in what he prescribes; for 
the true physician is also a ruler having the hu- 
man body' as a subject and is not a mere money- 
maker . — Plato 



Medical Preparedness 


Recruiting of Medical Officers 

'pO STEP up the entrance of medical officers into the United States Army, and to 
shorten the process, there have been set up in New York State seven “Medical 
Officers’ Recruiting Boards.” All physicians below the age of forty-five who are citi- 
zens can avoid delays and clear up questions by visits to the nearest of these offices. 

Information comes that for those receiving commissions who need time to settle 
their home affairs, these boards have the power to recommend to the Surgeon Gen- 
eral a reasonable period before they are called into service (even, on exception, up to 
ninety days). 

The Boards are located as follows: 


City 
Albany 
Binghamton 
Buffalo 
New York 
Rochester 
Syracuse 
Utica 


Address 

Federal Building 
Federal Building 
Federal Building 
39 Whitehall Street 
Federal Building 
Federal Building 
Federal Building 


Recruiting Officer 
Major E. K. Reid 
Major E. If. Reid 
Major E. If. Reid 
Captain J. J. McMahon 
Major E. If. Reid 
Major E. If. Reid 
Major E. If. Reid 


Council Committee on Medical Preparedness 


Deaths of New York State Physicians 


Name 

Frederick Ackerman 
Emil C. Bernauer 
Samuel A. Blauner 
Joseph Bondi 
Samuel M. Clurman 
David B. Delavan 
Max R. Dinkelspiel 
Charles H. Evans 
Milton A. Harrington 
Anton Heger 
George P. Jessup 
Carl H. Mueller 
Benjamin Woloshin 


Age 

Medical School 

Date of Dea 

62 

Univ. & Bell. 

March 18 

72 

N. Y. Univ. 

May 25 

60 

P. & S. N. Y. 

May 17 

69 

Vienna 

April 29 

74 

Univ. & Bell. 

March 

92 

P. & S. N. Y. 

May 23 

66 

Jefferson 

March 13 

59 

Syracuse 

May 10 

58 

Toronto 

May 27 

71 

Virginia 

May 

77 

P. & S. N. Y, 

May 18 

52 

Cornell 

May 21 

48 

L. I. C. Hospital 

May 26 
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Residence 

Manhattan 

Brooklyn 

Manhattan 

Manhattan 

Bronx 

Manhattan 

Manhattan 

Norfolk 

Napanoch 

Astoria 

New Dorp 

Brooklyn 

Bronx 
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4-H Clubs, 33 

Hambrook, Dr. Augustus J., Illness, 62 
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Hospital Insurance, 15, 39, 74 

Industrial Health Program, 33 
Insurance: 

Federal Hospitalization Program, 30 
Health and Accident, Interns, 64 
Hospital, 15, 39, 74 
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Fines, 64 
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Medical Relief: 

Report, 45 
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Extension to Indigents in Their Homes, 75, 87 
Membership, 7, -16 
Minutes (1941), 2 

Motor Vehicle Drivers — -Examinations, 64 

Nominations — State Positions, 65 
Nurse Registry Bureaus, Legislation, 32 

Office Administration and Policies Committee, 
10, 61, 65 

Ophthalmologists, Opposition to Change in 
A.M.A. Ethics, 18, 42 
Optometrists, Legislation, 6 

Penalties, Nonattendance at Hospital Staff 
Meetings, 23, 35 

Physicians at Pearl Harbor, Recognition, 55 
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Postmortem Examinations, Improvements, 64 
President’s Reports, 4, 30, 7S 
Prize Essay Awards, SO 
Procurement and Assignment, 24, 43 
Proposition for Economical Use of Medical Per- 
sonnel, 65 

Public Health Service — Remission of Dues 
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Publicity, 34 

Racial Groups, Discrimination, 27, 67 
Radio Program, 34 
Radiology Bill, 6, 32 
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Rheumatic Fever Program, 33 
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School Health Program, S, 47 
Secretary’s Report, 61 
Social Security, Physicians, 51, 68 
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Venereal Disease Control, 33 
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Director of Selective Service in New York City 
Area, 56 

Dr. Samuel J. Kopetzky, 73 
Speaker of the House, S4 

“Walk a Block a Day,” 21, 66 
War Medicine and Surgery, 33 
Woman’s Auxiliary, 65 

Women Physicians, Army and Navy Reserve 
Corps, 26, 37 

Workmen’s Compensation: 

Report, 60 
Bills Vetoed, 6 
Fee Schedule, 52, 70 



House of Delegates 
Minutes of the Annual Meeting 

April 27 and 28, 1942 


'T'HE 136th Annual Meeting of the House of 
Delegates of the Medical Society of the State 
of New York was held at the Waldorf-Astoria 
Hotel, New York City, on Monday, Apnl 27, 
1942, at 10:10 a.m.: Dr. Louis H. Bauer 
speaker; Dr. William Hale, vice-speaker, Dr. 
Peter Irving, secretary; Dr. Edward C Podvin, 
assistant secretary. 

Spe akeb Bader : The House will be m order 
Ladies and Gentlemen, The National Anthem* 
.... The delegates sang “The Star-Spangled 
Banner” 


Section 1 

Report of the Reference Committee on 

Credentials 

Speaker Bader: The chair recognizes Dr 
Peter Irving, chairman of the Reference Com- 
mittee on Credentials. 

Secretary Irving: Mr Speaker, there are 
no disputed delegates All who have been 
seated, and are on our rolls, are entitled to vote 

Speaker Bader: I declare the 136th Session 
of the House of Delegates to the Medical Society 
of the State of New York open for the trans- 
action of business 

Secretary Irving: There is a quorum pres- 
ent. 

Speaker Bader: The secretary reports a 
quorum present. It has been customary in 
previous } ears to call the roll by counties, u hich 
is purely for the purpose of determining whether 
or not a quorum is present. Unless there is ob- 
jection, we will take the secretary’s word for it, 
and save time. Hearing none, it is so ordered 

Section 2 

Approval of the Minutes of the 1941 Session 

Speaker Bader: The first order of business 
is the approval and adoption of the minutes of 
the 1941 Session of the House. 

Secretary Irving: I move you that the 
reading of the minutes of the 1941 Session of the 
House be dispensed with, and that they be ap- 
proved and adopted as published m the June 15 
and July 1 issues of the New York State 
Journal op Medicine. 

Dr Louis A. Van Kleeck, Nassau I second 

that motion. 

— There being no discussion, the motion w as 
put to a vote, and was unanimously carried . ... 

Spe aker Bader: I will ask the secretary to 
read the Reference Committee appointments 

Section 3 

Reference Committees 

Secretary Irving: The Reference Com- 
mittees of the 1942 House of Delegates are as 
follows: 


REFERENCE COMMITTEE ON CREDENTIALS 
Peter Irving, chairman , New York County 
Archibald K Benedict, Chenango County 
Lyman C Lewis, Allegany County 
Charles F McCarty, Kings County 
Edward C Podvin, Bronx County 

REFERENCE COMMITTEE ON REPORT Or 
PRESIDENT 

Carlton E Wertz, chairman, Erie County 
Stephen H Curtis, Rensselaer County 
John S Kenney, New York County 
Dan Mellen, Oneida County 
Herbert B Smith, Steuben County 

REFERENCE COMMITTEE ON REPORT Or 
COUNCIL— PART I 
Postgraduate Education 
Albert F R Andresen, chairman. Kings County 
Conrad Berens, New York County 
Corbet S Johnson, Tioga County 
Charles A Prudhon, Jefferson County 
Daniel R Reilly, Cortland County 

REFERENCE COMMITTEE ON REPORT Oh 
COUNCIL — PART II 

Public Health Activities 
4-H Club and Youth Activities 
War Medicine and Surgery 
Venereal Disease Control 
Tuberculosis Conference Committee 
Deaf and Hard of Hearing 
Peter J Di Natale, chairman, Genesee County 
J Lewis Amster, Bronx County 
Robert Brittain, Delaware County 
Morris Maslon, Warren County 
Rudolph D Moffett, New York County 

REFERENCE COMMITTEE ON REPORT OF 
COUNCIL— PART III 

School Health Program 
Leo F Schiff, chairman, Clinton County 
John D Carroll, Rensselaer County 
Thomas M D’Angelo, Queens County 
Louis A Friedman, Bronx County 
Ralph Sheldon, Wayne County 

REFERENCE COMMITTEE ON REPORT OF 
COUNCIL— PART IV 

Publications, Journal, Director's, uul Medical 
Publicity 

Andreis A Eggston, chairman, Westchester County 

Charles A Anderson, Kings County 

Albert A Cinelli, New York County 

James Greenough, Otsego County 

William A. MacVay, Monroe County 

REFERENCE COMMITTEE ON REPORT 01 
COUNCIL — PART V 

Nonprofit Medical Expense Insurance 
F Leslie Sullivan, chairman, Schenectady County 
Albert A Gartner, Erie County 
H P Mencken, Queens County 
William B Rawls, New York County 
Andrew Sloan, Oneida County 

REFERENCE COMMITTEE ON REPORT OF 
COUNCIL— P.ART M 

Medical Relief 

Roy B Henline, chairman , New York County 
George A Burgin, Herkimer County 
Maurice J D3ttelbaum, Kings County 
Guy S Pbilbnck, Niagara County 
Bernard S Strait, Yates County 
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REFERENCE COMMITTEE ON REPORT OF 
COUNCIL— PART VII: 

Legislation 

Walter P Anderton, chairman, New York County 
Eugene H Coon, Nassau County 
B Wallace Hamilton, New York County 
Leo E Reimann, Cattaraugus County 
Moses A Stivers, Orange County 


REFERENCE COMMITTEE ON REPORT OF 
COUNCIL — PART VIII* 

Medical Preparedness 

Frederic W Holcomb, chairman, Ulster County 
Emil Koffler, Bronx County 
Albert G Swift, Onondaga County 
Arthur F Heyl, Westchester County 
Thomas B Wood, Kings County 


REFERENCE COMMITTEE ON REPORT OF 
COUNCIL — PART IX 

Workmen’s Compensation 
Coburn A L Campbell, chairman, Suffolk County 
Robert F Barber, Kings County 
Milton S Lloyd, Richmond County 
Charles L Pope, Broome County 
William W Street, Onondaga County 


REFERENCE COMMITTEE ON REPORT OF 
COUNCIL — PART X. 

Public Relations and Economics 
Disposition of Registration Fees 
Fines for Late Registration 
Health and Accident Insurance for Interna 
Medical Examination of Motor Vehicle Drivers 
Physical Examination for Federal Civil Service 
Recommendations for the Improvement of the 
Coroner System in New York State. Better Post- 
mortem Examinations 
Homer L Nelms, chairman, Albany County 
John J Buettner, Onondaga County 
Waiter D. Ludlum, Kings County 
Henry W. Miller, Putnam County 
Romeo Roberto, Westchester County 


REFERENCE COMMITTEE ON REPORT OF 
COUNCIL — PART XI 
Special Matters 

State Society Assessments and Service m Armed 
Forces 

Financial Aid to County Societies for Medical 
Preparedness Work 
Woman’s Auxiliary 
Continuation of Special Committees 
Nominations for State Positions 
Belated Bills 

Proposition for the Economical Use of Medical 
Personnel 

Protest Against Non-Inclusion in Medical Directory 
Committee for Interpretation of Medical Ethics 
1945 Convention of American Medical Association 

Harry S Bull, chairman , Cayuga County 
Emily D Barringer, New York County 
Kenneth F Bott, Greene County 
Thurber LeWin, Erie County 
G Scott Towne, Saratoga County 


REFERENCE COMMITTEE ON REPORT 
COUNCIL — PART XII 

Malpractice Defense and Insurance 


Legal Counsel 

Moses H Krakow, chairman, Bronx County 
Aaron Sobel, Dutchess County 
Joseph P Henry, Monroe County 
John B Launcella New York County 
Henry S Martin, Wyoming County 


OF 


There is no report of the Censors this year, we 
are glad to say. 


REFERENCE COMMITTEE ON REPORTS OF 
SECRETARY AND DISTRICT BRANCHES 
Stephen R Monteith, chairman, Rockland County 
William G Cooper, St Lawrence County 
Edwin A. Griffin, Kings County 
Leon M. Kysor, Steuben County 
Denver M Vickers, Washington County 


REFERENCE COMMITTEE ON REPORTS OF THE 
TREASURER AND BOARD OF TRUSTEES 


William Klein, chairman, Bronx County 
Clifford F Leet, Chemung County 
Joseph C O’Gorman, Erie County 
Stanley C. Pettit, Richmond County 
Walter L, Lynn, Queens County 


REFERENCE COMMITTEE ON NEW BUSINESS A 
Leo F. Simpson, chairman, Monroe County 
David W. Beard, Schoharie County 
DeForest W Buckmaster, Chautauqua County 
Ihomas A McGoIdnck, Kings County 
John L Sengstack, Suffolk County 

REFERENCE COMMITTEE ON NEW BUSINESS B 
John J. Masterson, chairman, Kings County 
W Guernsey Frey, Jr , Queens County 
Raymond F Kircher, Albany County 
Charles C Trembley, Franklin County 
Louis A. Van Kleeck, Nassau County 

REFERENCE COMMITTEE ON NEW BUSINESS C 
Harry C. Guess, chairman, Erie County 
John B D’Albora, Kings County 
John L Edwards, Columbia County 
Alfred M Heilman, New York County 
John F Kelley, Oneida County 

Mr. Speaker, I move you that the reports of 
the officers, council, trustees, legal counsel, and 
district branches that have been published and 
distributed to the members of the House be re- 
ferred to the respective reference committees 
without reading 

Speaker Bauer- Is there any objection to 
that being done? 

.... There was no dissent. . . . 

Speaker Bauer- These reports were printed 
in the April 1 Journal, and I think all the mem- 
bers of the House have had a reprint of those 
reports, so you are familiar with them There 
bemg no objection, they will be so referred. 

The reference committee tables are located in 
the balcony, and there are stenographers m the 
back of the room and on the balcony who will 
take your reports and resolutions, which must be 
submitted m quadruplicate I should like to ask 
all officers of the Society and all Council Com- 
mittee members to hold themselves m readmess 
to confer with the Reference Committees on the 
particular matters concerned, should their pres- 
ence be desired. 


Section 4 ( See SO, 78) 

Supplementary Report of the President 

Speaker Bauer: Dr. Bandler, will you be a 
committee of one to escort the president of the 
Medical Society of the State of New York to the 


GuTdelegates arose and applauded as Dr. 
:e nce G. Bandler escorted Dr. Samuel J. 
letzky to the platform ) 

.baker Bauer- It gives me great pleasure 
-elcome you here as president of the Medical 
ety of the State of New York, 
r Kopetzky certainly needs no introduction 
his organization He was speaker of this 
se, I believe, for five years, and for the past 
has been your head. Gentlemen the presi- 
of the Medical Society of the btate of New 
J (Applause) 
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President Kopetzky: Mr. Speaker and 
Gentlemen of the House: To set an example, I 
bare no supplementary report To set another 
example, my remarks will be brief. 

It is tn enty-five years since this House of Dele- 
gates assembled during a war time. We are 
meeting under extraordinary circumstances 
Let us see to it that the liberty and the four free- 
doms for which we are fighting are none of them 
lost m the planning for the successful outcome of 
this war. 

You will remember that last year before this 
House I laid dow n a formula which has been my 
guiding principle during the period that I have 
had the honor and the privilege to head your 
organization. Again reiterating that principle, 
it is that all plans, as far as it is possible to con- 
ceive them, should be so conceived that with 
the demobilization of the Armed Forces and the 
cessation or stoppage of the emergency these 
procedures can also be demobilized. 

I now wear the livery of our Uncle Sam I 
take it that the time will not be too far distant 
but that many of you, too, will wear this 
honored lively. This morning I had official 
word of a new grouping as to the availability of 
doctors, and also as to their being essential 
There is to be a group who will do temporary 
duty in the face of an instant emergency in a 
community. All doctors may be mobilized under 
that classification, to be centered where such 
emergency is acute and they are needed 

There is an overall general shortage of doctors 
throughout the country. We are fortunate in 
the State of Hew York, and a number of other 
states Likewise are fortunate, inasmuch as we 
have an excess of the minimum necessity for 
medical men to serve m the community, so it is 
neceasaiy in planning that we are able to send, 
from our storehouse of accumulated medical 
men, men where and if an acute catastrophic 
emergency may arise. 

I hope that as you deliberate upon the various 
resolutions, as you determine policy, you wall 
bear m mmd the extraordinary circumstances 
under which we are meeting, and remember that 
no officer, no spokesman of yours, has the right 
to go beyond the determined policy of this House 
of Delegates m representing the medical pro- 
fession 

Finally, my sincere thanks to all of you for 
your support, wathout which nothing that has 
been accomplished — and dramatic accomplish- 
ments were not my goal — would have been 
possible What has been done has been done 
because I felt I had you behind me My thanks 1 
(Applause) 

See vex n Buyer. This report is referred to 
the Reference Committee on the Report of the 
president, of which Dr. Carlton E Wertz, of 
Buffalo, is chairman. 


Section S. ( See SO) 

Address of the President-Elect 


Speaker B vuer: Dr. Johnson, will you be a 
committee of one to escort the president-elect of 
the Medical Society of the State of New York to 
the platform? 


JThe delegates arose and applauded as Dr 
ouham D. Johnson, of Batavia, escorted Dr. 
George W. Cottis to the platform ) 


Speaker Bauer: Gentlemen, one year ago 
you selected Dr. George W Cottis, of James- 
town, to lead this orgamzation as president-elect. 
We all felt at that time that a \ery wise choice 
had been made, and I know' we are all still of the 
same opinion. 

Dr Cottis, I am sure the house would like to 
hear from you at tins time. The president-elect, 
gentlemen 1 (Applause) 

President-Elect Corns: Mr Speaker and 
members of the House of Delegates, 1 thank you 
for the high honor that you have seen fit to 
confer upon me I accept it with pride and w ith 
humility and with a deep sense of responsibility. 

I can remember when a new' president could 
look forw ard to a year of stimulating and pleas- 
ant associations, with no particular fears and 
forebodings He could feel quite sure that if he 
could satisfy Kings County, he would not have 
any senous troubles, provided that Westchestei 
or Ene did not go on a rampage during his term 
of office (Laughter) 

I look forward to this coming 3 ear with no 
such pleasant anticipations It is true that our 
profession is muted as never before We are 
as one man m our resolve to preserve the tradi- 
tions of the most humanitarian of all callings, 
but we are faced with two great responsibilities: 
First, to give everything w e have m talent, time, 
money, and even life itself, to help to preserve 
our country and the other free peoples of the 
world from a condition of darkest barbarism. 
Second, we have to meet with courage, faith, 
and statesmanship the threats to our ideals of 
service 

This world revolution that everybody' talks 
about, and about w Inch very few seem to compre- 
hend the import, is not a revolution m the sense 
of the French or the American Revolution, it is 
as fundamental as the change from feudalism to 
free enterprise at the end of the Dark Ages That 
change is already complete over a great part of 
the world It is complete in Germany', Italy, 
Spam, Russia, Japan, and, for the time being at 
least, m all of the enslaved countries We have 
faith m the ability of Americans to preserve 
American freedom, but we must not shut our 
eyes to the profound changes that have already 
been made in our mode of government during the 
last ten years 

We must face the fact that these changes will 
be accelerated with an increased tempo as the 
war continues Two years ago, 27,000,000 
Americans voted for the continuance of pa- 
ternalism and bureaucratic control, after having 
had eight y'ears in which to evaluate it That is a 
trend, and it is a trend over which we, as a pro- 
fession, have no control We, doctors, have very 
little political influence All that w e have is an 
understanding of the problem of the care of the 
sick All that we have is an unshakable resolve 
to merit the confidence of our patients, and a re- 
solve to light eveiy attempt to shackle us in 
political bondage All that we have is the 
knowledge, the altruism, the courage, and the 
unity which must, no matter w'hat social changes 
may' come, preserve for us our right to scientific 
freedom of thought, our right to continue the 
highest standard of service that this world has 
ever seen, the nght to soh e our own problems, 
and the nght to be fully represented on any coun- 
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cil that may propose to change our relationship 
with our patients. 

It is to preserve these rights that we shall be 
fighting on the seven seas and on every continent. 
We must see to it that we do not save our rights 
by war only to lose them in the peace that fol- 
lows. We have that power. God grant that we 
have the unity, the loyalty, and the courage to 
win the battle on both fronts. (Applause) 

Speaker Bauer: The chair will appreciate 
it if both the president and the president-elect 
will do him the honor of remaining on the plat- 
form. 

The address of the president-elect is referred 
to the Reference Committee on the Report of the 
President, of which Dr. Wertz, of Erie, is the 
chairman. 

Mr. Secretary, are there any supplementary 
reports? 

Secretary Irving: There are six, sir. 

The first is from the Committee on Legislation, 
and was referred to in the published report, with 
an addendum, both of which have been dis- 
tributed. 

Speaker Bauer: Have these been dis- 
tributed? 

Secretary Irving: They have, sir. 

Speaker Bauer: If there is no objection, 
since they have been distributed and are before 
you for your information, they will not be read. 
Hearing none, it is so ordered. 


Section 6. {See 32) 

Supplementary Report of the Council — Part 
VII: Legislation 


This report is reasonably complete up to 
April 21, 1942. The Legislature has not yet 
closed, so that an addendum report must be 
given later. If the Legislature closes this week 
end, our executive officer will attempt to have 
prepared mimeographed copies of final actions 
of the legislators taken after April 21. We must 
remember that the Governor has a thirty-day 
period in which to act upon bills referred to him. 
A report of his action will be given in a final 
bulletin. 


Possibly those of us who have been appointed 
to study the many bills of medical and public 
health interest should thank the Medical Society 
for that privilege. In this study of bills and 
those who introduced the bills and the proponents 
as well as the opponents, human nature is seen 
at its best and at its worst; in the raw and 
adorned. People are asking for favors, even re- 
questing that a bill be passed to create a special 
job for a favorite or a relative, to except or 
exempt one or more persons from certain provi- 
sions of the law — without regard for the welfare 
of the majority; and there are those who are 
willing to grant these favors. We recognize that 
some of the people want to be fooled. They have 
no desire to seek advice, even without cost, from 
expert sources; hence there is always room for 
the illegitimate trades as well as for the legiti- 
mate Why crown the charlatans and quacks? 
You may interpret this either way. Certain 
You may immoral and reprehensible and 
practices are mmorai a ^ fae providedi 

every avenue of penai y should be c i ose d. 


sort of tabling act occurs — good bills are not 
passed or they die in committees. The public 
wants something novel. It is not enough that 
smallpox and tuberculosis, pneumonia and 
malaria, diphtheria and typhoid, yellow fever 
and other diseases are nearly stamped out, be- 
cause of the worthwhile, conscientious, and 
scientific actions of the medical profession — this 
translated into terms of money means a greatly 
lowered income for physicians and a greatly en- 
hanced health for the people. The public has 
frequently been told that tact, but why should 
they trust the physician? The canny legislator 
realizes that the public does not know what is 
good for it and in an open letter to physicians 
dares to say, “If I cannot secure such support 
(medical) I can only conclude that the medical 
profession is concerned merely with the com- 
petitive angle of the chiropractor’s work and not 
with the public interest and welfare." 

Some bills have already gone to the Governor 
for action, and we are certain they will be 
properly handled. The Governor has deserved 
the favorable comments and approval of the 
medical profession. 


The radiology bill is in good hands. Interested 
parties have given an excellent account of them- 
selves. The doctors have supported it loyally 
and the legislators are better advised than ever 
before. If the laboratories, the chiropractors, and 
certain labor interests win, we may deduce that 
the correct preparation of the patient for x-ray 
pictures or treatment, that the skillful taking of 
the pictures or giving of the treatments, and the 
correct and proper diagnoses of the cases mean 
less to these legislators than pleasing the above- 
mentioned groups. 

The optometrists have been out in front with 
three bills. One bill, S. Int. 1098, passed through 
the labor committee of the Senate and on to the 
floor of the Senate so rapidly that it evoked the 
criticism of the legislative committee by several 
of the ophthalmologists, but fortunately it was 
killed in the Assembly labor committee. Our 
Council Advisory Committee composed of Drs. 
Berens, Marlow, Thomas Johnson, Snell, and 
Cowper have given us promptly their opinions 
and have done their part to oppose undesirable 
legislation. 

The Governor vetoed the bills permitting at- 
torneys for claimant in Workmen’s Compensation 
cases to issue subpoenas. We are grateful. 

The Medical Grievance Committee bills of the 
Regents, we feel, detract from the value of that 
special committee; whereas the bills originating 
in the State Medical Society and approved by the 
majority of the Medical Grievance Committee 
should work out satisfactorily. The bills by the 
State Medical Society have passed the As- 
sembly and are up for Senate action. Neither 
House has taken action on the Regents’ bills. 


War necessity and chauvinism have claimed 
iuch attention. The chiropractors are trying to 
ad an entering wedge into the army with Labor 
marently giving almost unbelievable support 
. them in several well-known ways. 

Now for the encomiums— bouquets or cor- 
ses Our grateful thanks go to our president, 
olonel ICopetzky, and to the other officers, to 
ie Council, and to the county legislative com- 
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mittees, to the woman’s auxiliaries, and to many 
others for their generous assistance and ready 
support. We wish to express our sincere appre- 
ciation to the legislators and to their officers — 
especially to Governor Lehman — for their con- 
stant, _ daily, kind consideration and cheerful 
reception of the medical profession and their 
medical public health problems. May we re- 


quest the House of Delegates to adopt a suitable 
expression of appreciation. 

The following is a statement of the standing of 
the bills we have studied up to April 21, 1942. 

Respectfully submitted, 

Walter W. Mott, M.D. 
Leo P. Simpson, M.D. 
John L. Bauer, M.D. 


No. of Bill 

S. Int. 3 1 
A. Int. 40/ 
S. Int. 311 
A. Int. 43/ 
S. Int. 66/ 
A. Int. 61/ 
S. Int. 1001 
A. Int. 91 / 
S. Int. 101/ 
A. Int. 92 / 
S. Int. llll 
A. Int. 11 / 
S. Int. 132/ 
A. Int. 140 / 
S. Int. 215 1 
A. Int. 226/ 
S. Int. 245/ 
A. Int. 288/ 
S. Int. 2461 
A. Int. 289/ 
S. Int. 274/ 
A. Int. 306 / 
S. Int. 312 
S. Int. 314 

S- Int. 317\ 
A. Int. 234/ 
S. Int. 325 
S. Int. 338 
S. Int. 3391 
A. Int. 377/ 
S. Int. 365/ 
A. Int. 414/ 
S- Int. 392/ 
A. Int. 588/ 
S- Int. 431/ 
A. Int. 498/ 
“• Int. 482/ 
A. Int. 604/ 
»• Int. 491/ 
A. Int. 83 / 
S- Int. 523/ 

A. Int. 388/ 

Int. 565/ 
A- Int. 798/ 
g. Int. 664 
Int. 680 1 

A- Int. 1016/ 

o. Int. fi07 


S. Int. 
A. Int. 
S. Int. 
A. Int. 
S. Int. 
A. Int. 
S. Int. 
A. Int. 
S. Int. 
S. Int. 
A. Int. 


740/ 

895/ 

750 \ 

1047/ 

788/ 

96-4/ 

789/ 

947/ 

847 

871 \ 

1065/ 


Subject 

Amendment to Nurse Practice Act 
Deduct hospital expenses from income tax 

Limits time for starting malpractice actions 

Typhoid carriers, rules to be established by Public 
Health Council 

Communicable disease reporting, payment for 

Requires physicians to report automobile accidents to 
police authorities 

Workmen’s compensation benefits, one employee 

Appoint hay fever commission 

Hospital care for welfare patients, reimbursement by 
State 

Death records, filing (relates to Steuben Co. only) 


Status 

Law, Chap. 1 

To Governor 

No action on Sen. bill 
As. bill killed in As. com. 
Law, Chap. 61 

Law, Chap. 95 

No action on Sen. bill 
As. bill killed in As. com. 
No action on Sen. bill 
As. bill killed in As. com. 
No action on Sen. bill 
As. bill killed in As. com. 
Sen. bill passed Sen. 

As. bill killed in As. com. 

To Governor 


License for use of smallpox vaccine virus 

Creating consumers’ bureau in Health Dept. 

Patients in State tuberculosis hospitals, care and 
maintenance by State instead of county 
Automobile accidents, testimony by commission. New 
York City 

Workmen’s compensation, domestic workers 
Workmen’s compensation, sheriff, deputies 

Trichinosis commission, continue 


Law, Chap. 96 

No action 
Passed Senate 

No action on Sen. bill 
As. bill killed in As. com. 
3rd reading in Senate 
Law, Chap. 441 

Law, Chap. 14 


New York City, erect new hospital 


No action in either house 


Miscellaneous liquor permits, hospitals 

Hospitalization of workmen 

Establish psychiatric bureau as adjunct of children’s 
court 

Education boards to establish staff of physicians, etc., 
for examination of school children 

Poliomyelitis, suppression and control of 

Publication of State rules and regulations 

Workmen’s compensation, award by industrial board 

Radiology bill 

Appropriation to Health Dept, for program of nutri- 
tion 

Unemployment benefits, sick employees 

Day nursery schools, permits 


Law, Chap. 114 

3rd reading in Sen. 

Killed in As. 

No action in either house 

3rd reading in Sen. 

Killed in As. 

To Governor 

No action in Sen. 

Killed in As. 

No action 

No action on Sen. bill 
As, bill on 2nd rdg. calend. 
No action 

No action on Sen. bill 
As. bill passed As. 

Law, Chap. 164 


Defines personal injury liability insurance 

Appoint referees from Civil Service list 
Expert medical testimony 

Governor to designate emergency health ana sanita- 
tion areas 


Law, Chap. 184 

Sen. bill on 3rd reading 
As. bill killed in As. 

No action in Sen. 

No action in Sen. 

As. bill passed As. 
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S. Int. 875\ 
A. Int. 550/ 
S. Int. S79 \ 
A. Int. 1097/ 
S. Int. 8S0 \ 
A. Int. 1053/ 
S. Int. 8S8\ 
A. Int. 469/ 
S. Int. 9G3 \ 
A. Int. 1205 / 
S. Int. 990 1 
A. Int. 1975/ 
S. Int. 1026\ 
A. Int. 1291/ 
S. Int. 1027\ 
A. Int. 1298/ 
S. Int. 1032 
S. Int. 1033 
S. Int. 1035\ 
A. Int. 1317/ 
S. Int. 10541 
A. Int. 1329/ 
S. Int. 1055) 
A. Int. 1308/ 
S. Int. 1098 

S. Int. 11111 
A. Int. 355 / 
S. Int. 11561 
A. Int. 720 / 
S. Int. 11721 
A. Int. 1267/ 
S. Int. 12101 
A. Int. 1403/ 
S. Int. 12661 
A. Int. 1615/ 
S. Int. 1271 1 
A. Int. 1613/ 
S. Int. 14041 
A. Int. 2012/ 
S. Int. 1424 
S. Int. 14271 
A. Int. 1728/ 
S. Int. 15001 
A. Int. 1831/ 
S. Int. 15261 
A. Int. 1858/ 
S. Int. 15621 
S. Int. 1602/ 
S. Int. 15711 
A. Int. 1901/ 
S. Int. 1573 
S. Int. 1680 • 
A. Int. 1902. 

S. Int. 1574 
S. Int. 1681 
A. Int. 1903. 

S. Int. 16741 
A. Int. 2060/ 

S. Int. 1679 

S. Int. 16921 
A. Int. 2037/ 

S. Int. 17291 
A. Int. 2030/ 

S. Int. 1S09 

S. Int. 1838 

g, Int. 1865 


Investigation by coroner 

Practice of medicine by interns 

Medical Grievance Committee (by Regents) 

Health service for pupils in vocational schools 

Workmen’s compensation, attorneys for claimant to 
issue subpoenas 

Regents to appoint council on child care and develop- 
ment 

Requires boiling of garbage 

Establishes division of meat inspection in Agriculture 
Dept. 

Optometrists, testimony 
Optometry, violations of law 

Continues Long Range Health Commission 

Permits hospital service corporation to include insur- 
ance for surgeons' fees, etc. 

Health insurance, blanket policy 

Workmen’s compensation, practice by optometrists 

New York City education board to establish child 
guidance bureau 

Workmen’s compensation, employee or carrier to 
select physician 

Unidentified persons, hospital care 

Changes filing fees for professional licenses in New 
York City 

Requires pupils to receive physical training, etc. 

State Health Commissioner to establish temporary 
health districts 

Workmen’s compensation, artificial limbs furnished by 
employer 

Physicians, Civil Service positions 
Milk embargo 

Physically handicapped children, instruction 

County with T.B. hospital not to be served by State 
hospital unless requested by supervisors 
Students, athletic games, insurance by medical in- 
demnity or hospital service corps 
Criminal abortion, physician, annulment of registra- 
tion 

Criminal abortion, perform or give information, mis- 
demeanor 

Abortion, testimony 


To Governor 

To Governor 

No action in either house 

To Governor 
Vetoed by Governor 

No action in either house 

Law, Chap. 214 
No action in either house - 

Passed Sen. 

To Governor 

Law, Chap. 362 

No action in Sen. 

As. bill killed in com. 

To Governor 
Passed Sen. 

Killed in As. Labor Com. 
Sen. bill passed Sen. 

As. bill killed in com. 

No action in Sen. 

As. bill killed in com. 

To Governor 

As. bill passed both houses 

No action in Sen. 

As. bill killed in com. 

No action in either house 

To Governor 

Passed both houses 
Law, Chap. 500 

No action in Sen. 

As. bill killed in com. 

To Governor 

Passed Sen. 

3rd reading in As. 

To Governor 


No action on Sen. bills 
As. bill killed in com. 

No action on Sen. bills 
As. bill passed As. 


Physicians, military service, renew license 

Criminal abortion, physician, annulment of registra- 
tion 

Medical Grievance Committee (by State Society) 

Chiropractic bill (Page-Brees) 

Physician appointed to N. Y. C. teachers’ retirement 
system, qualifications 

Postpone effective date of amendment to Medical 
Practice Act (physicians for internship) . 

Motor vehicle operators , and chauffeurs, physical 
exam, and tests for eyesight 


Law, Chap. 436 

No action 

No action in Sen. 

As. bill passed As. 

No action in either house 

Passed Sen. 

To Governor 

No action 
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S. Int. 1S66 

S. Int. 1914 

S. Int. 1933 

S. Int. 1934 

A. Int. 153 
A. Int. 155 
A. Int. 260 
A. Int. 303 
A. Int. 366 
A. Int. 467 
A. Int. 493 

A. Int. 504 

A. Int. 725 

A. Int. 747 


A. Int. 905 
A. Int. 1058 
A. Int. 1114 

A. Int. 1144 

A. Int. 1148 

A. Int. 1155 
A. Int. 1210 
A. Int. 1212 


Regents, prescribe course of instruction in home 
nursing 

Governor to appoint council to establish program for 
care of certain children 

No person to forfeit license issued by N. Y. C. educa- 
tion board because of service in U. S. Armed Forces 
License without exam, any person who has served in 
U. S. Armed Forces for 25 years 
Establishes state-wide plan of public medicine 
Motor vehicle operators, require physician’s certificate 
Abolish county tuberculosis hospitals 
Practice of physiotherapy 
Nursing bureaus, license 
Workmen’s compensation, domestic workers 
Requires physicians to report cases of infantile 
paralysis 

Workmen’s compensation, mentally disabled em- 
ployees 

Allows treatment by public hospitals of workmen’s 
compensation cases 

Exempts small quantity of Stokes’ expectorant and 
Brora’s mixture from narcotic drug law (4 oz. per 
person) 

Health Insurance Bill 
Food handlers, physical examination 
Life insurance policy, assign proceeds for funeral ex- 
penses 

Mentally sick persons, commit to State hospitals for 
observation 

Health orders, violation to be offenses instead of mis- 
demeanors 

Workmen’s compensation, treatment by podiatrists 
Negligence actions, joint responsibility 
Hospital liens, New York City 


A. Int. 1386 
A. Int. 1434 
A. Int. 1603 

A. Int. 1677 
A. Int. 1807 

A. Int. 18321 
A. Int. 2093/ 
A. Int. 1899 


Nurse registry bureaus, license 
Practice of chiropractic 

Air raid wardens, pay medical expenses if injured 
during defense work 

Workmen’s compensation, defines term “employer” 
Workmen’s compensation, appoint specialists in 
orthopedics and neurology 

Defines physiotherapy 

Medical research, communicable diseases 


3rd reading in Sen. 

No action 

No action 

Passed Sen. 

Killed in As. com. 
Killed in As. com. 
Law, Chap. 484 
Killed in As. com. 
No action 
Killed in As. com. 
Killed in As. com. 

Killed in As. com. 

Killed in As. com. 

Law, Chap. 426 


Killed in As. com. 

No action 
Killed in As. com. 

Killed in As. com. 

Killed in As. com. 

No action 
No action 
Passed As. 

On 3rd reading in Sen. 
No action 
No action 
No action 

Killed in As. com. 

No action 

Int. 1832 killed in com. 
No action on Int. 2093 
Passed As. 


Addendum Report 
(April 25, 1942) 

The Legislature adjourned a few hours later 
than prearranged, on Friday evening, April 24. 

The final business of the Assembly was an at- 
tempt on the part of Mr. Brees to compel the 
Committee on Rules to report out the chiro- 
practic bill. He made an impassioned address 
on the merits of chiropractic and the wisdom of 
the State’s providing for a method of licensing its 
practitioners. At the close of his address he de- 
manded that his request be acceded to. The 
Chamber denied his request. In the Senate, the 
Education Committee at noon the day before 
had conferred with regard to reporting the bill 
out and, I am informed, agreed that if the bill 
should pass the Assembly, they would report it 
out on the Senate floor. Thursday evening, after 
receiving the report of the Senate committee's 
decision, the county chairmen of the largest 
counties, and especially those where the attitude 
of the Senator was not too well established, were 
reached by long-distance telephone and re- 


quested to communicate with their Senators 
immediately. 

The Milmoe Medical Grievance Committee 
bill, which is the bill of last year amended so as 
to meet the objections on which the Governor 
based his veto, having passed the Assembly, was 
defeated in the Senate. The opposition was pre- 
sented by Senator Page, of Binghamton, based 
on a brief he exhibited and excerpts of which he 
read, submitted by Dr. Mazzola, a member of 
the Grievance Committee. After the vote was 
taken, Senator Young asked that the bill be 
tabled and, in the meantime, we explained to 
the dissenting Senators that the bill was endorsed 
by both the Medical and the Osteopathic socie- 
ties and was practically the bill that the Griev- 
ance Committee itself drafted the year before 
with the Regents’ approval. And then it was 
discovered that the opponents generally thought 
that the Society was opposed to the bill and the 
brief that Senator Page offered was an approval. 
This matter having been straightened out in 
their minds, the bill was brought out on the 
floor again and passed with no opposition. 
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The Senate before adjournment passed another 
bill which amends the Penal Law relative to the 
commission of abortion. The woman involved is 
thus permitted to oBer evidence without in- 
criminating herself. It is hoped that this will 
give the police and other enforcement officers a 
better opportunity to apprehend and convict 
commercial abortionists. 

The X-ray bill reached third reading in the 
Assembly, but the powerful opposition which it 
encountered all the way along prevented its 
getting any further. However, Assemblyman 
Sullivan and I have learned a lot which we con- 
sider will be of great assistance in handling the 
bill next year. 

A preliminary report of the bills acted upon in 
the last two days follows: 


S. Int. 1032 Optometrists, testimony To Governor 

S. Int. 1424 Physicians, Civil Service To Governor 
positrons 

N, Infc. 10D2\ Students, athletic games, To Governor 

S. Int. 1502J insurance by medical 

indemnity or hospital 

service corporations 

S. Int. 1933 No person to forfeit license To Governor 
issued by N. Y. C. educa- 
tion board because of 
service in 17. S. Armed 
Forces 

A. Int. 366 Nurse registry bureaus, To Governor 
license 

A. Int. 10651 Governor to designate To Governor 

S. Int 87 1J emergency health and 

sanitation areas 

A. Int. 1899 Medical research, com- To Governor 
muoicable diseases 

A. Int. 1903] Criminal abortion, testi- To Governor 

S. Int. 1574 [ mony 

S. Int* 1681 j 

A. Int. 203?1 Medical Grievance Com- To Governor 

S. Int. 1692/ mittee 

Joseph S. La whence, Executive Officer 


Speaker Batter: This is referred to the 
Reference Committee on Report of the Council, 
Part VII, Ur. Walter P. Anderton, chairman, 
without reading, but as distributed to the dele- 


sates. . 

Secretary Irving: There is also a supple- 
uentary report from the treasurer. 

Speaker Batjer: Has that been distributed 

tlso? 

Secretary Irving: It has, sir, but I think it 
vould be well if it were read. It is short. 


clion 7. (See 46) 

ipplementary Report of the Treasurer 

Dr. Kirby Dwight: I have tried to make 

As"! suppkm P e°ntary report of the treasurer, I 
sh to submit an amendment to the Bylaws. 
This amendment is proposed in order tofacih- 

fo the- work of the treasurer s office and tne 
te the wors ui The Trustees meet 

ildarlv only 1 once every two months during 
5“ of the year and not at all in midsummer 

S&fpSl*"*' Of district teaches, etc. 


to have to wait so long before they can be re- 
imbursed for their expenditures. And it is a 
hardship that seems unnecessary to impose upon 
them, as these items of expense are all provided 
for in the budget. 

Proposed Amendment to Chapter X of the 
Bylaws, Which Is Entitled “Expenses" 

Delete the following phrases that have to do 
with approval of expense vouchers by the Board 
of Trustees before payment. 

1. In the sentence reading "Proper vouchers 
must be filed with the Secretary . . . . ” delete 
the following: 

“and approved by the Board of Trus- 
tees." 

2. Delete the sentence reading: 

“The vouchers of such expense shall be 
approved by the Board of Trustees be- 
fore payment." 

3. In the seventh line above the end of the sec- 
tion, as printed in the 1941 printing of Con- 
stitution and Bylaws, delete the phrase: 

“and approved by the Board of Trus- 
tees." 

Add at the end of the section the following 
sentence: 

“Payment of all these expenses shall be 
made under directions of the Board of 
Trustees.” 

With these deletions and this addition, Chapter 
X as amended will then read: 

Chapter X — Expenses 

"Section 1. Allowances for expenses in- 
curred in the actual performance of official 
duties by officers, members of the Council, the 
Board of Trustees, of the Board of Censors 
and committees, and delegates to the American 
Medical Association shalj be made in conform- 
ity with the following conditions; The Presi- 
dent shall be allowed a per diem and expenses 
when engaged upon official business. All other 
officers shall be allowed traveling expenses 
when engaged upon official business. Mem- 
bers of the Council, of the Board of Trustees 
and of the Board of Censors, shall be allowed 
traveling expenses. Members of committees 
of the Council, and all special committees of 
the Society, shall be allowed traveling ex- 
penses. Presidents of the District Branches 
sitting in the House of Delegates shall be al- 
lowed necessary expenses. There shall be no 
allowance made for the expenses, traveling or 
otherwise, for any committee appointed pur- 
suant to Chapter XI of these Bylaws. Proper 
vouchers must be filed with the secretary 
before any of the above allowances are made. 
The delegates to the American Medical As- 
sociation who have attended each session of 
the House of Delegates of that Association 
and who shall have filed with the secretary 
evidence of such attendance shall be allowed 
the actual cost of railroad transportation and 
Pullman accommodations to the place of meet- 
in°" and return. Each district branch shall be 
entitled to receive a sum not to exceed S200, 
exclusive of the work done by the secretary 
regarding notices, programs, etc., to defray 
the expenses of holding the annual meeting of 
such district branch, provided a proper state- 
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meat of such expense shall have been pre- 
sented to the secretary. All bills, claims, or 
vouchers herein provided for shall be filed 
within thirty days after the date of the in- 
curring of such expense. Tins time may be 
extended for any cause by the Board of Trus- 
tees and such extension shall not exceed 
ninety day3. Payment of all these expenses 
shall be made under directions of the Board of 
Trustees ” 

It is now possible to estimate with some de- 
gree of accuracy the extent to which our Society 
will suffer financially from the loss of the dues of 
our members who are m active service in the 
Armed Forces of the United States By the end 
of this year there mil be about 2,500 of our mem- 
bers so engaged; this mil mean a diminution in 
our income of about S25,000 for the year 1943 
It is evident that the utmost economy must 
be practiced in the conduct of our Society. It is 
also evident that the income from our invest- 
ments will have to be used to defray current ex- 
penses, instead of being saved m order to improve 
our financial position as they have been for the 
past few years. It is probable that there will 
have to be some curtailment of services or 
activities, and in this connection I should like to 
endorse the recommendation of the Council that 
the publication of the Directory be postponed. 
However, rather than seriously to curtail any 
of our essential activities or to disrupt our or- 
ganization, I should favor selling some of our 
securities to meet the needs The Society is to be 
congratulated on having had the good fortune 
and the foresight, in good times, to build up a 
very substantial war chest for use in just such 
an emergency as that in winch we non find 
ourselves 

Respectfully submitted, 

Kirby Dwight, Treasurer 

Speaker Bitter: That portion of the 
treasurer’s Supplementary Report which pertains 
to the Bylaws will remain on the table m the 
hands of the secretary until next year, the bal- 
ance of the report is referred to the Reference 
Committee on Report of the Treasurer and 
Board of Trustees, Dr. William Klein, of Bronx, 
chairman 

Secretary Irvtng: The next supplementary 
report is from the Council, prepared by myself 
after the last meeting on March 12, 1942 It is 
short, so, although it has been distributed, I will 
read it 

Section S. (See 47) 

Supplementary Report of the Council— Part HI: 
School Health Program 

April 7, 1942 

The Council at its meeting on March 12, 1942, 
received a report from Dr. Mitchell, as chairman 
of the Council Committee on Public Health and 
Education, on the subject of adding one hour to 
each school day for physical education activities 
The Board of Education had recommended the 
added hour, on February 20, 1942 On March 6, 
1942, at the request of the president of the New 
York State Association of School Physicians, Dr 
Wm E. Ayhng, a combined meeting was held 
between Dr Mitchell’s Subcommittee on School 
Health Program and the Executive Committee 


of the State Association of School Physicians 
There were present at that meeting the following 
representatives of the two organizations: 

New York State Association of School Physicians 
Dr. William E. Ay hng, president 
Dr. Edgar Bieber, vice-president 
Dr. C. Adele Brown, secretary-treasurer 
Executive Committee: 

Dr. Clarence A. Greenleaf 
Dr. Lewis W. Heizer 
Dr. Michael Levitan 
Dr John E. Burke 

Medical Society of the State of New York 
Dr 0. W H. Mitchell, chairman, Council 
Committee on Public Health and Education 
Dr Charles D Post, Council Committee on 
Public Health and Education 
Dr. A. Clement Silverman, Subcommittee on 
School Health Program 
Dr. Albert D Kaiser, Subcommittee on School 
Health Program 

Dr J. G Fred Hiss, chairman, Subcommittee 
on 4-H Clubs, State Health Director Na- 
tional Youth Administration 
Dr. Mitchell reported to the Council that this 
matter had been diseased fully and that it had 
been decided to appoint Dr. Silverman of the 
State Society and Dr Ayhng of the State As- 
sociation of School Physicians to draw up a 
letter to Dr. Mitchell which he could submit to 
the Council. The letter follows: 

March 9 1942 

Dr O. W H Mitchell, Chairman 

Council Committee on Public Health and Education. 

Medical Society of the State of New York, 

Syracuse, New York 

Dear Dr Mitchell 

On March 6, the School Health Subcommittee of the 
Medical Society of the State of New York, and other 
representatives of the Societ j, mot with the Executive 
Board of the New York State Association of School 
Physicians The purpose of this conference was to con- 
sider the recommendation of the New York State Board 
of Regents, made at its meeting February 20, that an 
hour be added to each school day for physical education 

activities 

It is the opinion of the group that this plan will not 
bring about the results for which it is intended, ie, to 
improve the pbvsical fitness of school children The 
report of the Board of Regents states that the problem of 
health and physical training has been made more acute 
in the public mind by current reports of the physical 
defects found by the draft 

Attention 13 called to the fact that, according to Col 
L G Rowntree, Chief o! the Medical Division of the 
Selective Service Sy stem, Washington, D C,4a per cent 
of those examined for military service were rejected for 
class 1-A He states the mam reasons for rejections were, 
first, teeth, then poor vision, heart disease, nutrition, 
mental and nerv ous diseases, ear conditions, hermae, and 
lung conditions Very feu, if any, of these conditions 
would be corrected, or even benefited, by the proposed 
extension of the physical education program Muscle 
building sports and calisthenics wall not do the job 

Col Rowntree sajs, an estimated 50 per cent of 
the rejectees have remediable defects which could be 
corrected by moderate, inexpensive, and comparatively 
safe medical and surgical procedure Steps in this direc- 
tion are already being taken, but there is definite need 
cf this corrective medical work among our school chil- 



1172 


HOUSE OF DELEGATES 


drea, who will be our future service men Tb u . 

° ! r 

tmnfmr ““ PUP ‘ ]S ° f ‘ ea 

Private practitioners 


IN. Y. State J. Jr. 


;T * w «. ... , ;Jl , ■ftf.rr.lT' 

and swim and hike m the summer. These out-nf-He , ' 
and V eahs 3 th a e r mc 8 r atly *° ^ Preferred ° VCr “door'drdls 

™d7o have tha . t . le f n8then ‘ n 8 th « time in school would 
good health n ° US eff “‘ rather thaa 

We agree fully with the statement of the need of a 
more searching and far-reaching health program for the 

Health 30h °° 8 JI ° re adequate support of the School 
tmn! f P H 0 f S1 ’ a * m r n ° d undoubt ^ly bring about correc- 

he H ™ Wh< “ “ DCeded 19 emotion of 

the Health Education and Health Service programs and 

not just the Physical Education activities More in- 
struction in personal hygiene, phjsiology. first aid, and 
for girls, home nursing would be definitely of great 
benefit, particularly now while we are at war 
These facts may not all have been brought to the 
attention of the Board of Regents but should be con- 
sidered before any radical change in the school program 
la made “ *■ “ 

Respectfully submitted, 

A Clement Silverman, M D 
Wm E Aylino, M D 
Cochairmen 


Tho TO, 1.1 : use of Delegates in 1941 ” 


of tit % mm ? ee 0,1 Publication shall consist 
directorate , tbe ^asure^he 

hterarv ed.tnr Pd , bllC Nelatwas Bureau the 

chSn d the fr,? d t T tfUstee - wh0 sllal I ^ 

by ttechAirmon tT t ?i Serv , e sha11 be selected 
I rma , n of tbe Board of Trustees and 
the literary editor shall be selected bv the 
Committee on Publication at!ts tot mletm! 
after this meeting of the Hou^e of Debates 5 
b ^°™f literary editor not voting: tE 
i e ^ ed f ° be the most satisfactory way to 
choose the incumbent of this position who 

nnttee P °h becomes . a member of the Com- 

c™,, e rs 1 Si 

SSSS*o”S 5 f ,or “■ 


,■ Bator: This report is referred to 

Coun P fp C 1 rf C Vr C °? n K tt f %," 1 Re P° rt of ‘he 

council, Part XI, of which Dr. Harry S Bull of 
Cayuga, is chairman y ' 

tJy C r R efort\L RV ^ G \ Tlle ? ext supplemen- 
Committpp^nrWdffi Sp u ler ’ Is from the Special 
Although L=?kL C ® N. d * m \ m " tr ? t i on an . d B°bcies 


IiTT i i . , mce Administration and Pohcies 
be read S bv thf dlstnbated - 1 think it should 
Kosmak 7 ^ chalrman of the committee, Dr 


repmt.) Ge ° rSe W ' Kosmat read the following 


"h'be Council directed the transmission of a 
copy of this communication to the Commissioner 
of Education and to each member of the Board of 
Kegents. Inis instruction was carried out. 


Section 10. {See 65) 

Supplementary Report of the Council-Part XI: 
PoS ° n ° ffiCe AM ^ticn md 


,, S ™ AKER Bator: This report is referred to 
the Reference Committee on Report of the Coun- 

T)r fpnV 1 !’ b S ff h ° fW® * ltb Pr °e ran b of which 
Dr. Leo F Scinff, of Clinton, is chairman. 

Secretary Irving: The next supplementary 
report is from the Special Committee on Publica- 
tion, which I think should be read by the chair- 
man of that committee, Dr. Thomas M. Bren- 
nan. 

Dr. Thomas M. Brennan- Tlus also has 
been distributed, has it not? 

Secretary Irving: Yes. 

(Dr. Brennan then read the following leport ) 


Section 9. ( See 65) 

Supplementary Report of the Council — Part XI: 
Committee on Publication 


The Publication Committee begs to submit a 
substitution for that part of the Council Report — 
Part XI — which carries, under the subtitle 
“Continuation of Special Committees,” the 
recommendation of the Council that the House 
direct the personnel be: 

“ For the Publication Committee the general 
manager, the director of the Public Relations 
Bureau, the literary editor, the treasurer, and 
one member of the Board of Trustees to be ap- 
pointed by the president of the Society after 


This Committee begs to add two recommenda- 
tions to that part of tbe Council Renort^Part 
XI which carries, under the subtitle “Continua- 
tion of Special Committees,” the recommenda- 
tion for House du ect.cn as to personnel After 

nffir Pa I H Srapb i beaded ‘‘Bor the Committee on 
Cmce Administration and Policies” tiXil „ , vj 

be added the following recoXendatmS! d 
“That the Committee on Office Adminis- 
tration and Polices shall maintain a perfoZd 
file in which is a complete statement ofThe 
experience of every person on the clerical or 
ad4nm1st.at.ve staff (other than person wd et 
annual written contract with the 
and m this file shall be reposed a ful] bistort— 
experience salaries received, and places of 
empiojunent-pf each employee before enter- 
ing the Society’s employ, together with a 
statement of salary increases smee enterne 
such employ, changes of duties as they havf 
occurred and may occur in the future Thw 
shall also be required of applicants for nosifinn 
as well, on the usual blanks commonly S ™ 
administrative offices u 

“That the Committee on Office Admimew 
turn and Policies shall have power™™-' 
thority to designate duties of members of the 
clerical staff, by this meaning all persons whose 
employment is otherwise than by written 
contract with the Society, and who are engaged 
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in secretarial, clerical, hookkeeping, editing, 
proofreading, or the supervision of such duties; 
to fix their salaries, to decide matters of over- 
time payment, and any and all other details 
of their work that the Committee may wish to 
delineate. No person shall be increased in 
salary and no new person be employed with- 
out the approval of this Committee, excepting 
temporary employees whose position on the 
staff shall not become permanent until 
authority' has been obtained from the Com- 
mittee.” 

Speaker Bauer: This report is also referred 
to the Reference Committee on Report of the 
Council, Part XI, of which Dr. Bull is chairman. 
Are there any further supplementary reports? 
Secretary Irvixg: No, sir. 

Section 11 

Introduction of Delegates from Other State 
Medical Societies 

Speaker Bauer: Are there any delegates 
present from the Medical Societies of the States 
of Connecticut, New’ Jersey, or Vermont? 
(There was no response.) 

Speaker Bauer: If at any’ time you dis- 
cover there are delegates present from those state 
societies, I wish you would inform the chair so 
that they may be properly recognized. 

Section 12 

Announcements by Speaker 

Before we receive resolutions, there is one 
matter I should like to call to your attention. 
You will recall that last year you amended the 
Bylaws so as to eliminate the necessity for hav- 
ing an evening session on Monday. Heretofore 
we have had three sessions on Monday, with the 
result that everyone has been very much fatigued 
by the end of the evening. The amendment last 
year made it possible to eliminate this evening 
session by providing for two sessions on Monday 
and two on Tuesday. Therefore, for the first 
time the election of officers will not occur on Tues- 
day morning but will occur on Tuesday after- 
noon. It is important, gentlemen, that you be 
ou time at the adjourned sessions of the House. 
The schedule of the sessions was announced in 
the Journal a month ago, and I am sure you are 
familiar with it, but we will recess after this 
morning’s session until 3 : 00 p.m. That afternoon 
session will probably rim until 6:00 p.m., or maybe 
6:30 p.m. because we must get as much done 
as possible today. Then we will recess until 
9:00 a.m. tomorrow, Tuesday morning. I know 
that is an early hour, but it is necessary that we 
start promptly at 9:00 a.m. so as to complete 
all the business except the election in the morn- 
ing session. The afternoon session will have 
to start promptly at 1:00 p.m. and we must be 
out of this room before 3:00 p.m., when a general 
session takes place. 

I should also like to call your attention to the 
exhibits, not only to the Scientific Exhibits but 
to the Technical Exhibits. As you know, the 
success financially of an Annual Meeting of this 
Society depends in large part on our Technical 
Exhibits, and I hope that every gentleman of the 
Hoik? will show his appreciation of the technical 
exhibitors by going to their exhibits and showing 


some interest in them. I hope that at the end 
of each session of the House you will all go out 
and spend some time going through these ex- 
hibits. 

Section 13 

Constitution and Bylaws — Amendments Adopted 

Speaker Bauer: There are two amendments 
to the Constitution and Bylaws which were in- 
troduced last year. As they are both very brief 
they will be taken up at this point, and I will ask 
the secretary to read them. 

(A) Amendment to Article IV of the Constitution 
Secretary Irving: The first amendment sub- 
mitted last year, gentlemen, reads as follows: 

“The first is a proposed amendment to Article 
IV of the Constitution, which reads: 

‘There shall be a Council composed of the 
president, the president-elect, the immediate 
past-president, the secretary, the treasurer, 
the speaker, and nine other members elected 
by the House of Delegates.’ 

“The proposed amendment is to insert after 
the word ‘speaker’ the words ‘chairman of the 
Board of Trustees’ so that as amended it will 
read: 

‘Article IV — Council 

‘There shall be a Council composed of the 
president, the president-elect, the immediate 
past-president, the secretary, the treasurer, 
the speaker, the chairman of the Board of 
Trustees, and nine other members elected 
by the House of Delegates.’ ” 

Speaker Bauer: I believe the amendment is 
perfectly plain. It simply modifies the present 
Constitution to make an additional member of 
the Council, namely, the chairman of the Board 
of Trustees. This amendment is before you for 
your consideration. 

Dr George W. Kosmak, New York: 1 move 
the adoption of this amendment to the Constitu- 
tion. 

Dr. James R. Reumng, Jr., Queens: I second 
the motion. 

There being no discussion, the motion was 

put to a vote, and was unanimously’ adopted 

(B) Amendment to Chapter TO of the Bylaws 
Secretary Irving: The second amendment 

proposed is to Chapter VII of the Bylaws, to be 
Section 13, as follows: 

“Any officer of the Medical Society of the 
State of New York or its district branches who 
is called into active service with the Armed 
Forces of the United States, may, upon appli- 
cation to the Council, be granted leave of ab- 
sence for any portion of his term of office dur- 
ing which he is on active service. During such 
absence, his duties shail be delegated as the 
Council may direct except where such delega- 
tion is already provided for elsewhere in the 
Bylaws." 

Speaker Bauer: You will recall, gentlemen 
that this was introduced last year as a resolution 
if my memory serves me rightly, by Dr. Heyl, of 
Westchester, and was ruled out of order as a 
resolution. Inasmuch as it involved an amend- 
ment to the Bylaws, it had to remain on the 
table until this year. It is now before you for 
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consideration. As you know, except in those in- 
stances where the Bylaws specifically provide for 
the filling of an office during the absence of the 
incumbent, there is nothing that an incumbent 
can do except resign if he is away from his duties. 
It was felt that the military situation should not 
interfere with a man’s remaining in office, and 
that was why this amendment was introduced 
and is before you for consideration as to whether 
or not you wish to provide that in the case of an 
officer being called into active military service he 
shall not have to resign his office, but that his 
place shall be filled by the Council until such 
time as he returns to take up his duties. 

Dn. Alfred Hellman, New York: I move the 
adoption of that amendment to the Bylaws. 

Dr. Kirby Dwight, New York: I second it. 

.... There being no discussion, the motion was 
put to a vote, and was unanimously adopted 

Speaker Bauer: Are those all the amend- 
ments, Mr. Secretary? 

Secretary Irving: Yes. 

Speaker Batter: The Chair will now receive 
resolutions. 

Dr. George W. Kosmak, New York: These 
are no resolutions, but they are amendments to 
the Constitution and Bylaws. 

Speaker Bauer: Very well; we will take those 
now. 


Section H 

Constitution and Bylaws — Proposed 
Amendments 


Dr. Kosmak: Mr. Speaker and Members of 
the House, I desire to submit the following 
amendments to the Constitution and Bylaws of 
the State Society: 

Article XIV 

Medical Benevolence Fund 
“There shall be created a Benevolence Fund 
under the terms and conditions outlined in 
Chapter XII, Article 4, of the Bylaws. For 
this purpose there shall be appropriated by the 
Trustees out of the funds of the Society a sum 
not to exceed fifty cents per active member per 
year, to be set aside by the Treasurer as a 
special fund for the purpose of this Article. 
This fund shall be kept separate and invested 
or distributed by direction of the Board of 
Trustees of the Society under rules and regula- 
tions approved by the latter. The fund shall 
be used only for the relief of pecuniary distress 
of sick or aged members who are or have been 
active members in good standing of the So- 
ciety.” 


Chapter XII, Section 4 
Special Committees 

“Section 4— The President of the Society shall 
appoint, immediately after the Annual Meet- 
inl a special committee of five to be known as 
the Special Committee on Benevolence Of the 
Medical Society of the State of New York 
consisting of two members from the Board of 
Trustees to be selected by the Chairman of the 
latter the Treasurer, the Secretary, and a rep 

resentative from the Woman’s Apiary of Hie 

to Societv to be selected by its uresiaeim 
ThH Committee shall select its own Chairman 

SSmSMKMS* 


by the Society's Finance Committee from cur- 
rent income after appropriation by the Board 
of Trustees. No moneys shall be paid except 
on warrants signed by the Chairman of the 
Committee and the Treasurer. The Com- 
mittee shall formulate rules and regulations 
for the acceptance of beneficiaries for considera- 
tion and approval by the Council. It may 
solicit subscriptions, donations, and legacies 
to be added to the principal of the Benevolence 
Fund. It shall present a detailed audit of re- 
ceipts and expenditures, included in an annual 
report of its activities to the Council and the 
House of Delegates.” 

Speaker Bauer: In accordance with the Con- 
stitution and Bylaws, these proposed amend- 
ments must remain in the hands of the secretary 
until next year for consideration. 

Are there any resolutions? 

Section 15. (See SO) 

Medical Expense Indemnity Insurance 

Dr. Abraham Koplowitz, Kings: This con- 
cerns Medical Insurance, and reads: 

“Whereas, the Insurance Law, in Article 
IX-C, provides for voluntary nonprofit cash 
indemnity insurance and (through representa- 
tions made on behalf of the Medical Society of 
the State of New York) the law now provides 
that no corporation shall be licensed to furnish 
both hospital and medical insurance; and 
“Whereas, the Hampton-Wright bill intro- 
duced in the present session of the legislature 
would permit hospital service insurance plans 
to include indemnity for physicians and sur- 
geons fees in their contracts; and 

“Whereas, any medical indemnity fur- 
nished through a hospital insurance contract 
would make the service of doctors incidental 
to the institutional services with control of all 
details of such indemnity and service in the 
hands of lay dominated boards of management; 
and 

“Whereas, the Hampton-Wright bill has 
been put off to the next session of the legisla- 
ture with due notice that it will be pressed for 
favorable consideration if by that time medical 
insurance under administrative control of the 
medical profession has not developed a reason- 
ably satisfactory participation on the part of 
both the profession and the public; and 

“Whereas, the relatively small enrollment 
of subscribers and the incomplete participation 
of the medical profession during the past year 
have been due in part to the lack of outright 
full support of such enterprises by the organ- 
ized medical societies; and 

“Whereas, the Hampton-Wright bill, if 
enacted, will give the hospitals a legal entry 
into the practice of medicine, which in turn 
will constitute a long step toward lay control 
of medical practice and ultimately to a system 
of government medical service in the hands of 
a bureaucracy; and 

“Whereas, The Council of the Medical 
Society of the State of New York has . .recog- 
nized with satisfaction the creation of three 
organizations for nonprofit medical expense 
indemnity insurance. In the opinion of the 
Council, the three have followed the tentative 
basis and suggestions for medical expense in- 
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demnity insurance that were set up by the 
House of Delegates, April 24, 1939'; therefore 
be it 

“Resolved, that the Medical Society of the 
State of New York now officially approve, 
sponsor, and support in every manner possible 
the three corporations which have conformed 
to the principles prescribed by organized medi- 
cine for the protection of the interests of both 
the public and the profession in the organiza- 
tion and operation of medical insurance, 
namely: The Western New York Medical 
Plan, Inc., of Buffalo; the Medical and Sur- 
gical Care, Inc., of Utica; and the Medical 
Expense Fund of New York, Inc., of Brooklyn ; 
and be it further 

“Resolved, that notice of this action of the 
House of Delegates be given to the county 
medical societies within the territory of the 
organizations thus endorsed, and that each one 
be urged to cooperate in every practical man- 
ner toward the accomplishment of a success- 
ful operation of v< 
demnity insurance „ „ 

in their respective fields of influence and inter- 
est, in order that a system of medical insurance 
under administrative control of the medical 
profession shall be developed and maintained.” 
Speaker Bauer: This resolution is referred to 
the Reference Committee on New Business A, of 
which Dr. Simpson is chairman. 


Section 16. {See 49) 

Medical Relief, Direct Payment of Medical Fees 

Dr. Kopnowrrz: I have another resolution 
which reads: 

“Whereas, under the Social Security Act 
payments for medical care given to recipients- 
of-aid from the Blind, Old Age, and Dependent 
Children’s divisions of the Department of 
Social Welfare can no longer be made to phy- 
sicians directly, but, instead, these payments 
must be made to the patient; and 

“Whereas, this method of payment has 
worked a hardship on the physicians who have 
rendered medical care to these persons by tore- 
ing them to make one or more additional calls 
to collect their bills; and 

“ Where as, in New York City it has been 
proven that nearly 5 per cent of these patients 
have not paid their doctors for mescal care 
rendered with the money which the State De- 
partment of Social Welfare gave them, but in- 
stead have spent the money for other uses ; and 
“Whereas, we are informed by the New 
York City Department of Welfare that this 
percentage is only a fraction of the number of 
patients who did not pay their physicians for 
medical care, as shown by the great many com- 
plaints from physicians who have telephoned 
to that department, rather than written letters 
which could be submitted in evidence; and 
“Witfreas. a similar resolution was intro- 
duced into the House of Delegates of the 
Medical Society of the State of New York at 
Buffalo, in 1941, at which tune it was agreed 
that the State Society would carefully watch 
the experiment of using this method of pay- 

Where \s, we feel that in New York City 


this experiment has not been a success; there- 
fore be it 

“ Resolved , that the New York State Medical 
Society, through its Delegates to the American 
Medical Association, request that the American 
Medical Association have legislation initiated 
to provide a change in the Social Security Act 
so that persons rendering medical care to re- 
cipients-of-aid from any government agency 
may be paid directly by that agency.” 
Speaker Bauer: This resolution is referred to 
the Reference Committee on New Business B, of 
which Dr. Masterson is chairman. 

Section 17. {See 4U 4&) 

Opposition to Attempts to Lower Standing of 
Medical Practice or Conduct 

Dr. Arthur J. Bedell, Past-President: I have 
this resolution to offer: 

"Whereas, it has come to our attention 
that resolutions may be introduced in the 
House of Delegates of the American Medical 
Association which we believe will lower the 
ethical standing of the members of the profes- 
sion; and 

“Whereas, we are convinced that any at- 
tempt to so alter the professional standing of 
our members would be detrimental to the pub- 
lic health; be it therefore 

“Resolved, that the House of Delegates of the 
Medical Society of the State of New York, in 
annual session assembled, hereby registers its 
protest of any such contemplated changes; 
and further be it 

“Resolved, that the delegates from the Medi- 
cal Society of the State of New York to the 
American Medical Association be instructed 
to oppose any and every attempt to lower the 
standing of medical practice or conduct.” 
Speaker Bauer: This resolution is referred 
to the Reference Committee on New Business C, 
of which Dr, Guess is chairman. 

Section 18. {See 42) 

Opposition to Change in A. M. A. Rule of Ethics 
Against Consultation with Nonmedical Persons 

Speaker Bauer: The secretary has one resolu- 
tion to read which was sent in by mail. 

Secretary Irving: This resolution comes 
from Dr. Iri H. Blaisdell, secretary, Syracuse Eye, 
Ear, Nose, and Throat Club : 

“Whereas, there is a Rule of Ethics govern- 
ing the relationship of members of the Ameri- 
can Medical Association in the matter of giv- 
ing lectures or courses of instruction or to con- 
sult with anyone not associated with actual 
medical service, adopted by the House of 
Delegates of the American Medical Association 
in 1935; and 

“Whereas, this Rule of Ethics in the opin- 
ion of this organization is still satisfactory and 
adequate; and 

“Whereas, the motion passed at the 1941 
meeting of the Section of Ophthalmology of 
the American Medical Association, in Cleve- 
land, asking the House of Delegates to rescind 
this motion was not adequately discussed; and 

“Whereas, the one hundred and fifty mem- 
bers present did not fully represent the opin- 
ions of this organization; be it 
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“Resolved, that it is the opinion of this 
organization, the Syracuse Eye, Ear, Nose, and 
Throat Club, that the Rule of Ethics estab- 
lished in 1935 by vote of the House of Dele- 
gates not be rescinded; and be it further 
“Resolved, that the Secretary be instructed 
to convey a copy of these resolutions to the 
Delegates of the New York State Medical 
Society, to the House of Delegates of the 
American Medical Association, and to such 
others as may be advisable, namely, the Presi- 
dent of the American Academy of Ophthal- 
mology, Dr. Ralph I. Lloyd, of Brooklyn, New 
York, and the Secretary of the Opthalmological 
Section of the American Medical Association, 
Dr. Derrick Vail, of Cincinnati, Ohio.” 

Speaker Batter: Inasmuch as this is on the 
same general topic as the resolution introduced 
by Dr. Bedell, it will be referred to the same 
Reference Committee, the Reference Commit- 
tee on New Business C, of which Dr. Guess is 
chairman. 


Section 19. ( See BO) 

Medical Relief, Direct Payment of Medical Fees 
to the Aged, the Blind, and Dependent 
Children 


Dr. William Travis Gibb, Jr., New York: 
This is a similar resolution to that introduced a 
short while ago concerning the payment of phy- 
sicians for medical care to the aged, the blind, 
and dependent children: 


“Whereas, after April 1 , 1941, checks from 
the Department of Welfare of the City of New 
York (Q. V. Form M. med 383 b) for the 
Medical Care of those patients entitled to 
Old Age Assistance and Blind Assistance will 
be issued directly to the recipients of the care 
and not to the doctors rendering it; and 

“Whereas, this is patently unjust as it 
forces the physician to collect these fees from 
indigent people who may be unreliable; and 
“Whereas, this is an example of the unfair 
advantages being taken of physicians; there- 
fore be it 

“Resolved, that the Medical Society' of the 
County of New York go on record as being 
opposed to the proposed change in method of 
payment; and that the Society request the 
Department of Welfare to continue its former 
method of paying these physicians directly; 
and be it further 

“Resolved, that this House of Delegates be 
instructed to vigorously protest this injustice, 
to record itself as being opposed to this pro- 
cedure; and to have the Medical Society of 
the State of New York also request the De- 
partment of Welfare to pay those physicians 
directly, as heretofore; and be it also 

“Resolved, that the Medical Society of the 
State of New York recommend to the American 
Medical Association to request the Govern- 
ment at Washington to alter that provision of 
the Social Security Law necessary to permit 
doctors to be paid directly.” 


hairman. 


Section 20. ( See 36) 

Elimination of Required Certification of Checks 
in Payment of Tax Stamps for Opium Dis- 
pensing, etc. 

Dr. .Walter P. Anderton, New York: This 
resolution is introduced under the instructions 
of the Medical Society of the County of New 
York: 

“Whereas, the physicians and surgeons who 
dispense or prescribe opium or coca leaves or 
any compound, manufacture, salt, derivative, 
or preparation thereof, are required by Fed- 
eral law and regulations annually to purchase 
a special tax stamp for SI .00; and 

“Whereas, when payment of such dollar is 
made by check, it is required that such check 
be certified by the bank of payment; and 

“Whereas, the Treasury Department of 
the United States of America accepts checks 
for larger amounts without requiring certifica- 
tion; therefore be it 

“Resolved, that the Medical Society of the 
State of New York protests against the re- 
quirement that checks for purchase of special 
tax stamps in connection with dispensing and 
prescribing opium or coca leaves or any com- 
pound, manufacture, salt, derivative, or prepa- 
ration thereof, are required to be certified; 
and be it further 

“ Resolved , that the delegates from the Medi- 
cal Society of the State of New York to the 
House of Delegates of the American Medical 
Association are hereby instructed to introduce 
a resolution at the 1942 session embodying 
this protest, and urging the American Medical 
Association to take emphatic and persistent 
steps toward the elimination of the requirement 
for certification of checks previously mentioned 
in this resolution; and be it further 

“Resolved, that copies of this resolution be 
sent to important local and national dentist, 
veterinary, pharmacist, manufacturing chem- 
ist, and banker organizations, inasmuch as 
members of such organizations are also affected 
by the unnecessary labor of fcertification of 
small checks." 

/ 

Speaker Bauer: This resolution is referred to 
the Reference Committee on New Business A, of 
which Dr. Simpson is the chairman. 

Section 21. (See 66) 

“Walk a Block a Day” 

Dr. Harry C. Guess, Erie: This resolution 
was passed unanimously by the Erie County 
Medical Society: 

“Whereas, the Medical Society of the 
County of Erie has passed resolutions advocat- 
ing that walking a block a day is a good health 
measure; and 

“Whereas, it is the duty of the medical 
profession to promulgate health measures for 
all people; and 

“Whereas, there is great need, especially 
during these times, for better health and a 
stronger nation; and 

“Whereas, it is possible for each component 
county society comprising the New York State 
Medical Society to advocate this health meas- 
ure; therefore be it 
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“ Resolved , that the Delegates of this New 
York State Medical Society approve this health 
project; and be it 

“Resolved, that the Public Health Committee 
of the Council formulate plans to bring this 
slogan, 

‘WALK A BLOCK A DAY’ 
before the public; and be it further 
“ Resolved , that our Delegates to the A.M.A. 
present as a resolution to the Delegates at 
Atlantic City in June to recommend this health 
measure to the people of the United States, 
using the slogan: 

‘WALK A BLOCK A DAY.’ ’’ 

Speaker Bauer: This resolution is referred to 
the Reference Committee on New Business B, of 
which Dr. Masterson is chairman. 

Section 22. (See 44) 

Licensure, Full Citizenship Requirement 

Dr. JohnL. Edwards, Columbia: This resolu- 
tion is introduced on behalf of Dr. Denver M. 
Vickers, of Washington County, Dr. Joseph H. 
Cornell, of Schenectady County, and myself: 

"'■V of foreign-edu- 

i 1 ractice medicine 

in this state without known scholastic and 
medical training has tended to lower the stand- 
ards of medical ethics and practice, be it 
"Resolved, that applicants for the practice of 
medicine in this state from foreign schools 
other than Canada be required to have full 
citizenship, premedical and medical education 
comparable with that of class A medical schools 
of the United States and Canada.” 

(Applause) 

Speaker Bauer: This resolution is referred to 
the Reference Committee on New Business C, 
of which Dr. Guess is the chairman. 

Section. 23. (See 35) 

Waiving of Penalties for Failure to Attend 
Hospital Staff Meetings 

Dr. Harold B. Davidson, New York: This 
resolution reads: 

“Whereas, the duties of physicians working 
in hospitals will increase greatly during the 
war, therefore be it 

“Resolved, that the American Medical Asso- 
ciation, the American College of Surgeons, and 
other national organizations be petitioned to 
waive penalties to hospitals or doctors for 
failure to atteud staff meetings in hospitals for 
the duration of the war and six months there- 
after. 

“On motion, this resolution was passed, and 
it was voted to refer the matter to the Coordi- 
nating Council and to instruct the Delegates 
of the Medical Society of the County of New 
York to introduce this resolution at the next 
meeting of the House of Delegates of the 
Medical Society of the State of New York.” 

Speaker Bauer: This is referred to the Refer- 
ence Committee on Neiv Business A, of which 
Dr Simpson is the chairman. 


Section 24- (.See 43) 

Foreign Physicians Under Procurement and 
Assignment 

Dr. John D. Carroll, Rensselaer: At a re- 
cent meeting of the Medical Society of the 
County of Rensselaer we were given instructions 
to present this resolution: 

“Resolved, that the Delegates representing 
the Medical Society of the County of Rens- 
selaer of the State of New York put forward 
this resolution: 

“Pursuant to Surgeon General Parran’s 
editorial of recent date in the Journal of the 
American Medical Association, concerning the 
shortage of medical practitioners throughout 
the country and advocating the lessening of 
licensure restrictions in the case of foreign 
physicians, we of the Medical Society of the 
County of Rensselaer respectfully submit: 

“Resolved, that (1) since the majority of said 
foreign doctors are engaged in the practice of 
medicine in the State of New York, the Office 
of Procurement and Assignment shall in the 
future select from among these same foreign 
doctors now practicing in this state physicians 
for practice in other states that meet with 
New York State’s reciprocity laws; 

“(2) Ail foreign physicians who have been 
licensed to practice in the United States be 
brought under the jurisdiction of the Procure- 
ment and Assignment Board, and, if they are 
not eligible for Army or Navy duty, they shall 
be placed in other governmental service for the 
duration of the war.” 

(Applause) 

Speaker Bader: This resolution will be re- 
ferred to the Reference Committee on New Busi- 
ness C, of which Dr. Guess is the chairman, which 
has another resolution on the same subject. 

Section 25. (See 40) 

Connecticut State Medical Society, 150th Anni- 
versary 

Dr. Benjamin M. Bernstein, Kings: This 
resolution was unanimously passed by the Medi- 
cal Society of the County of Kings: 

“Whereas, the Medical Society of the 
State of Connecticut is celebrating the 150th 
anniversary of its founding at Middletown, 
Connecticut, on June 3 and 4, 1942; and 

“Whereas, friendly relations between neigh- 
boring states particularly should always be 
maintained; be it 

“Resolved, therefore, that two delegates of 
the Medical Society of the State of New York 
be sent as representatives to the Convention of 
the Medical Society of the State of Connecti- 
cut on the above-mentioned dates in order to 
join with them in the celebration of their 
150th anniversary.” 

Speaker Bader: This resolution will be re- 
ferred to the Reference Committee on New Busi- 
ness C, of which Dr. Guess is the chairman. 

Section 26. (See 37) 

Women Physicians and the Medical Reserve 
Corps of the Army and Navy 

Dr. Emilt Dunning Barringer, New York: 
This resolution was unanimously passed at the 
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“Resolved, that it is the opinion of this 
organization, the Syracuse Eye, Ear, Nose, and 
Throat Club, that the Rule of Ethics estab- 
lished in 1935 by vote of the House of Dele- 
gates not be rescinded; and be it further 
“Resolved, that the Secretary be instructed 
to convey a copy of these resolutions to the 
Delegates of the New York State Medical 
Society, to the House of Delegates of the 
American Medical Association, and to such 
others as may be advisable, namely, the Presi- 
dent of the American Academy of Ophthal- 
mology, Dr. Ralph I. Lloyd, of Brooklyn, New 
York, and the Secretary of the Opthalmological 
Section of the American Medical Association, 
Dr. Derrick Vail, of Cincinnati, Ohio." 

Speaker Bader: Inasmuch as this is on the 
same general topic as the resolution introduced 
by Dr. Bedell, it will be referred to the same 
Reference Committee, the Reference Commit- 
tee on New Business C, of which Dr. Guess is 
chairman. 


Section, 19. (See 50) 

Medical Relief, Direct Payment of Medical Fees 
to the Aged, the Blind, and Dependent 
Children 


Dr. William Travis Gibb, Jr., New York: 
This is a similar resolution to that introduced a 
short while ago concerning the payment of phy- 
sicians for medical care to the aged, the blind, 
and dependent children: 


“Whereas, after April 1, 1941, checks from 
the Department of Welfare of the City of New 
York (Q. V. Form M. med 383 b) for the 
Medical Care of those patients entitled to 
Old Age Assistance and Blind Assistance will 
be issued directly to the recipients of the care 
and not to the doctors rendering it; and 

“Whereas, this is patently unjust as it 
forces the physician to collect these fees from 
indigent people who may be unreliable; and 
“Whereas, this is an example of the unfair 
advantages being taken of physicians; there- 
fore be it 

“ Resolved , that the Medical Society of the 
County of New York go on record as being 
opposed to the proposed change in method of 
payment; and that the Society request the 
Department of Welfare to continue its former 
method of paying these physicians directly; 
and be it further 

“Resolved, that this House of Delegates be 
instructed to vigorously protest this injustice, 
to record itself as being opposed to this pro- 
cedure; and to have the Medical Society of 
the State of New York also request the De- 
partment of Welfare to pay those physicians 
directly, as heretofore; and be it also 

“Resolved, that the Medical Society of the 
State of New York recommend to the American 
Medical Association to request the Govern- 
ment at Washington to alter that provision of 
the Social Security Law necessary to permit 
doctors to be paid directly.” 


Speaker Bader: This resolution will be re- 
ared to the same Reference Committee as the 
,rrea io , the Reference Committee 

^New Business B, of which Dr. Masterson is the 


chairman. 


Section 20. (See 86) 

Elimination of Required Certification of Checks 
in Payment of Tax Stamps for Opium Dis- 
pensing, etc. 

Dr. Walter P. Andertoh, New York: This 
resolution is introduced under the instructions 
of the Medical Society of the County of New 
York: 

“Whereas, the physicians and surgeons who 
dispense or prescribe opium or coca leaves or 
any compound, manufacture, salt, derivative, 
or preparation thereof, are required by Fed- 
eral law and regulations annually to purchase 
a special tax stamp for SI. 00; and 

“Whereas, when payment of such dollar is 
made by check, it is required that such check 
be certified by the bank of payment; and 

“Whereas, the Treasury Department of 
the United States of America accepts checks 
for larger amounts without requiring certifica- 
tion ; therefore be it 

“Resolved, that the Medical Society of the 
State of New York protests against the re- 
quirement that checks for purchase of special 
tax stamps in connection with dispensing and 
prescribing opium or coca leaves or any com- 
pound, manufacture, salt, derivative, or prepa- 
ration thereof, are required to be certified; 
and be it further 

“Resolved, that the delegates from the Medi- 
cal Society of the State of New York to the 
House of Delegates of the American Medical 
Association are hereby instructed to introduce 
a resolution at the 1942 session embodying 
this protest, and urging the American Medical 
Association to take emphatic and persistent 
steps toward the elimination of the requirement 
for certification of checks previously mentioned 
in this resolution; and be it further 

"Resolved, that copies of this resolution be 
sent to important local and national dentist, 
veterinary, pharmacist, manufacturing chem- 
ist, and banker organizations, inasmuch as 
members of such organizations are also affected 
by the unnecessary labor of Certification of 
small checks.” 

/ 

Speaker Bader: This resolution is referred to 
the Reference Committee on New Business A, of 
which Dr. Simpson is the chairman. 


Section 21. (See 66) 
“Walk a Block a Day” 


Dr. Harry C. Guess, Erie: This resolution 
was passed unanimously by the Erie County 
Medical Society: 


“Whereas, the Medical Society of the 
County of Erie has passed resolutions advocat- 
ing that walking a block a day is a good health 
measure; and 

“Whereas, it is the duty of the medical 
profession to promulgate health measures for 
all people; and 

“Whereas, there is great need, especially 
during these times, for better health and a 
stronger nation; and 

“Whereas, it is possible for each component 
county society comprising Jbe New York State 
Medical Society to advocate this health meas- 
ure; therefore be it 
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Speaker Bauer This resolution will be re- 
ferred to the Reference Committee on New Busi- 
ness A, of ti hich Dr. Simpson is the chairman 

Section 29. [See 45) 

1943 Annual Meeting, Invitation to Buffalo 

Dr. Garner' This is another resolution 
that was passed by the Medical Society of the 
Count) of Erie- 

“Where as, the 1941 Annual Meeting of the 
Medical Society of the State of New York as as 
a great success m Buffalo; and 

“Whereas, the President-elect, Dr. George 
W. Cottis, is a resident of Western New York; 
and 

“Whereas, the Medical Society of the 
County of Erie would indeed deem it an honor 
and great pleasure to have its colleagues from 
the rest of the State meet in Buffalo; therefore 
he it 

“liesohed, that the Medical Society of the 
County of Erie extend an invitation to the 
Medical Society of the State of Nexv York to 
hold its 1943 Annual Meeting in Buffalo ” 
Speaker Bauer- This resolution will be re- 
ferred to the Reference Committee on New 
Business B, of which Dr Masterson is the chair- 
man 


Are there any furthei ^solutions' 

(There was no response ) 

Speaker Bauer- I ask you to bear in mind 
that you have adopted an amendment to the 
Bj laws providing tint no resolution can he in- 
troduced m the final session except by authority 
of the House by a tw o-thirds vote F urthermore, 
the final session will necessarily have to be as short 
as possible for, as I said earlier, we w ill have to 
be out of this room by three o’clock on Tuesday 
afternoon, so any of ) ou who have resolutions 
please see that you have them read)- to introduce 
either this afternoon or tomorrow’ morning, as 
they should not be introduced after that, except 
if a grave emergency arises 
If there are any reference committees that are 
short, due to the absence of their members, I 
wish they would see the secretary so that the 
vacancies may be filled 

The reference committees are meeting on the 
balcony, and, as I said before, I should like all 
officers and councilors to hold themselves in readi- 
ness to go before any- reference committee that 
max desne their presence 

Please bear in mind w hat I said about the im- 
portance of visiting exhibits 
We will now take a recess until 3 00 p \r. 

(At 1 1 . 30 a xi a recess w as taken ) 


Afternoon Session 

April 27, 1942 


The session convened at 3 10 pm, pursuant 
to recess 

Speaker Bauer The House will be in order 
Are there any- reference committees ready- to 
report 7 

Section 30 ( See 4, 5) 

Report of Reference Committee on Reports of 
President and President-Elect 

Dr Carltox E Wertz Erie The Com- 
mittee on the Report of the President wishes to 
commend him for his splendid report and ac- 
knowledge bis sacrificial devotion to his duty this 
past year The Society surely- owes him an ex- 
pression of deepest gratitude for his splendid 
services We believe, as he states that the time 
for talk and for discussion and argument is past 
We must face facts 

His re\-iew of the activities of the Society and 
its numerous committees is timelv, and we 
recommend that all of us familiarize ourselves 
with the reports as presented m the Jourxai 
We feel that it is our duty to particularly call 
your attention to references in the report to the 
medical relief problem and the cooperation with 
the State Department of Social Welfare to the 
end that the best available care shall be given to 
both the indigent and the near-mdigent 

We call your attention to the effort to break 
the legal expense of medical and hospital care and 
to the "government's proposition to give medical 
and hospital care to its Social Security clients 
We agree that deep study be given to these prob- 

^ The financial problem of the remitting of dues 


of those culled to the sen-ice calls foi a close 
scrutiny of the total expenses of the Society- and 
that plans be made for a conservation wherevei 
possible We agree with the president w hen he 
says, “I w-ould recommend the remission of dues 
to those physicians to w hom, xvhile m the service 
of their country- with the Armed Forces, the 
payment of dues constitutes a burden and i 
hardship, and limit it to those that ask for it ” 
Part 2 of the report deals with trends m medi- 
cal affairs and demands a most careful study- by 
this Society- Tfus is most timely, and we wish 
to earnestly call your attention to the problems 
set forth, such as: 

A The Federal Hospitalization Tax Program 
and its possible trend tow-ard a system of state 
medicine 

B The Federal Rehabilitation Program and 
its many trends toward state or federal medicine 
Your committee moves the adoption of this 
splendid report and recommends that attention 

to the pressing 

i . ttention 

Dr Herbert B Sxuth, Steuben. I second 
the motion 

. There bemg no discussion, the motion was 
put to a vote, and w 'is unanimously earned 
Speaker Bauer Is that the full report of 
the committee? 

Dn Wertz- No, I have reports on the sup- 
plementary address of the president and the 
address of the president-elect 
Spe AKER Bauer Proceed ' 

Dr Wertz Reporting on the address of 
President Ivopetzky to the House of Delegates 
the committee agrees w ith the thoughts expressed 
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last meeting of the Medical Society of the County 
of New York, on Monday evening, April 20, 1942: 

“Whereas, duiing the past winter women 
physicians have been denied commissions in 
the Medical Reserve Corps of the United States 
Army, because of their sev, and in spite of out- 
standing personal and professional qualifica- 
tions, as, for instance, in the case of a skilled 
anesthetist attached to a Base Hospital which 
was ordered into active service, and id this case 
the colonel in charge and the chief surgeon 
highly endorsed and desired that this woman be 
a member of the staff of this Base Hospital, 
and 

“Whereas, during this past winter two 
American women physicians have received 
commissions in the Royal Army Medical Corps 
of the Butish Army, one as a Major and the 
other as a Lieutenant, and both have been 
assigned to military hospitals, and 
“Whereas, the women physicians of the 
American Medical Association are a minority 
group, who, however, pay dues and take part 
in the activities of the Association, and turn to 
the Association for help m their problems of 
medical opportunities; and 
“Whereas, there is no existing ruling that 
women are ineligible for the Medical Reserve 
Corps of the United States Army, while there 
is an existing ruling m the Navy, which could 
be removed by the proper authorities; and 
“Whereas, at the last meeting of the House 
of Delegates of the Medical Society of the 
State of New York, the House went unani- 
mously on record as approving that women phy- 
sicians be admitted to the Medical Reserve 
Corps of the United States Army and Navy, 
and formally lequested the American Medical 
Association to endorse their action, which was 
not accomplished; therefore be it 

“Resolved, that the Delegates from New 
York County be instructed to ask the House 
of Delegates to go on record again this year, 
and ask the American Medical Association to 
aid one of its minority groups by endorsing 
and aiding women physicians in obtaining com- 
missions in the Medical Reserve Corps of the 
United States Army and Navy.” 

I have just received, through Dr Ruth Ewing, 
the unanimous endorsement of this resolution by 
the Women’s Medical Society of the State of 
New York at their executive session on Monday, 
April 27, 1942 (Applause) 

Speaker Bauer: This resolution will be re- 
ferred to the Reference Committee on New Busi- 
ness A, of which Dr Simpson is the chairman 


Section 27. ( See 67) 

Discrimination in Employment of Minority 
Racial Groups 


Dr Peter Murray, New York I wish to 
introduce the follow mg resolution 

“Whereas, the President of the United 
States has issued an executive order requiring 
fair employment practices on the part of all 
business firms holdmg government contracts, 

““Whereas, in order to enforce this order lie 
has established the Fair Employment Practice 
Committee; and 


“Whereas, this committee investigates 
charges of discrimination in employment 
against minority racial groups; and 

“Whereas, this committee has charged the 
Beeton-Dickinson Company with violation of 
this executive order, m that said company re- 
fuses employment to certain racial groups; 
therefore be it 

“ Resolved , that the New York State Medical 
Society delete Becton-Dickmson advertise- 
ments from its publication; and be it further 
“Resolved, that the Editor of the New York 
State Medical Journal be instructed to edi- 
torialize this unfair practice; and be it also 
further 

“Resolved, that the New York State Medical 
Society urge its members to withhold patron- 
age from said firm until its unfair practices 
shall have ceased.” 

Speaker Bauer: This resolution will be re- 
ferred to the Reference Committee on New Busi- 
ness B, of which Dr. Masterson is the chairman 

Section 28. {See 38, 69) 

Suggested New Subcommittee on Tuberculosis 
Control 

Dr. Albert A. Gartner, Erie Tlus is a reso- 
lution winch the Medical Society of the County 
of Erie has instructed its delegates to introduce 
into this House. 

“Whereas, the problem of tuberculosis 
control has never been attacked as intensive)! 
or as effectively as that of syphilis; and 
“Whereas, the Commissioner of Health of 
the State of New York has recently instituted 
a campaign to eradicate tuberculosis from this 
State by the year I960 and needs the combined 
efforts of the medical profession to insure the 
success of tlus project; and 

“Whereas, tuberculosis is a highly con- 
tagious and yet preventable disease, and many 
possible souices from which it may be spread to 
healthy contacts are still existent; and 

“Whereas, to effectively investigate these 
sources, such measures as routine tuberculin 
testing of older children, mass x-ray examina- 
tion of those living in sections that have a high 
incidence of tuberculosis, routine (yearly) 
examination of food handleis, domestics, and 
school teacheis, and more adequate care and 
supervision of the tuberculous and ex-tuber- 
culous patient will be necessary; therefore be it 
“ Resolved , that an intensive educational pro- 
gram and campaign be instituted throughout 
the State under the auspices of the Medical 
Society of the State of New York to acquaint 
the general public and medical profession with 
the effective ways and means in the prevention 
and control of tuberculosis; and be it further 
“Resolved, that a subcommittee on Tuber- 
culosis Control to serve under the Council 
Committee of Public Health and education 
or a separate committee be appointed; and be 
it further „ . . , . , 

“Resolved, that tlus Committee should co- 
operate with the Commissioner of Health and 
the various agencies interested in the problems 
of tuberculosis to institute such measures as 
will make t 
offensive r£ 
against the 
tion ” 


rogram eneunvt?, uuai* an 
than a defensive campaign 
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Council, Part II, desires to make the following re- 
port: 

Under the heading Chemotherapy Program, 
your committee heartily endorses this portion of 
the report of the Council and urges continuation 
of this program. 

Under the heading Rheumatic Fever, your com- 
mittee endorses this program and also urges its 
continuance. 

Under the heading of Dental Health, your 
reference committee urges continued study on the 
dental health program. 

Under the heading Industrial Health, your 
committee endorses the work that has been done 
on this program, and, in view of the present 
emergency, we urge that this program be con- 
tinued and expanded to meet the present needs. 

Under the heading of Maternal and Child 
Welfare, your reference committee approves this 
portion of the report and also urges the continua- 
tion of the program. 

Under the heading of The f-H Club and Youth 
Activities, your committee approves the work 
done by Dr. Fred Hiss, chairman of the 4-H 
Club and Youth Activities, and urges the con- 
tinuation oi this work. Your committee is in 
accord with the plan of Dr. Hiss’s committee to 
discard the old annual health contest because it 
has very little value. 

Under the heading of War Medicine and Sur- 
gery, your reference committee approves and en- 
dorses the work done, and also wishes to add that 
under the direction of the Office of Civilian De- 
fense, the Health Preparedness Commission of 
Hew York State, the State Health Department, 
the medical schools of New York State, and the 
-Medical Society of New York State, this com- 
mittee is planning to include in the activities of 
War Medicine and Surgery, emergency surgery, 
first-aid instructions, and chemical warfare in- 
structions. Your reference committee feels that 
the addition of these latter groups of study are 
very necessary and essential at this particular 
time. 

Under the heading Venereal Disease Control, 
your committee approves the recommendations 
as made. 

Under the heading of Tuberculosis Conference 
Committee, your reference committee approves 
the report, and if you have the booklet in front of 
you, on page 639, of the April 1, 1942, reprint of 
the Journal, you may follow me, for we desire to 
make a change in Part 7. In other words, your 
reference committee approves the report, except 
Parts 7 and 8. Part 7, as printed, reads: 

“Patients, who, in the opinion of the health 
officer or his representative, for various reasons 
(contacts, etc.) should have a thorough physi- 
cal examination including x-ray, as a part of 
the tuberculosis control program, should be 
rendered x-ray service without direct cost to 
themselves.” 

Your committee wishes to substitute for that 
the following: 

“Only medically indigent patients or contacts 
referred by the family physician, who, in the 
opinion of the health officer or his representa- 
tive, for various reasons (contacts, etc.) should 
have a thorough physical examination, in- 
cluding x-ray, as a part of the tuberculosis con- 
trol program, should be rendered x-ray service 
without direct cost to themselves.” 


We should also like to amend Part S of the 
same report. At present it reads: 

“All x-ray examinations at tuberculosis hos- 
pitals and clinics should be done without 
direct cost to the patients.” 

We should like to amend that to read as 
follows: 

“All x-ray examinations at federal, state, or 
municipal hospitals should be done without 
direct cost to the patient.” 

Speaker Bauer: I think before we get any 
further we had better first approve certain por- 
tions of your report. The report so far has 
covered Chemotherapy, Rheumatic Fever, Den- 
tal Health, Industrial Health, Maternal and 
Child Welfare, 4-H Club and Youth Activities, 
War Medicine and Surgery, and Venereal Disease 
Control. Excluding the Tuberculosis Confer- 
ence Committee, the report so far was merely 
approving what the Council committees had 
done and urging continuation of their efforts 
along the same fines. I suggest that you move 
the adoption of that portion of the report. 

Dr. Di N.atale: I so move. 

.... The motion was seconded, and as there 
■was no discussion, it was put to a vote, and was 

unanimously carried 

Speaker Bauer: Now on the next section 
under Tuberculosis Conference Committee, the 
reference committee recommends two changes in 
Parts 7 and 8 of the Report. I think you might 
read those again, Dr. Di Natale, so that every- 
body will be clear as to what you mean. 

Dr. Di Natale: Part 7 at present reads as 
follows: 

“Patients, who, in the opinion of the health 
officer or his representative, for various reasons 
(contacts, etc.) should have a thorough physi- 
cal examination, including x-ray, as a part of 
the tuberculosis control program, should be 
rendered x-ray service without direct cost to 
themselves.” 

Your committee would like to amend that to 
read as follows: 

“Only medically indigent patients or contacts 
referred by the family physician, who, in the 
opinion of the health officer or Ills representa- 
tive, for various reasons (contacts, etc.) should 
have a thorough physical examination, in- 
cluding x-ray, as a part of the tuberculosis con- 
trol program, should be rendered x-ray service 
without direct cost to themselves.” 

I move the adoption of that substitution in the 
Council committee’s report. 

Dr. Robert Brittain, Delaware: I second 
the motion. 

Speaker Bauer: Is the motion clear? It 
amends the Council committee’s report to pro- 
vide that these examinations should be done 
without direct cost only on the recommendation 
of the family physician. Is there any discussion 
on that? 

Secretary Irving: It happens that I was the 
tost representative of the State Society to sit on 
^berculosis Conference Committee, and 
Men Dr, Mitchell and Dr. Hambrook were later 
added. At the Council's request, we went over 
th ese things with great care. The reason that 
particular thing about indigency is not in it 
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so well and clearly, and would like to stress the 
fact that the Medical Society should be on guard 
so that any plans made now for the emergency 
should cease on demobilization. 

We recommend that the president’s remarks 
be printed in the Journal, and I so move. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 
unanimously carried 

Dr. Wertz: Reporting on the address of 
President-Elect Cottis to the House of Delegates, 
the committee gave due consideration to the dis- 
cussion of Dr. George W. Cottis, the president 
elect. His remarks were pertinent to the prob- 
lems of the day, and we recommend that his 
talk be printed in the Journal. I so move. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 
unanimously carried 

Dr. Wertz: I now move that the report, as a 
whole, signed by the members of the committee, 
Herbert B. Smith, Stephen H. Curtis, J. Stanley 
Kenney, Dan Mellen, and Carlton E. Wertz, 
chairman, be adopted. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 
unanimously carried 


Section 31 

Report of Reference Committee on Report of 
the Council — Part I: Postgraduate Education 


Dn. Albert F. R. Andresen, Kings: The 
report is clear and concise and describes the amaz- 
ing amount of work that Dr. Mitchell and his 
committee have accomplished in the past 3 'ear in 
the field of postgraduate education. The publi- 
cation of the Course Outline Book, and its distri- 
bution to all county medical societies, has greatly 
facilitated the carrying out of the program. 
Collaboration with the State Departments of 
Health and Labor has resulted in official recogni- 
tion of the postgraduate courses and has brought 
some financial assistance. Courses of lectures 
were arranged for in twenty-seven County 
Medical Societies, with an average of 5.6 lec- 
tures per course, and in twenty-two of these 
courses the Society received financial assistance 
from the State Health Department because the 
subjects taught coincided with those considered 
of particular importance in the State Health Pro- 
gram. Maternal and Child Welfare was particu- 
larly emphasized during the past year, and Teach- 
ing Days were conducted in seven cities covering 
“regions” of the State. Teaching Days in Cancer 
and in Public Health were also conducted, and a 
three-day Postgraduate Institute was held at 
Rochester. A subcommittee on War Medicine 
and Surgery has begun to function, and Dr. 
Mitchell has reported to this committee that in 
collaboration with the Office of Civilian Defense, 
the State Health Department, the Health Pre- 
paredness Committee of New York State Legis- 
lature, the medical schools of the State of Aew- 
York and the Medical Society of the State of 
New ’York, there will be available within a few 
weeks courses in Emergency Surgery and Chemi- 
cal Warfare that will enable physicians to cope 
with these emergencies and to give satisfactory 
p nurses to laymen in these subjects. It is to be 
hoped that County Medical Societies will avail 
themselves of these educational opportunities. 


The report of the committee contains a note 
that more of the Society’s funds have been ex- 
pended than previously, a fact that should be 
emphasized and of which our Society should be 
very proud, as the work of this committee is not 
only of the utmost value to the members of our 
Society, but also to the entire population of our 
state. The Council and Dr. Mitchell’s committee 
should be congratulated and thanked for the ex- 
cellent and efficient work that has been accom- 
plished. 

I move the adoption of the committee’s report. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 
unanimously carried 

Speaker Bauer: Thank you, Dr. Andresen! 


Section 33. ( See 6 ) 

Report of Reference Committee on Report of 

die Council — Part VH: Legislation 

Dr. Walter P. Anderton, New York: Your 
Reference Committee on Legislation commends 
heartily to our membership the unfailing and in- 
dustrious efforts of your Committee on Legisla- 
tion during the past year, and the splendid ac- 
complishments of Dr. Joseph Lawrence, the 
secretary of that committee. During the 1942 
Session of the New York State Legislature, we 
regret to say the x-ray bill was defeated. This 
would have made the use of x-rays for diagnostic 
or therapeutic purposes illegal, except in the 
hand of a duly licensed member of our profession. 
However, the Milmoe Medical Grievance Com- 
mittee Bill was passed. This will improve the 
functioning of the Grievance Committee, it is 
hoped. 

On the other side of the ledger, we find that the 
perennial chiropractors bill was defeated in spite 
of very strong efforts in its behalf; and that 
several bills that were supported by your Com- 
mittee on Legislation, such as the ones relative to 
testimony in regard to criminal abortions, 
licensing nurses registry bureaus, and physicians 
in Civil Service positions, have been passed by 
both the Assembly and the Senate and are now 
awaiting action by the Governor. 

We take this opportunity to draw attention to 
the intelligent and sympathetic attitude which 
Governor Lehman has always shown toward 
problems affecting the health of the people in 
this state. 

This report is signed by the committee, con- 
sisting of Walter P. Anderton, chairman, Eugene 
H. Coon, B. Wallace Hamilton, Leo E. Reimann. 
and Moses A. Stivers, and I move the adoption of 
the committee’s report. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 
unanimously carried 


Section S3 

Report of Reference Committee on Report of 
the Council— Part II: Public Health Activities, 
4-H Club and Youth Activities, War Medicine 
and Surgery, Venereal Disease Control, 
Tuberculosis Conference Committee, Deaf 
and Hard of Hearing 


Dr. Peter J. Di 
Reference Committee 


Natale, Genesee: Your 
on the Report of the 
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will find this feasible. However, the committee 
does not recommend any change in the quality 
of the present cover of the Journal. The 
pertinent point is that the average cost of the 
Journal to each member was 88 cents for 1941, 
as compared to 91 cents for 1940. It is your 
committee’s opinion that the Journal is one of 
the best investments made by any member of 
the Society. 

The Publication Committee of the Directory 
has considered the cost and prospective revenue, 
and we think they are in the best position to 
judge about the immediate future publication of 
the Directory. Therefore, the reference com- 
mittee feels that the opinion of the Council in 
the postponement temporarily of the publication 
of the Directory is a wise one. That it should not 
be too long delayed is likewise obvious, and the 
decision for its publication during this emergency 
would be most expediently considered from year 
to year by leaving the date of publication to the 
discretion of the Council. The Directory is one 
of the greatest practical aids to the physician of 
any available publication. How could we get 
along without it! Again, financially it is an ex- 
cellent S1.02 investment. Further, this cost is a 
saving over the previous volume, and all com- 
mendation is due to the Publication Committee. 

Speaker Bauer: Inasmuch as your last 
recommendation involves an action which is 
different from that the House ordered a year ago, 
I think we should stop at that portion of your 
report and act on it before proceeding to the next- 
subdivision. 

Dr. Eggston: I move the adoption of that 
portion of the reference committee’s report. 

Dr. James Greenough, Otsego: I second the 
motion. 

Speaker Bauer: This portion of the reference 
committee’s report is before you for adoption. 
It includes a recommendation to postpone the 
publication of the Directory. The House origi- 
nally directed that a Directory should come out 
this coming fall, and if the recommendation of 
the reference committee is adopted, it will neces- 
sarily delay such publication for a period of at 
least six months by action of the Council. If 
you approve of the recommendation of the refer- 
ence committee, you will likewise approve of the 
action of the Council in delaying publication of 
the Directory because of the war situation. Is 
there any discussion? 

Dr. Hakrt Aranow, Bronx: Does that rec- 
ommendation also encompass the thought that 
the Council, if it sees fit, can also delay the further 
publication of the Directory f 

Speaker Bauer: Yes, it also recommends 
that the date of publication of the Directory be 
left to the Council in the immediate future. 

Is there any further discussion on the motion . 

.... There were calls for the question, so the 
motion was put to a vote, and was carried. . . . . 

Dr. Eggston: In regard to medical publicity 
both on the radio and in the newspapers, there 
were many interesting subjects discussed and 
special attention is called to the article, “The 
Role of the Doctors in Defense,” by Colonel 
Samuel J. Kopetzky, as well as other valuable 
contributions by this author. It is unfortunate 
that the radio broadcast has to be discontinued 
or curtailed because of the cost and the lack of a 
satisfactory sponsor, and we trust some means will 


be forthcoming to resume this service to the public. 

In relation to newspapers, the committee urges 
a further cooperation with all the newspapers of 
the state for releases of accurate and timely 
editorials and discussion of medical subjects of 
public interest. Too much stress cannot be 
placed upon the value of such discussions. _ In 
fact, there should be a committee of physicians 
and editorial writers in each county of the state 
to cooperate as an editorial board for the release 
of medical information to the public. This 
would avoid much misunderstanding and the 
publication of wrong information about physi- 
cians and medical subjects. The committee 
knows of no better way to reach the public than 
through a perfect understanding with the news- 
papers. 

Postgraduate medical education has received 
excellent stimulation and cooperation from the 
State Society in the past year under able leader- 
ship. The establishment of refresher courses 
upon timely subjects should be further extended 
to encourage eveiy county of the state. There 
are wonderful institutions of medical teaching 
throughout the state that should continue to be 
encouraged to offer refresher courses to the mem- 
bers of the Society. 

The committee likewise thinks that the issu- 
ance of bulletins of the club talk series type is to 
be commended and continued, as they have been 
quite popular and extremely useful. It would be 
of interest to know the number of these sent to 
members and the cost. 

The results of the Public Relations Committees 
of our county, state, and national societies have 
been at best intangible and from a practical pur- 
pose, a disappointment. However, these efforts 
may have delayed compulsory health insurance. 
But in the face of it all, the profession stands con- 
victed as a trust, with the future of medicine most 
uncertain. This is in spite of the earnest and un- 
selfish efforts of the many Conscientious men serv- 
ing on these committees. Perhaps the very 
modesty of our profession prevents the use of 
more militant tactics to protect our economy. 
The accomplishments of the medical profession 
to influence the trends of medicine pale when 
compared to the gain of labor groups, who in the 
opinion of high authority have not always 
bothered much about public relations. 

Influencing people and making friends by talk- 
ing and propaganda is one thing, but after this 
global war, it is apparent that more direct and 
positive methods will be needed to safeguard 
medical care. 

It seems that our relations to the public are 
like an oarless boat drifting down the Niagara 
River, soon to drop over the fails of Socialized 
Medicine. At present, there is no anchorage in 
sight, and because of the present war trends, no 
lifesaver appears on the shores. What has in- 
fluenced the public in our favor has been done by 
: disease and the un- 
-vices to our patients 

„ of illness. Politically 

and economically, we have been more or less 
helpless in. changing the unpredictable drift of 
our profession. However, your Bureau of Public 
Relations is alert. The report of the Council 
presents the subject so concisely, your reference 
committee wishes to quote as follows; 

“It is essential that public relations work be 
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already is that the x-ray part of it was stressed 
to such an extraordinary extent as the main 
thing necessary, and we wanted to see that 
everybody got his x-ray, indigent or not indigent. 

I am perfectly willing to accept that modifica- 
tion of Part 7, since the idea nas already gone 
forth that the x-ray is important. I think I 
approve of it. 

Speaker Bauer: Is there any other discus- 
sion? 

.... There being no further discussion, the 
motion was put to a vote and was unanimously 
carried 

Dr. Di Natale: Part 8, which I previously 
read as it at present appears in the Council com- 
mittee’s report, is: 

“All x-ray examinations at tuberculosis hos- 
pitals and clinics should be done without 
direct cost to the patients.” 

Your Committee felt that that should be 
amended to read as follows: 

“All x-ray examinations at federal, state, or 
municipal hospitals should be done without 
direct cost to the patient.” 

I move the adoption of the reference com- 
mittee’s recommendation. 

Dr. Brittain: I will second that. 

Speaker Bauer: You have the recommenda- 
tion of the reference committee that Part 8 will 
be amended to permit examination without direct 
cost to the patient only at federal, state, and 
municipal controlled institutions. 

Is there any discussion on that? 

Dr. Edward P. Flood, Bronx: I would like 
to raise a question of verbiage. In New York 
City it is the health centers that do most of the 
control examinations. Dr. Di Natale mentions 
municipal hospitals, but in New York City they 
play little part in the control of contacts. 

Speaker Bauer: Do you wash to suggest any 
change. Dr. Flood? 

Dr. Flood: I suggest a change in phraseology 
to include municipal health facilities as well as 
the municipal hospitals. 

Speaker Bauer: Is that satisfactory to you? 
Is there any objection to that amendment being 
accepted? 

Dr. Di Natale: No, the committee is willing 
to include that in its recommendation. 

Speaker Bauer: There being no objection 
that will be made a part of the committee’s re- 
port. 

Dr. Di Natale: The committee’s substitu- 
tion, as thus amended, and accepted by the 
reference committee, will now read: 


“All x-ray examinations at federal, state, or 
municipal hospitals, including municipal health 
facilities, should be done without direct cost to 
the patient.” 

Dr Lyman C. Lewis, Allegany: For a point 
of information, the state tuberculosis hospitals 
are at present holding clinics outside of the 
hospitals in which patients are admitted for x- 
ray examination. If this resolution says “munici- 
pal hospitals,” is that intended to include those 
clinics run by the state? 

Dr. Di Natale: Yes. . . , 

There being no further discussion, the 
motion was put to a vote, and was unanimously 
carried 


Dr. Di Natale: Your committee heartily en- 
dorses the work of the Tuberculosis Conference 
Committee. 

Under the heading of The Deaf and Hard of 
Hearing, your committee urges the endorsing 
and approval of the work done, and urges that it 
be continued. 

I move the recommendation of the committee. 

.... The motion was seconded, and as there 
was no discussion, the motion was put to a vote, 
and was unanimously carried 

Dr. Di Natale: Now I move the adoption of 
the report, as amended, which amendment was 
accepted by the reference committee, as a whole. 

.... The motion was seconded, and as there 
was no discussion, the motion was put to a vote, 
and was unanimously carried 

Speaker Bauer: Thank you, Dr. Di Natale! 

Dr. George S. Kosmak, New York: I believe 
the reference committee, either advertently or 
inadvertently, left out any comment on that sec- 
tion of this report devoted to venereal disease con- 
trol. 

Speaker Bauer: No, that was covered in the 
first section of the report. They recommended 
approval of what had been done and the continu- 
ation of activities along the same line. 

Dr. Kosmak: Thank you! 


Section 34 

Report of Reference Committee on Report of 
the Council — Part IV: Publications and 
Medical Publicity 


Dr. Andrew A. Eggston, Westchester: The 
appearance, composition, editorials, text, and in 
general the Journal of the Society has been 
greatly improved, and is a distinct credit to the 
Medical Society of the State of New York. As 
is befitting the Journal, it has published mat- 
ters of practical interest to the general practi- 
tioner and important personal and economical 
news of its various constituted county societies. 
It would indeed be very pleasing, however, if 
some original scientific papers were published 
which tend to enhance its reputation as a medium 
for research work. 


From a financial standpoint, it is interesting 
to note that there has been a decided improve- 
ment over 1941. Special attention is called to 
the installation of the new system of collections 
in 1941. As a result, on February 15, 1942, there 
remained unpaid on 1941 business the sum of 
§140.70 of a total billing of §71,485.47. There 
are many similar financial improvements, such as 
the decrease in authors’ alteration costs, the 
raising of advertising rates, and a decrease in 
cash discounts. Also, there was a steady in- 
crease in gross income, from §50,278.11 in 1939, 
to §71,485.47 in 1941. There is a pleasant and 
noteworthy increase of advertising contracts 
from March 1, 1941, of S69, 867.00, to S73,66S.70 
on February 16, 1942. This stability in medical 
advertising is veiy interesting and essential. It 
reflects credit upon the financial management of 
the Journal. The report contains many other 
items of economy. Foresight has been exercised 
in the purchase of paper at favorable costs. 
Your reference committee is in accord with the 
idea of mailing the Journal without wrappers. 
This would effect a saving of approximately 
§1,500, and we trust the Pubhcation Committee 
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will find this feasible. However, the committee 
does not recommend any change in the quality 
of the present cover of the Joubxal. The 
pertinent point is that the average cost of the 
Journal to each member was SS cents for 1941, 
as compared to 91 cents for 1940. It is your 
committee’s opinion that the Journal is one of 
the best investments made by any member of 
the Society. 

The Publication Committee of the Directory 
has considered the cost and prospective revenue, 
mid we think they are in the best position to 
judge about the immediate future publication of 
the Directory. Therefore, the reference com- 
mittee feels that the opinion of the Council in 
f he postponement temporarily of the publication 
of the Directory is a wise one. That it should not 
be too long delayed is likewise obvious, and the 
decision for its publication during this emergency 
would be most expediently considered from year 
to year by leaving the date of publication to the 
discretion of the Council. The Directory is one 
of the greatest practical aids to the physician of 
any available publication. How could we get 
along without it! Again, financially it is an ex- 
cellent S1.02 investment. Further, this cost is a 
saving over the previous volume, and all com- 
mendation is due to the Publication Committee. 

Speaker Batjer: Inasmuch as your last 
recommendation involves an action which is 
different from that the House ordered a year ago, 
1 think we should stop at that portion of your 
re Port and act on it before proceeding to the next- 
subdivision. 

Dr. Egcstox: I move the adoption of that 
portion of the reference committee’s report. 

Dr. James Gree.vough, Otsego: I second the 
motion. 

Speaker Bauer: This portion of the reference 
committee’s report is before you for adoption, 
it includes a recommendation to postpone the 
publication of the Directory. The House origi- 
nally directed that a Directory should come out 
this coming fall, and if the recommendation of 
the reference committee is adopted, it will neces- 
sarily delay such publication for a period of at 
least six months by action of the Council. If 
you approve of the recommendation of the refer- 
ence committee, you will likewise approve of the 
action of the Council in delaying publication of 
the Directory because of the war situation. Is 
there any discussion? 

Dr. Harrt Aranow, Bronx: Does that rec- 
ommendation also encompass the thought that 
the Council, if it sees fit, can also delay the further 
publication of the Directory? 

Speaker Bauer: Yes, it also recommends 
that the date of publication of the Directory be 
left to the Council in the immediate future. 

Is there any further discussion on the motion? 

.... There were cail3 for the question, so the 
motion was put to a vote, and was carried 

Dr. Eggston-; In regard to medical publicity 
both on the radio and in the newspapers, there 
were many interesting subjects discussed and 
special attention is called to the article “The 
Role of the_ Doctors in Defense,’’ by Colonel 
Samuel J. Ropetzky, as well as other valuable 
contributions by this author. It is unfortunate 
that the radio broadcast has to be discontinued 
or curtailed because of the cost and the lack of a 
satisfactory sponsor, and we trust some means will 


he forthcoming to resume this service to Ike public. 

In relation to newspapers, the committee urges 
a further cooperation with all the newspapers of 
the state for releases of accurate and timely 
editorials and discussion of medical subjects of 
public interest. Too much stress cannot be 
placed upon the value of such discussions. In 
fact, there should be a committee of physicians 
and editorial writers in each county of the state 
to cooperate as an editorial board for the release 
of medical information to the public. This 
would avoid much misunderstanding and the 
publication of wrong information about physi- 
cians and medical subjects. The committee 
knows of no better way to reach the public than 
through a perfect understanding with the news- 
papers. 

Postgraduate medical education has received 
excellent stimulation and cooperation from the 
State Society in the past year under able leader- 
ship. The establishment of refresher courses 
upon timely subjects should be further extended 
to encourage every county of the state. There 
are wonderful institutions of medical teaching 
throughout the state that should continue to be 
encouraged to offer refresher courses to the mem- 
bers of the Society. 

The committee likewise thinks that the issu- 
ance of bulletins of the club talk series type is to 
be commended and continued, as they have been 
quite popular and extremely useful. It would be 
of interest to know the number of these sent to 
members and the cost. 

The results of the Public Relations Committees 
of our county, state, and national societies have 
been at best intangible and from a practical pur- 
pose, a disappointment. However, these efforts 
may have delayed compulsory health insurance. 
But in the face of it all, the profession stands con- 
victed as a trust, with the future of medicine most 
uncertain. This is in spite of the earnest and un- 
selfish efforts of the many conscientious men serv- 
ing on these committees. Perhaps the very 
modesty of our profession prevents the use of 
more militant tactics to protect our economy. 
The accomplishments of the medical profession 
to influence the trends of medicine pale when 
compared to the gain of labor groups, who in the 
opinion of high authority have not always 
bothered much about public relations. 

Influencing people and making friends by talk- 
ing and propaganda is one thing, but after this 
global war, it is apparent that more direct and 
positive methods will be needed to safeguard 
medical care. 

It seems that our relations to the public are 
like an oarless boat drifting down the Niagara 
River, soon to drop over the falls of Socialized 
Medicine. At present, there is no anchorage in 
sight, and because of the present war trends, no 
lifesaver appears on the shores. YThat has in- 
fluenced the public in our favor has been done by 
the scientific prevention of disease and the un- 
selfish and sympathetic services to our patients 
during distressing momen ts of illness. Politically 
and economically, we have been more or less 
helpless in changing the unpredictable drift of 
our profession. However, your Bureau of Public 
Relations is alert. The report of the Council 
presents the subject so concisely, your reference 
committee wishes to quote as follows: 

“It is essential that public relation^ work be 
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continued throughout the war period. This is 
necessary to fulfill one of the purposes for 
which the Society exists, as stated in the Con- 
stitution: ‘To enlighten and direct public 
opinion in regard to the problems of medi- 
cine and health for the best interests of the 
people of the State.’ But continued public 
relations activity is also advisable for practical 
and utilitarian reasons. At the conclusion of 
the war, there will be a problem of unemploy- 
ment the like of which this country has never 
seen. We shall find fixed upon the social order 
certain government policies of control over 
business, industry, and medicine, controls 
relinquished to the government willingly by 
the people because of the extremity of military 
needs, but which will not be ceded back to in- 
dustry, business, medicine, and the people, 
without a battle for the preservation of in- 
dividualism. This fight on behalf of medicine 
can only be waged in the forum of public 
opinion through a public relations bureau 
which has not been allowed to languish, but 
has continued to function, though on a re- 
stricted and rationed diet. We should keep 
up contacts with key persons, retaining the ear 
of the public and maintaining a mailing list, 
which will be invaluable in building public 
opinion at a future time when a public rela- 
tions bureau may very well be the crucial 
factor in determining vital issues.” 

It is apparent to the committee that the efforts 
of this bureau be continued and should be aug- 
mented, as the judgment of the bureau deems 
wise. 

Under the item “New Recommendations,” 
this committee wishes to offer to the House of 
Delegates the serious consideration of a plan for 
the compilation of historical data, manuscripts, 
archives, biographic sketches, memoirs, scientific 
and practical contributions of this Society during 
this unprecedented war period. 

Perhaps from time to time it would be op- 
portune to publish some of the interesting his- 
torical events, ultimately to be followed by a 
final publication of a complete history of the 
contributions of the medical profession of the 
State of New York in this historical era. 

I move the adoption of this portion of the 
report. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 

unanimously carried 

Dr. Eggston: Now the reference committee, 
consisting of Andrew A. Eggston, chairman, 
Albert A. Cinelli, James Greenough, Charles A. 
Anderson, and William A. MacVay, moves the 
adoption of this report as a whole. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 
unanimously carried 


Section 85. ( See 23) 

Report of Reference Committee on New Business 
A— Waiving of Penalties tor Failure to Attend 
Hospital Staff Meetings 
Dr. Leo F. Simpson, Monroe: On the resolu- 
tion introduced by Dr Harold B. Davidson of 
the Medical Society of the County of New York, 

reading: , . . , . 

“Whereas, the duties of physicians working 
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in hospitals will increase greatly during the 
war; therefore be it 

_ “Resolved, that the American Medical Asso- 
ciation, the American College of Surgeons, 
and other national organizations, be peti- 
tioned to waive penalties to hospitals or doctors 
for failure to attend staff meetings in hospitals 
for the duration of the war and six months 
thereafter. 

“On motion, this resolution was passed, and 
it was voted to refer the matter to the Co- 
ordinating Council and to instruct the Dele- 
gates of the Medical Society of the County of 
New York to introduce this resolution at the 
next meeting of the House of Delegates of the 
Medical Society of the State of New York.” 
your committee recommends that no action be 
taken on this resolution at this time. 

The motion was seconded 

Speaker Batjer: You have before you the 
committee’s recommendation that no action be 
taken on this resolution at this time. Is there any 
discussion? 

Dr. Harold B. Davidson, New York: The 
resolution was adopted by the county society be- 
cause of the fact that with the tremendous 
amount of work that the doctors have to do dur- 
ing the war emergency, which will ever be in- 
creasing, such a requirement could very easily 
be let down. We were wondering what was the 
reason for the committee’s recommendation that 
no action be taken on this resolution at this 
time. 

Dr. Simpson: The committee felt that tills 
was rather a blanket petition, which did not 
seem necessary at this time. It was felt that 
these regulatory bodies would, no doubt, take 
into consideration all factors before taking any 
disciplinary measures during this war period. 

Speaker Bauer: Is there other discussion? 
If not, all those in favor of the adoption of the 
reference committee’s report, which carries with 
it no action on the resolution, will say “Aye”; 
those opposed, “No.” The chair is in doubt. 
All those in favor of the adoption of the com- 
mittee’s report, which carries with it no action on 
the resolution, will please arise. 

.... All but about twenty-five arose. .... 

Speaker Bauer: The motion is carried, and 
the report of the reference committee is adopted, 
which carries with it no action on the resolution. 


Section 36. ( See 20) 

Report of Reference Committee on New Business 
A — Elimination of Required Certification of 
Checks in Payment of Tax Stamps for Opium 
Dispensing, Etc. 


Dr. Simpson: On the resolution introduced 
y Dr. W. P. Anderton, of the Medical Society 
f the County of New York, reading: 

“Whereas the physicians and surgeons who 
dispense or prescribe opium or coca leaves or 
any compoimd, manufacture, salt, derivative, 
or preparation thereof, are required by federal 
law and regulations annually to purchase a 
special tax stamp for $1.00; and , ,, . 

‘‘Whereas, when payment of such dollar is 
made by check, it is required that such check 

be certified by the bank of of thc 

“WHEnEAS, the Treasury Department ot the 
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United States of America accepts checks for 
larger amounts without requiring certification; 
therefore be it 

“Resulted, that the Medical Society of the 
State of New York protests against the require- 
ment that checks for purchase of special tax 
stamps in connection w ith dispensing and pre- 
scribing opium or coca leaves or any compound, 
manufacture, salt, derivative, or preparation 
thereof, are required to be certified; and be it 
further 

“ Resolved , that the delegates from the 
Medical Society of the State of New York to 
the House of Delegates of the American 
Medical Association are hereby instructed to 
introduce a resolution at the 1942 session 
embodying this protest, and urging the 
American Medical Association to take 
emphatic and persistent steps toward the 
elimination of the requirement for certification 
of checks previously mentioned m this resolu- 
tion; and be it further 
“Resolved, that copies of this resolution be 
c ent to important local and national dentist, 
veterinary, pharmacist, manufacturing chem- 
ist, and banker organizations, inasmuch as 
members of such organizations are also af- 
fected by the unnecessary labor of certification 
of small checks,” 

your committee recommends the approval of this 
resolution, and I so move. 

. . . The motion was seconded 

Speaker Bator: You have before you the 
adoption of the committee’s report recommending 
in substance approval of this resolution, which 
urges that steps be taken to make it unneces- 
sary to certify checks for the purchase of narcotic 
stamp taxes, when checks for other taxes and 
government obligations are not required to be 
certified. Is there any discussion’ 

. The question was called for, and the mo- 
tion was put to a vote, and was unanimously 
adopted 

Section 37. {See 26) 

Report of Reference Committee on New Business 
A — Women Physicians and the Medical 
Reserve Corps of the Army and Navy 

Dr Simpson: On the resolution introduced by 
Dr Emily Dunning Barringer, of the Medical 
Society of the County of New York, concerning 
the woman physician in the Medical Reserve 
Corps of the United States Army and Navy, 
reacting: 

“Where is, during the past winter women 
physicians have been denied commissions in 
the Medical Reserve Corps of the United States 
Army, because of their sex, and in spite of out- 
standing personal and professional qualifica- 
tions, as for instance m the case of a skilled 
anesthetist attached to a base hospital which 
was ordered into active service, and in this 
case the colonel m charge and the chief surgeon 
highly endorsed and desired that this woman be 
a member of the staff of this base hospital, 
and 

“Where vs, during this past winter two 
American women physicians have received 
commissions in the Royal Army Medical 
Corps of the British Army, one as a Major and 


the other as a Lieutenant, and both have been 
assigned to military hospitals; and 

“Whereas, the women physicians of the 
American Medical Association are a minority 
group, who, however, pay dues and take part 
m the activities of the Association, and turn 
1 ' ’ ' aelp m their problems of 

and 

i , uiac is no existing ruling that 

women are ineligible to the Medical Reserve 
Corps of the United States Army, while there 
is an existing ruling in the Navy, which could 
be removed by the proper authorities, and 
“Whereas, at the last meeting of the House 
of Delegates of the Medical Society of the 
State of New York, the House went unani- 
mously on record as approving that women 
physicians be admitted to the Medical Re- 
serve Corps of the Umted States Army and 
Navy, and formally requested the American 
Medical Association to endorse their action, 
which w'as not accomplished, therefore be it 
“Resolved, that the delegates from New York 
County be instructed to ask the House of 
Delegates to go on record again this year and 
ask the American Medical Association to aid 
one of its minority groups by endorsing and 
aiding women physicians m obtaining com- 
missions m the Medical Reserve Corps of the 
Umted States Army and Navy,” 
the Committee recommends the approval of this 
resolution, and I so move. 

.... The motion was seconded . . . 

Speaker Bator: You have before you the 
report of the reference committee recommending 
approval of the resolution, which m effect re- 
iterates the stand taken by the House last year 
urging that women physicians be made eligible 
for commissions in the Medical Corps of the 
Army and Navy. Is there any discussion on the 
report? If not, all in favor of its adoption say 
"Aye”; contrary, “No " The chair is in doubt. 
Will all those m favor of its adoption please 
nse? Now those opposed will rise 
.... All the delegates were in favor of the 
adoption of the reference committee’s report 
except five 

Speaker Bator: The motion is earned, and 
the report of the reference committee and the 
resolution are adopted 

Section 38 (See 28, 69) 

Report of Reference Committee on New Business 
A — Suggested New Subcommittee on Tuber- 
culosis Control 

Dr Simpson: This resolution reads 
“Whereas, the problem of tuberculosis con- 
trol has never been attacked as intensively or 
as effectively as that of syphilis, and 
“Whereas, the Commissioner of Health of 
the State of New York has recently instituted a 
campaign to eradicate tuberculosis from this 
state by the year 1960 and needs the combined 
efforts of the medical profession to insure the 
success of this project; and 

“Whereas, tuberculosis is a highly con- 
tagious and yet preventable disease, and many 
possible sources from which it may be spread 
to healthy contacts are still existent, and 
“Whereas, to effectively investigate these 
sources, such measures as routine tubereulm 
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continued throughout the war period. This is 
necessary to ful fi ll one of the purposes for 
which the Society exists, as stated in the Con- 
stitution: ‘To enlighten and direct public 
opinion in regard to the problems of medi- 
cine and health for the best interests of the 
people of the State.’ But continued public 
relations activity is also advisable for practical 
and utilitarian reasons. At the conclusion of 
the war, there will be a problem of unemploy- 
ment the like of which this country has never 
seen. We shall find fixed upon the social order 
certain government policies of control over 
business, industry, and medicine, controls 
relinquished to the government willingly by 
the people because of the extremity of military 
needs, but which will not be ceded back to in- 
dustry, business, medicine, and the people, 
without a battle for the preservation of in- 
dividualism. This fight on behalf of medicine 
can only be waged in the forum of public 
opinion through a public relations bureau 
which has not been allowed to languish, but 
has continued to function, though on a re- 
stricted and rationed diet. We should keep 
up contacts with key persons, retaining the ear 
of the public and maintaining a mailing list, 
which will be invaluable in building public 
opinion at a future time when a public rela- 
tions bureau may very well be the crucial 
factor in determining vital issues.” 

It is apparent to the committee that the efforts 
of this bureau be continued and should be aug- 
mented, as the judgment of the bureau deems 
wise. 

Under the item “New Recommendations,” 
this committee wishes to offer to the House of 
Delegates the serious consideration of a plan for 
the compilation of historical data, manuscripts, 
archives, biographic sketches, memoirs, scientific 
and practical contributions of this Society during 
this unprecedented war period. 

Perhaps from time to time it would be op- 
portune to publish some of the interesting his- 
torical events, ultimately to be followed by a 
final publication of a complete history of the 
contributions of the medical profession of the 
State of New York in this historical era. 

I move the adoption of this portion of the 
report. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 

unanimously carried 

Dr. Eggston: Now the reference committee, 
consisting of Andrew A. Eggston, chairman, 
Albert A. Cinelli, James Greenough, Charles A. 
Anderson, and William A. MacVay, moves the 
adoption of this report as a whole. 

. _ The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 
unanimously carried 


Section 35. ( See 23) 

Renort of Reference Committee on New Business 
A— Waiving of Penalties for Failure to Attend 
Hospital Staff Meetings 
Dr. Leo F. Simpson, Monroe: On the resolu- 
tion introduced by Dr. Harold B. Davidson, of 
the Medical Society of the County of New York, 
reading* 

“Whereas, the duties of physicians working 


in hospitals will increase greatly during the 
war; therefore be it 

_ “Resolved, that the American Medical Asso- 
ciation, the American College of Surgeons, 
and other national organizations, be peti- 
tioned to waive penalties to hospitals or doctors 
for failure to attend staff meetings in hospitals 
for the duration of the war and six months 
thereafter. 

“On motion, this resolution was passed, and 
it was voted to refer the matter to the Co- 
ordinating Council and to instruct the Dele- 
gates of the Medical Society of the County of 
New York to introduce this resolution at the 
next meeting of the House of Delegates of the 
Medical Society of the State of New York.” 
your committee recommends that no action be 
taken on this resolution at this time. 

The motion was seconded 

Speaker Bauer: You have before you the 
committee’s recommendation that no action be 
taken on this resolution at this time. Is there an 3 ' 
discussion? 

Dr. Harold B. Davidson, New York: The 
resolution was adopted by the county society be- 
cause of the fact that with the tremendous 
amount of work that the doctors have to do dur- 
ing the war emergency, which will ever be in- 
creasing, such a requirement could very easily 
be let down. We were wondering what was the 
reason for the committee’s recommendation that 
no action be taken on this resolution at this 
time. 

Dr. Simpson: The committee felt that this 
was rather a blanket petition, which did not 
seem necessary at this time. It was felt that 
these regulatory bodies would, no doubt, take 
into consideration all factors before taking any 
disciplinary measures during this war period. 

Speaker Bauer: Is there other discussion? 
If not, all those in favor of the adoption of the 
reference committee’s report, which carries with 
it no action on the resolution, will say “Aye”; 
those opposed, “No.” The chair is in doubt. 
All those in favor of the adoption of the com- 
mittee’s report, which carries with it no action on 
the resolution, will please arise. 

.All but about twenty-five arose. .... 

Speaker Bauer: The motion is carried, and 
the report of the reference committee is adopted, 
which carries with it no action on the resolution. 


Section 36. {See 20) 

Report of Reference Committee on New Business 
A — Elimination of Required Certification of 
Checks in Payment of Tax Stamps for Opium 


Dispensing, Etc. 

Dr. Simpson: On the resolution introduced 
y Dr. W. P. Anderton, of the Medical Society 
: the County of New York, reading: 

“Whereas the physicians and surgeons who 
dispense or prescribe opium or coca leaves or 
any compound, manufacture, salt derivative, 
or preparation thereof, are required by federal 
law and regulations annually to purchase a 
special tax stamp for $ 1.00; and 

“Whereas, when payment of sued. uouar is 
made by check, it is required that such check 
be certified by the bank of payment, and 
'‘Whereas, the Treasury Department of the 
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United States of America accepts checks for 
larger amounts without requiring certification; 
therefore be it 

“ Resolved , that the Medical Society of the 
State of New York protests against the require- 
ment that checks for purchase of special tax 
stamps in connection with dispensing and pre- 
scribing opium or coca leaves or any compound, 
manufacture, salt, derivative, or preparation 
thereof, are required to be certified; and be it 
further 

“Resolved, that the delegates from the 
Medical Society of the State of New York to 
the House of Delegates of the American 
Medical Association are hereby instructed to 
introduce a resolution at the 1942 session 
embodying this protest, and urging the 
American Medical Association to take 
emphatic and persistent steps toward the 
elimination of the requirement for certification 
of checks previously mentioned in this resolu- 
tion; and be it further 
“ Resolved , that copies of this resolution be 
sent to important local and national dentist, 
veterinary, pharmacist, manufacturing chem- 
ist, and banker organizations, inasmuch as 
members of such organizations are also af- 
fected by the unnecessary labor of certification 
of small cheeks,” 

your committee recommends the approval of this 
resolution, and I so move. 

.... The motion was seconded 

Speaker Bauer: You have before you the 
adoption of the committee’s report recommending 
in substance approval of this resolution, which 
urges that steps be taken to make it unneces- 
sary to certify checks for the purchase of narcotic 
stamp taxes, when checks for other taxes and 
government obligations are not required to be 
certified. Is there any discussion? 

.... The question was called far, and the mo- 
tion was put to a vote, and was unanimously 
adopted 

Section 37. 0 See 26) 

Report of Reference Committee on New Business 
A — Women Physicians and the Medical 
Reserve Corps of the Army and Navy 

Dn. Simpson : On the resolution introduced by 
Dr. Emily Dunning Barringer, of the Medical 
Society of the County of New York, concerning 
the woman physician in the Medical Reserve 
Corps of the United States Army and Navy, 
reading: 

“Whereas, during the past winter women 
physicians have been denied commissions in 
the Medical Reserve Corps of the United States 
Army, because of their sex, and in 3pite of out- 
standing personal and professional qualifica- 
tions, as for instance in the case of a skilled 
anesthetist attached to a base hospital which 
was ordered into active service, and in this 
case the colonel in charge and the chief surgeon 
highly endorsed and desired that this woman be 
a member of the staff of this base hospital; 
and 

“Whereas, during this past winter two 
American women physicians have received 
commissions in the Royal Army Medical 
Corps of the British Army, one as a Major and 


the other as a Lieutenant, and both have been 
assigned to military hospitals; and 

“Whereas, the women physicians of the 
American Medical Association are a minority 
group, who, however, pay dues and take part 
in the activities of the Association, and turn 
to the Association for help in their problems of 
medical opportunities; and 
“Whereas, there is no existing_ ruling that 
women are ineligible to the Medical Reserve 
Corps of the United States Army, while there 
is an existing ruling in the Navy, which could 
be removed by the proper authorities; and 
“Whereas, at the last meeting of the House 
of Delegates of the Medical Society of the 
State of New York, the House went unani- 
mously on record as approving that women 
physicians be admitted to the Medical Re- 
serve Corps of the United States Army and 
Navy', and formally requested the American 
Medical Association to endorse their action, 
which was not accomplished; therefore be it 
“Resolved, that the delegates from New York 
County be instructed to ask the House of 
Delegates to go on record again this year and 
ask the American Medical Association to aid 
one of its minority groups by endorsing and 
aiding women physicians in obtaining com- 
missions in the Medical Reserve Corps of the 
United States Army and Navy,” 
the Committee recommends the approval of this 
resolution, and I so move. 

.... The motion was seconded 

Speaker Bauer: You have before you the 
report of the reference committee recommending 
approval of the resolution, which in effect re- 
iterates the stand taken by the House last year 
urging that women physicians be made eligible 
for commissions in the Medical Corps of the 
Army and Navy. Is there any discussion on the 
report? If not, all in favor of its adoption say 
“Aye”; contrary, “No." The chair is in doubt. 
Will all those in favor of its adoption please 
rise? Now those opposed will rise. 

.... All the delegates were in favor of the 
adoption of the reference committee’s report 
except five 

Speaker Bauer: The motion is carried, and 
the report of the reference committee and the 
resolution are adopted. 

Section 38. {See 23, 69) 

Report of Reference Committee on New Business 
A — Suggested New Subcommittee on Tuber- 
culosis Control 

Dr. Simpson: This resolution reads: 

“Whereas, the problem of tuberculosis con- 
trol has never been attacked as intensively or 
as effectively as that of syphilis; and 

“Whereas, the Commissioner of Health of 
the State of New York has recently instituted a 
campaign to eradicate tuberculosis from this 
state by the year 1960 and needs the combined 
efforts of the medical profession to insure the 
success of this project; and 

‘‘Whereas, tuberculosis is a highly con- 
tagious and yet preventable disease, ana many 
possible sources from which it may be spread 
to healthy contacts are still existent; and 
“Whereas, to effectively investigate these 
sources, such measures as routine tuberculin 
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testing of older children, mass x-ray examina- 
tion of those living in sections that have a high 
incidence of tuberculosis, routine (yearly) 
examination of food handlers, domestics, and 
school teachers, and more adequate care and 
supervision of the tuberculous and ex-tubercu- 
lous patient will be necessary; therefore be it 
“Resolved, that an intensive educational pro- 
gram and campaign be instituted throughout 
the state under the auspices of the Medical 
Society of the State of New York to acquaint 
the general public and medical profession with 
the effective ways and means in the prevention 
and control of tuberculosis; and be it further 
“Resolved, that a subcommittee on tuberculo- 
sis control to serve under the Council Com- 
mittee of Public Health and Education or a 
separate committee be appointed; and be it 
further 

“Resolved, that this committee should co- 
operate with the Commissioner of Health and 
the various agencies interested in the problem 
of tuberculosis to institute such measures as 
will make this program effective, and that an 
offensive rather than a defensive campaign 
against the disease should be put into opera- 
tion.” 

Your committee recommends the disapproval of 
this resolution on the ground that this function is 
now adequately cared for by the Council Sub- 
committee on Public Health and Education. 

I move the adoption of the committee’s recom- 
mendation. 


cooperating, the thought that we have been 
cooperating and we shall continue to cooperate 
with the Commissioner of Health and the various 
agencies interested in the problem of tubercu- 
losis. 

Speaker Bauer: Your motion is not properly 
an amendment to the original motion, but is a 
substitute motion. The committee recom- 
mended rejection of the resolution. If you wish 
to move as a substitute motion that the resolution 
be adopted with the deletion of the clause pro- 
viding for the separate subcommittee and direct- 
ing that the Council committee continue to co- 
operate, I will accept that as a substitute. 

Dr. Schiff: Yes, that is my thought, Mr. 
Speaker. 

Speaker Bauer: Does anybody second the 
substitute motion? 

Dr. William H. Ross, Past-President: I will 
second that substitute motion. 

Speaker Bauer: The question before the 
House is on the adoption of the substitute motion 
in place of the motion of the committee chairman. 
Is there any discussion on the substitution of 
Dr. Schiff’s motion for Dr. Simpson's? 

Dr. W. Guernsey Frey, Jr., Queens: I 
don’t believe it is very clear to all the members 
of the House just what Dr. Schiff intends by his 
substitute motion. Might not Dr. Schiff accept 
a suggestion that this be referred back to the 
reference committee for further study and later 
report? 

Dr. Schifp: Yes, that would be agreeable to 


.... The motion was seconded 

Speaker Bauer: You have before you the 
report of the reference committee, which recom- 
mends disapproval of the resolution on the ground 
that the matter is now being adequately cared 
for by the present Council Committee on Medical 
Education. Is there any discussion? 

Dr. Leo F. Schiff, Clinton: It seems hard 
for me to believe that the committee actually 
disapproves of the whole resolution. The clause 
apparently to which they take exception is the 
one directing the appointment of a special sub- 
committee. I do not believe that the majority 
of the members of this House of Delegates want 
the State Society to put itself in the position of 
being misunderstood. I think we can approve 
of this resolution if that final clause is left out, 
or the final two clauses are deleted. 

I will move you as an amendment to this 
motion that this resolution be approved, with the 
omission of this particular clause: 


“Resolved, that a subcommittee on tubercu- 
losis control to serve under the Council Com- 
mittee on Public Health and Education or a 
separate committee be appointed,” 
and the substitution in the last paragraph which 
begins: 

“Resolved, that this committee should co- 


operate,” and so on, 
of the following: 

“Resolved, that this Committee of Public 
Health should continue to cooperate,” etc., 

thereby giving thought and effect to the mot'™ 
which I personally believe is in accord with the 
wishes of this House; in other words, deleting 
the clause that directs the appointment of a 
subcommittee and stating that, instead of our 


me. 

Dr. Ross: I have no objection to its being 
recommitted to the reference committee. 

Speaker Bauer: Do you so move? 

Dr. Frey: Yes. 

Dr. Schiff: I will second that. 

Speaker Bauer: Dr. Frey moves to recom- 
mit the resolution to the reference committee 
for further study and report. Is there any discus- 
sion on the motion to recommit? 

Secretary Irving: I think an explanation of 
how the Medical Society of the State of New 
York became involved in the present Conference 
Committee on Tuberculosis is in order. 

That was started up by an agreement among 
the Commissioner of Health, the Commissioner 
ol Mental Hygiene, the Commissioner of Welfare, 
the State Charities Aid, and the Metropolitan 
Life Insurance Company. At the end of 1940, 1 
received personally a request from the Commis- 
sioner of Health to serve on that conference com- 
mittee as a representative of the Medical Society. 
Very shortly thereafter I requested, with the ap- 
proval of the Council, that the committee con- 
sider the addition of Dr. Mitchell, as chairman of 
our Council Committee on Public Health, and 
Dr. Hambrook, as chairman of our Council 
Committee on Public Relations and Economics. 
That was agreed to instantly, and you are now 
represented by these three people, Mitchell, 
Hambrook, and ’myself, on that Committee. 
We are all deeply interested in it, and it has been 
a forward-looking effort, and it is continuing so 
There being no further discussion, the 
motion to recommit was put to a vote, and was 


.dopted ... 

Speaker Bauer: That resolution is recom- 
aitted, and after further study by the ^reLerente 
ommittee, it will be resubmitted to the House. 
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Dk. Simpson: Is it recommitted with that 
modification, as suggested by Dr. Schiff, in- 
corporated in it? 

Speaker Bauer: No, that is up to the com- 
mittee to decide. No vote was taken on the 
substitute motion. 

Section 39. ( See 15) 

Report of Reference Committee on New Business 
A— Medical Expense Indemnity Insurance 

Db. Simpson: On the resolution introduced by 
Dr. Abraham Koplowitz, of Kings County, read- 
ing: 

“Whereas, the Insurance Law, in Article 
IK-C, provides for voluntary nonprofit cash 
indemnity insurance, and (through representa- 
tions made on behalf of the Medical Society of 
the State of New York) the law now provides 
that no corporation shall be licensed to 
furnish both hospital and medical insurance; 
and 

“Whereas, the Hampton-Wright bill intro- 
duced in the present session of the legislature 
would permit hospital service insurance plans 
to include indemnity for physicians’ and 
surgeons’ fees in their contracts; and 

“Whereas, any medical indemnity fur- 
nished through a hospital insurance contract 
would make the service of doctors incidental to 
the institutional services, with control of all 
details of such indemnity and service in the 
hands of lay dominated boards of manage- 
ment; and 

“Whereas, the Hampton-Wright bill has 
been put off to the next session of the legisla- 
ture with due notice that it will be pressed for 
favorable consideration if by that time medical 
insurance under administrative control of the 
medical profession has not developed a reason- 
ably satisfactory participation on the part of 
both the profession and the public; and 

“Whereas, the relatively small enrollment 
of subscribers and the incomplete participation 
of the medical profession during the past year 
have been due in part to the lack of outright 
full support of such enterprises by the organized 
medical societies; and 

“Whereas, the Hampton-Wright bill, if 
enacted, will give the hospitals a legal entry 
into the practice of medicine, which in turn 
will constitute a long step toward lay control 
of medical practice and ultimately to a system 
of government medical service in the hands of 
a bureaucracy; and 

“Whereas, the Council of the Medical 
Society of the State of New York has '. . . . 
recognized with satisfaction the creation of 
three organizations for nonprofit medical ex- 
pense indemnity insurance. In the opinion 
of the Council, the three have followed the 
tentative basis and suggestions for medical 
expense indemnity insurance that were set up 
by the House of Delegates on April 24, 1939'; 
therefore be it 

“Resolved, that the Medical Society of the 
State of New York now officially approve, 
sponsor, and support in even,’ manner possible 
the three corporations which have conformed 
to the principles prescribed by Organized 
Medicine for the protection of the interests of 
both the public and the profession in the organ- 


ization and operation of medical insurance, 
namely, the Western New York Medical Plan, 
Inc., of Buffalo; the Medical and Surgical 
Care, Inc., of Utica; and the Medical Ex- 
pense Fund of New York, Inc., of Brooklyn; 
and be it further 

“Resolved, that notice of this action of the 
House of Delegates be given to the county 
Medical Societies (within the territory of the 
organizations thus endorsed), and that each 
one be urged to cooperate in every practical 
manner toward the accomplishment of a suc- 
cessful operation of voluntary nonprofit cash 
indemnity insurance by these organizations, 
within their respective fields of influence and 
interest, in order that a system of medical 
insurance under administrative control of the 
medical profession shall be developed and 
maintained,” 

your committee recommends the adoption of this 
resolution, with the amendment that the final 
paragraph should read as follows: 

“Resolved, that notice of this action of the 
House of Delegates be given to all County. 
Medical Societies of the State of New York, 
and that each one be urged to cooperate in 
every practical manner toward the accomplish- 
ment of the successful operation of voluntary 
nonprofit cash indemnity insurance by these 
organizations, in order that a system of medical 
insurance under administrative control of the 
medical profession shall be developed and 
maintained.” 

Your reference committee further recommends 
that a copy of this resolution be sent to the Com- 
missioner of Insurance of the State of New York. 

I so move. 

Dr. Deforest W. Bpckmaster, Chautau- 
qua: I second that motion. 

Speaker Bauer: You have before you the 
report of the reference committee on New 
Business A, which recommends the adoption of 
the resolution as submitted, plus an amendment. 
Is there any discussion on the report of the refer- 
ence committee? 

Db. Harkt Aranow, Bronx: It seems to me 
that this urging of recognition by the State 
Society of three certain organizations is con- 
trary to the declared policy of the State Society. 
One of these special groups to my knowledge has 
gone around to the different county societies and 
spoken about its plan, yet some of the counties 
have disapproved of it, or at least they have failed 
to approve it. 

The main requirement of the State Society is 
that such an organization must comply with a 
number of rules that have been approved by the 
State Society. Therefore, I do not fee 1 now that 
the State Society ought to go on record as 
sponsoring any one organization. Let every 
organization stand on its own legs. Our sponsor- 
ing any organization will put us in the position 
where we will be behind it without actually 
controlling it, and we will be left holding the 
bag if it should decide later to change any of its 
principles. 

I feel personally that this should he left entirely 
to the individual county societies involved, with- 
out the State Society’s endorsement of any one 
plan. 

For the benefit of the men upstate, I may say 
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that I have particular reference to the Kings 
County Plan. While I am not opposed to Kings 
County, I am opposed to any group making the 
State Society stand behind their plan for no 
reason at all, as far as I can see. (Applause) 

Dr. James F. Rooney, Past-President: I 
think this resolution is a dangerous one. How- 
ever, all of us realize, because we are realists, 
that we are approaching a period of collectivism, 
which is going to become more and more marked 
as time goes on; but I feel just as my old friend, 
Aranoiv, has just told you, that it is a dangerous 
principle for us to approve of any particular 
groups or any particular companies. To ap- 
prove of the matter of medical indemnity in- 
surance in principle, yes, but here we have es- 
sentially only three corporations, excellent in 
intent, lelatively efficient in their localities in 
purpose, although on the other hand they have 
not received as yet the approval of the whole 
Society, especially in relation to its county com- 
ponents. Unfortunately, we are slow, as we al- 
ways have been slow, and we are going to have to 
accelerate our speed because Congress has passed, 
-within the last two weeks, one of the entering 
wedges that we have been dealing with for the 
last thirty-odd years that will provide hospitali- 
zation and medical care for all persons employed 
in industry in the Umted States. The bill, so far 
as I know, has not yet been signed, but I learn 
it will probably be signed. 

I hope that the House will not approve by 
name these three corporations, but that it will 
approve of the principle of medical indemnity 
insurance and do something to further the ex- 
tension of this service to all the people of the 
state. 

To that end, Mr. Speaker, I move a substitute 
motion that will delete the names of any of the 
corporations mentioned in the resolution as ap- 
proved by the reference committee, and the in- 
clusion of a provision to the effect that the Society 
approves the principle of medical indemnity in- 
surance and, if it be the wish of the House, that 
a committee be appointed or that the matter be 
referred to a proper committee for the intensifica- 
tion of the plan for the institution and extension 
of this service throughout the state. My substi- 
tute motion, then, will be that we approve the 
report of the committee, substituting for the 
names of the three corporations concerned the 
principle of medical indemnity insurance. 

Speaker Bauer: You have heard the substi- 
tute motion made by Dr. Rooney, that instead 
of the inclusion of the three organizations con- 
cerned there be substituted approval of the prin- 
ciple of medical indemnity insurance, otherwise 
the committee’s report to stand approved as 
read. Is that substitute motion seconded? 

Dr. George W. Kosmak, New York: Yes, I 
will second it. 

Dr. Herbert H. Bauckus, Erie. I speak as 
the chairman of the Subcommittee on Medical 
Indemnity Insurance Plans now in vogue in the 
State of New York. 

The Medical Society of the State of New York, 
in 1939 and the American Medical Association 
approved the principles under which these men- 
tioned companies are now operating Each year 
since we have gone so far as to approve the prin 
SS and that is as far as we have gone. I will 
say that these companies are operating under 


the principles which we enunciated and which 
were brought out each year here by the House of 
Delegates, and I would take it that if they were 
not operating in that manner, then we would be 
bound to disapprove of them; therefore, we are 
really approving them. They follow our desires 
The statement has been made, and is being 
made more and more, that even though in various 
localities efforts have been made to provide 
medical indemnity insurance, the medical profes- 
sion individually, and especially as a group, have 
done very little to support those plans That, 
after all, is the truth, and, as our report bears out 
this year, these companies, who have volunteered 
and gone into this work that w e really set up for 
them, have not had our support as much as 
they should have had it, and as much as the) 
needed it. We might as well say right here and 
now, “Let us forget about any company doing 
anything in New York State unless the Medical 
Society gives it a more definite approval than it 
has m the past." 

The law plainly states that the largest number 
of counties that may take part m a single plan is 
eighteen. Some of them have two or three coun- 
ties. One has six The Brooklyn Plan has seven- 
teen. Therefore, under the law it is impossible 
to approve of a state-wide plan. We might have 
some master plan developed and brought out 
that we would urge counties to follow, but we 
cannot have an entire state plan. 

I think it would be very unfortunate at this 
stage of affairs, especially with the hospital in- 
surance under social security now looming up, to 
have the Medical Society of the State of New’ 
York take any action which would seem to push 
back the efforts of these people who have worked 
so well for us. We ow r e a great deal to each of 
these three gioups, and I would like to see us do 
something for them. I think this is the time to 
do it. (Applause) 

Dr. Abraham Koplowitz, Kings Mr. 
Speaker and Gentlemen, some twenty-one 01 
twenty-two years ago I was m Albany with Dr. 
Rooney fighting against compulsory health in- 
surance. It is time that we stopped fiddling 
while Rome is burning. We are threatened 
with compulsory insurance of various types, 
state and national Dr. Rooney just informed 
you that the national government is planning 
something that will be nation-wide Here in 
New York State, particularly, the medical pro- 
fession has taken a stand against compulsory 
health insurance, and has said, “Let us try. 

It was not said officially by the State Society, 
but sufficiently so to have it understood by the 
pubhc that the medical profession is going to try 
something 

The result was that a few organizations, three 
that I know of, were started by medical men, and 
another group by lay people using as window 
dressing medical names. The companies that are 
mentioned in this particular resolution, so far as 
we know, are the only ones that have submitted 
plans, shown their scope, their organization, and 
met every requirement (hat this House of Dele- 
gates has placed upon such plans. The idea of 
our talking about medical expense indemnity 
and the moment something concrete is mentioned 
saying, “Don’t touch it," and being afraid, is 
absurd. You might as well once and for all make 
up your mind to stop fooling yourselves Either 
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let the government and the public do as they 
please about this or do something yourselves, 
You cannot stop every little progress that is 
made. 

We are naming these particular companies be- 
cause they represent certain counties. There 
may be others formed to take care of the rest of 
the counties. If they are conforming, and will 
conform, to all the tenets that the State Medical 
Society and the American Medical Association 
have specified for such organizations, we will 
approve them. The least you can do is to en- 
courage those that aTe making an eSort. If you 
don’t want to do that, stop talking about metrical 
expense indemnity and stop fighting compulsory 
health insurance. Take whatever is coming to 
you. I cannot see the idea of delaying it and being 
afraid of a name. These companies were organ- 
ized by members of your own body, members of 
the State Medical Society. They certainly are 
not looking for profit. They are trying to fore- 
stall something. The least we can do is to help 
them. (Applause) 

Secretart Irving: I merely wish to give a 
little information that I think will be to your 
interest. Last October I was invited to go to 
Buffalo to speak before a meeting of the social 
welfare people. Following me was Michael 
Davis. I spoke about these three companies, 
and the fact that they were going along slowly but 
proceeding. I rather stressed the value of slow 
development, comparing it with the soundness of 
the practice of a doctor that develops slowly 
when he first goes into practice, yet is the 
soundest type of practice to have. I went along 
that way, and Michael Davis came along behind. 
Michael Davis, whom you all know, said he was 
greatly interested to know about these companies 
and their slow development, but that there were 
others who believed in a more nation-wide tj-pe 
of insurance. He did not specify who they were, 
but that was the inference, that it was to be 
federal, and those others were watching with great 
interest the development, and that if these com- 
panies did not succeed then another thing could 
be done. That was the gist of what he had to 
say, and I think that the time has come when 
anything we can do, and properly do, to foster 
the development, the more rapid development, of 
these three perfectly good companies, it will be 
well to do. (Applause) 

Dr. HoiffiR J. Knickerbocker, Ontario: Mr. 
Speaker and Delegates, these three companies 
are the children of the brain of this organization. 
Are we going to disown them at this time by 
deleting their names from this resolution? It 
does not seem reasonable to me, nor do I think 
it is fair to do that. It seems to me that everyone 
who knows anything about the progress of these 
companies knows their names. You are not 
concealing anything; you are just pussyfooting 
around; you are just backing down. I see no 
reason why their names should not be retained 
in this report. 

We, in the Finger Lakes Region in the western 
part of the state, have been deprived of the 
privileges of medical indemnity insurance be- 
cause of the fact that no organization of that 
character has developed in the territory. We 
would be anxious and willing to join either Utica 
or Buffalo. (Applause) 

Dr- Thomas A. McGoldrick, Kings: To cor- 


rect very briefly just one statement which might 
have connotations not intended: It has been 
stated that this is a sponsoring of one plan, which 
means that no other plan would be approved, or 
sponsored, or encouraged by the State Society. 

There is nothing in this resolution which pro- 
hibits the development of the Three-Cenfc-A- 
Day Hospital Plan. There is nothing in the 
resolution to prevent any doctor in this body from 
presenting today or tomorrow another plan and 
having it submitted to a committee and having 
it receive the approval which it would deserve. 
There i3 nothing to give any company a mo- 
nopoly, as it was implied, of the entire care of the 
sick from the financial standpoint. It is one 
measure that has met all the requirements laid 
down for it by the State Society, has been in prac- 
tice for a short while, and that has not received 
the encouragement that it deserves. We have 
stood for the principles under which these organi- 
zations were started, and now when the practical 
application arises and endorsement is requested 
from this body which has laid out the principles, 
then, through fear, or conservatism, or some other 
feeling of our minds, we backwater and do 
nothing. 

That has been the criticism of the State De- 

g artments, it has been the criticism of the Social 
ecurity Department, and all those others that 
watch us, and who would tear things to pieces, 
while we stand by and do nothing about it. We 
have been told from Washington, we have been 
told from Albany, and we have been told in the 
immediate past by the Superintendent of In- 
surance, “If you are not able to do anything on 
this question, then we will put through another 
plan within a year.” 

In this time of confusion, when it would be so 
easy to stampede people into an acceptance of 
laws, especially on social security, it would be a 
very dangerous matter for the medical profession 
to continue a policy of doing nothing. 

I hope that the report of the reference com- 
mittee will be approved. 

Dr. J. Richard Kevin, Pasl-President: I 
should like to discuss another phase of the 
question. It has been mentioned here the fear of 
putting down the names of the men who have 
had the temerity and the courage to start some- 
thing that we all conceive to be sound in prin- 
ciple. All we want to do now is to show that that 
principle can be and will be carried out. The 
part of it I desire to mention is that another state 
body has endorsed this organization. It is the 
State Board of Social Welfare, of which I have 
been a member for twenty-nine years — no 
salary though, gentlemen, no salary. (Laughter) 
When it came before us for certification, we 
studied the question and said, “Here is a chance. 
Here is an opportunity.” For heaven’s sake, 
don’t let this body go home and say they were 
afraid of it. 

Dr. Carlton E. Wertz, Erie: Mr. Speaker 
and Members of the House of Delegates, I hap- 
pen to be one of the representatives of the West- 
ern New York Medical Plan. We have been in 
operation for a little over two years. We are 
going slowly, as all these things do; but I 
think we are going — and not only we but all 
through the state — too slowly to keep up with 
things that are coming in from the outside. 

One of the greatest difficulties we have is to get 
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the wholehearted support of the doctors. It is 
not only the public you have to sell, but you have 
got to sell the doctors these things first; and 
that is the biggest problem we have. It does 
not do any good for any of these organizations to 
try to go on if they do not have the support of the 
entire profession. We find that true, and it is 
true here in this end of the state as well as in our 
end of the state. This thing is getting to be 
serious right now. 

You are all familiar with the Hampton Bill, 
which was introduced into our Legislature this 
year, and laid on the table to hold over for next 
year, and which provides that the hospital in- 
surance will be able to give medical and surgical 
services, if we don’t take care of this ourselves. 
I have here a copy of a letter from Louis H. Pink, 
Superintendent of Insurance of the State of New 
York, which he wrote to Dr. Benjamin M. Bern- 
stein, secretary of the Medical Society of the 
County of Kings, under date of March 16, 1942, 
reading: 

"Dear Dr. Bernstein: 

“I do not think the proposed amendment 
permitting hospital associations to give surgical 
benefits will get anywhere this year. How- 
ever, I do think it will become a law eventually 
unless the medical indemnity corporations 
really amount to something. So far they have 
not made good. 

“We shall take no active steps to get the bill 
through this year but expect to do it next year 
unless there is a change in the situation. 

“With best wishes, 

“Sincerely yours, 

(Signed) Louis II. Fink, 

Superintendent of Insurance.” 


That is a serious thing, and I think it is about 
time we should do something definite and take 
some active stand in this matter. 

Dn. Chas. Gordon He yd, Past-President: 
I want you to go back in your memory with me 
to a meeting of the House of Delegates of the 
American Medical Association when the late 
Senator J. Hamilton Lewis, of Illinois, at his 
own invitation addressed the A.M.A. 

In substance, he said that the day of private 
practice was finished, and hereafter the medical 
profession of the United States was in a civilian 
army, to be paid by it, and any individual could 
demand and receive any hospital services in their 
neighborhood or any professional services that 
he desired, and the doctor would have no voice 
in the matter as he would be in the army of the 
United States, taking care of the health and ill- 
nesses of the people of this country. 

Considerable water has gone over the dam 
since then, during which this body, of which you 
are the representatives, set forth limitations and 
certain guiding principles for companies to follow 
that were seeking to write cash indemnity in- 
surance. Up to date, three companies have 
complied with every regulation that you have 
made and they are now coming here and saying 
in effect, “Have we acquitted ourselves of your 
iniunctions?” All you want to do is to pat them 
on the back, and send them out again without 

re Lrt i me n 'tell you there have been plenty of 
heartaches on the part of some of the men who de- 
ified these plans. In this room are men who 


devised one of these companies beginning four or 
five years ago, and who went down into their own 
personal fortunes to put up the money to run this 
thing. None of these three mentioned companies 
can succeed if any member of the Medical Society 
of the State of New York says, “My State 
Society has not recognized you.’’ 

If you do not adopt the report of the reference 
committee, you will pass over the control of 
medical practice to lay groups who, working 
through the front door of the hospital, will 
dominate medical practice and hospital practice. 
Abuses will arise in that system, as in England 
with the Friendly Societies and the Labor Medi- 
cal Societies, and the government overnight will 
take the skeletonized, impoverished form of these 
organizations and you will have Federal Medi- 
cine. 


The time has passed, gentlemen, when we can 
sit here and say, “We approve in principle.” 
Aren’t there enough of you here to go forward 
and fight for your own preservation? If there 
are, you will adopt the resolution and the report 
of the reference committee. (Applause) 

Dr. Limes F. Rooney, Past-President: I just 
want to withdraw my motion, Mr. Speaker. 
(Applause) I had not intended doing what I 
did. The intent was to sort of wake tins House 
up. It seemed to me when I came in that it was 
indulging in insomnia in reverse, and I had the 
feeling in a matter so important as this that this 
resolution was entitled to more discussion than 
it was about to receive. I felt perfectly certain 
that touching upon anything in relation to com- 
pulsory health insurance, with which of course, in 
the last thirty years I am totally and completely 
unfamiliar and have done nothing about, we 
might at least galvanize this House into some 
sort of activity. I am amazed, surprised, and de- 
lighted to see the flame spark from every eye and 
the words of passion and emotion from every 
mouth. I withdraw my motion. (Applause) 
Dr. George W. Kosmak: I withdraw my 
second. 


Dr. Harry Aranow: The reason I made the 
suggestion was that I hated to see the State 
Society sponsor this thing. You can encourage 
it, but you should not sponsor it. Why do I say 
that? Because I have been told by men who 
know insurance from the beginning to the end 
that this thing is impractical and is not going to 
succeed. That is my personal opinion, and f 
would hate to see the State Society go behind it 
and then have the thing fail. So long as w r e en- 
courage it, and are not as an organization spon- 
soring it, it will not place us in an embarrassing 
position. I do not think it is going to succeed; 
in fact, I have been told by men high up in in- 
surance that tliis thing is bound to fail, ana 1 
am sure there are men on the platform today who 
have said the same thing. 


Dr. James F. Roonet: There w-as one state- 
ment, however, that was made in the discussion 
which is incorrect. It was to the effect that the 
Hampton-Wright Bill would he over until the 
next legislative session, and then be acted on. 
That is a misunderstanding or a misstatement. 
No bill can lie over fwm one iegMative session 
to the next in the State of New York Wheatbe 
Legislature adjourns sine die, everj thing is dead, 
mrnotMng criie over until the next session. 
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Speaker Baker: I take it there is no objec- 
tion to the withdrawing of Dr. Rooney’s motion. 
Hearing none, we can proceed to discuss the mo- 
tion of the reference committee chairman which 
calls for the approval of the resolution as sub- 
mitted, plus the amendment added by the refer- 
ence committee. Is there any discussion on that 
motion? 

.... The question was called for, and the mo- 
tion was put to a vote, and was carried 

(Applause) 

Section 40. ( See 25) 

Report of Reference Committee on New Business 
C — Connecticut State Medical Society, 15Qth 
Anniversary 

Db. Hakby C. Guess, Erie: On the resolution 
presented by Dr. Benjamin M. Bernstein, of the 
Medical Society of the County of Kings, reading: 

“Whereas, the Medical Society of the 
State of Connecticut is celebrating the 150th 
anniversary of its founding at Middletown, 
Connecticut, on June 3 and 4, 1942; and 

“Whereas, friendly relations between 
neighboring states particularly should always 
be maintained; belt 

“Resolved, therefore, that two delegates of 
the Medical Society of the State of New York 
be sent as representatives to the Convention 
of the Medical Society of the State of Connecti- 
cut on the above-mentioned dates in order to 
join with them in the celebration of their 150th 
Anniversary,” 

the committee recommends approval. I so 
move. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 
unanimously carried 

Section 41- (See 17, 42) 

Report of Reference Committee on New Business 
C— -Opposition to Attempts to Lower Standing 
of Medical Practice or Conduct 

Dr. Guess: This is on the resolution pre- 
sented by Dr. Bedell, past-president of this or- 
ganization, reading: 

“Whereas, it has come to our attention that 
resolutions may be introduced in the House of 
Delegates of the American Medical Association 
which we believe will lower the ethical stand- 
ing of the members of the profession; and 

“Whereas, we are convinced that any at- 
tempt to so alter the professional standing of 
our members would be detrimental to the pub- 
lic health; be it therefore 

“Resolved, that the House of Delegates of the 
Medical Society of the State of New York, in 
annual session assembled, hereby registers its 
protest of any such contemplated changes; 
and further be it 

"Resolved, that the delegates from the 
Medical Society of the State of New York to 
the American Medical Association be in- 
structed to oppose any and every attempt to 
lower the standing of medical practice or con- 
duct.” 

The committee recommends approval of this 
resolution, and I so move, 

.... The motion was seconded 


Speaker Bauer: You have before you the re- 
port of the reference committee, which recom- 
mends adoption of this resolution, which, is in 
effect a protest against the lowering of the 
standards of ethics of the American Medical 
Association. 

Dr. Abraham Koplowitz, Kings: Just what 
does this refer to? 

Speaker Bauer: Can you answer it. Dr. 
Guess? 

Dr. Guess: We have another resolution deal- 
ing with the same subject from Dr. Irl H. Blais- 
dell, secretary of the Syracuse Eye, Ear, Nose, 
and Throat Club, which explains this pretty 
fully, and which we will act upon later. 

Dr. Bedell went before this committee and ex- 
plained the situation. Apparently, if you will 
notice this resolution, it is really a blanket cover- 
age for anything that is ethical and against any- 
thing that is nonethical. It makes no specific 
mention of any one particular offense which 
might be brought before the American Medical 
Association or against our profession; so being 
of that type we felt that we should pass this 
resolution first because of its blanket coverage. 

Speaker Bauer: Does that answer your ques- 
tion? 

Dr. Koplowitz: Frankly, no. I don’t see 
how we can possibly question that the American 
Medical Association knows its ethics, too. 

President Kofetzky: Gentlemen, I have 
been a delegate from the Medical Society of the 
State of New York to the American Medical 
Association for a number of years. In our en- 
thusiasm, or, as Dr. Rooney says, in our som- 
nambulance, we occasionally approve reports 
from reference committees either instructing 
our delegates to the A.M.A. or hamstringing their 
freedom of action in the exercise of their intellec- 
tual integrity on any motion or proposition be- 
fore the House of Delegates of the A.M.A. 

Today you have already passed one resolution 
that is going to be very embarrassing to the dele- 
gates of this Society to the A.M.A. You are 
about to pass a resolution in which it says in 
general anything that is not good you shall vote 
against without bringing out upon the floor here 
the specific thing to which it is aimed and upon 
which you are endeavoring to instruct your dele- 
gates, of whom I am one. If this resolution 
passes, I shall still have to read the Bible to find 
out what is really meant as to who and what is 
the nefarious thing that I should protest against. 
Let us hope, at least, that the delegates of the 
A.M.A. from the rest of the states have as 
high a zeal for ethical conduct as we have our- 
selves. On the other hand, if there is pending, 
and if anybody knows of, a specific proposition 
upon which you want to instruct us, your dele- 
gates, say so. (Applause) 

.Speaker Bauer: Is there any other discus- 
sion? II not, you have before you the report of 
the reference committee which recommends 
adoption of the resolution. 

Dr, Harry Aranow, Bronx: I believe the 
other resolution which the chairman of the refer- 
ence committee says deals with the same sub- 
ject matter in more detail may throw some light 
upon the discussion of this resolution. May we 
take up that other resolution now and hold this 
in abeyance for the time being. 

Speaker Bauer: Do you so move? 
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Db. Aranow: Yes, I will move that 

Db. John L. Bauer, Kings' I will second 
that. 

Speaker Bauer: It has been moved that the 
other resolution pertaining to this subject-mat- 
ter be taken up before final action is taken on the 
resolution just read. Is there any discussion? 

.... There were calls for the question, and the 
motion was put to a vote, and was unanimously 
carried. ... 

Speaker Bauer: We will take up the other 
resolution first, and then come back to this one 


Section 42 . ( See 18 ) 

Report of Reference Committee on New Business 
C— Opposition to Change in A.M.A. Rule of 
Ethics Against Consultation with Nonmedical 
Persons 


Dr. Guess: This is the resolution referred to 
that was piesented by Dr Irl H Blaisdell, secre- 
tary of the Syracuse Eye, Ear, Nose, and Throat 
Club: 


“Whereas, there is a Rule of Ethics gov- 
erning the relationship of members of the 
American Medical Association in the matter of 
giving lectures or courses of instruction or to 
consult with anyone not associated with actual 
medical service, adopted by the House of Dele- 
gates of the American Medical Association in 
1935; and 

“Whereas, this Rule of Ethics m the 
opinion of this organization is still satisfactory 
and adequate, and 

“Whereas, the motion passed at the 1941 
meeting of the Section on Ophthalmology of 
the American Medical Association in Cleve- 
land asking the House of Delegates to rescind 
this motion was not adequately discussed , and 
“Whereas, the one hundred and fifty mem- 
bers present did not fully represent the opin- 
ions of this organization; be it 

“Resolved, that it is the opinion of this or- 
ganization, the Syracuse Eye, Ear, Nose, and 
Throat Club, that the Rule of Ethics estab- 
lished in 1935 by vote of the House of Dele- 
gates not be rescinded; and be it 

“Resolved, that the Secretary be instructed 
to convey a copy of these resolutions to the 
delegates of the New York State Medical 
Society to the House of Delegates of the 
American Medical Association and such others 
as may be advisable; namely, the President 
of the American Academy of Ophthalmology, 
Dr. Ralph I. Lloyd, of Brooklyn, New York, 
and the Secretary of the Ophthalmologicai 
Section of the American Medical Association, 
Dr. Derrick Vail, of Cincinnati, Ohio.” 


The committee believes the purpose of this 
resolution has been adequately covered by the 
resolution of Dr. Bedell and, therefore, believes 
that it is unnecessary to bring it before the House 
at this time, although the purpose has been ap- 
nroved by the committee. 

^ Mr Speaker, I think that Dr. Bedell, who is 
the prime mover of this, could enlighten us a 
lot on the conditions which are existing and winch 
might be contrary to the welfare of the medical 

P teS Bauer: Dr. Bedell, the chairman 
would be very glad to have you come up here 
and explain this in more detail. 


Dr Arthur J. Bedell, Past-President Mr 
Speaker and Members of the House, I regiet 
that Dr ICopetzky’s knowledge is so limited 
that he will have to refer to the Bible for his 
spiritual education 

I refer particularly to the final portion of my 
resolution, “that the delegates from the Medical 
Society of the State of New York to the American 
Medical Association be instructed to oppose any 
and every attempt to lower the standing of 
medical practice or conduct ” 

That is certainly clear to anyone who wishes to 
have it clear — "to oppose any and eveiy attempt 
to low er the standing of medical practice or con- 
duct ” This organization has gone on record 
as approving certain rules of conduct. Among 
those rules are that « e do not consult with those 
who are not engaged in the practice of medicine 
There is not a man on the floor who does not 
know’ that it is unethical to consult with an 
osteopath * 

I am sorry to have to go into this m detail, 
but let us go back, so if you are asked to vote on 
a specific question — incidentally, this resolution 
was not for a specific purpose, but the question 
has been raised that it is — you will know the 
background In 1934 or 1935 there was a great 
deal of agitation regarding the consultations and 
the fee-sphttmg between ophthalmologists and 
opticians Every one of you knows how that 
has been spread through the literature in the 
country You know the article in Fortune 
You know’ all that that has led to A certain 
individual, a professor of ophthalmology m a 
western university, and the attending ophthal- 
mologist in a hospital, came before the Section 
on Ophthalmology, and asked that the Section 
go on record as disapproving instruction by 
doctors of laymen — and opticians and optome- 
trists are laymen in our sense It came about 
then that this lesolution was passed by the Sec- 
tion, and passed by an overwhelming vote 
It w r as then carried to the House of Delegates of 
the American Medical Association, and they ap- 
proved it unanimously. 

Subsequent to that, some very few felt that 
that curtailed their activities in one way or an- 
other, so they started a campaign for the re- 
scinding of this resolution. As a result, a refei- 
endum vote was sent to every registered oph- 
thalmologist in the Section on Ophthalmology 
of the American Medical Association, and much 
to the surprise of those that sponsored that 
referendum the vote was overwhelmingly in favor 
of the retention of it. Please take that in note 
that instead of any small group, it was sent to all 
registered members of the Section on Ophthal- 
mology, and an overwhelming vote came back, 
“Do not rescind it ” 

That was not sufficient for those who washed for 
some motives to change it, so they brought it up 
before the Section on Ophthalmology, and again 
they were defeated. Finally, at the last meeting, 
late in the afternoon, someone arose and j said, 

“I move we go into executive session At 
that time the House was almost empty— well, 
certainly, there was less than one-tenth ol the 
number of men that had been there. The resolu- 
tion for rescinding was then placed before this 

* Should be "chiropractor,” according to later corrcc 
tion 
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small crowd, and, by about eight votes, was then 
passed. That is the history of the movement. 

In my pocket upstairs — unfortunately not on 
my person — is a letter from the secretary of the 
Section on Ophthalmology. (For those who do 
not know it, I happen to be the delegate to the 
American Medical Association representing the 
Seetionon Ophthalmology of the A.M.A.) As I 
said, I have a letter from the section chairman 
saying, ‘‘Do not introduce that rescinding resolu- 
tion until you hear more from us. Further, 
there will be a meeting of the Section before 
action will be taken.” 

Let us understand what that means. There 
has been a nation-wide rising up in wrath and 
indignation against this rescinding resolution, 
and that has come from all over the country. 
It has come from the West Coast, the Middle 
States, and so on. If you pass the resolution 
which your committee approved of, it simply 
says you are going to oppose any and every 
attempt to lower the standards of medical prac- 
tice or conduct. I sincerely trust you will not 
think there is any hidden motive, for there is not. 
(Applause) 

Speaker Baxter: I think for clarification that 
perhaps some misunderstanding exists in this 
House as to the intent of this resolution. As the 
chair understands it — and if I am wrong, Dr. 
Guess, please correct me — this is not a resolution 
directing our delegates to take a resolution to the 
American Medical Association and introduce it, 
but merely that if such a resolution as has been 
described is introduced by anyone else, they are 
instructed to oppose it. Am I correct in that? 
Dr. Guess: Right. 

Speaker Bauer: Is there any further dis- 
cussion? 

Dr. John J. Masterson, Kings: Dr. Bedell 
made a statement that it was not ethical to con- 
sult with an osteopath. Does he mean an osteo- 
path or a chiropractor? An osteopath is licensed 
to practice in this state. 

Dr. Bedell: Thank you! I mean a chiro- 
practor. 

Dr. Masterson: 1 brought that before you 
because we have the press here. 

President Kofetzky: I did not understand 
it, as it has now been presented. 

Chorus: Nor did we. 

Dr. Guess: Inasmuch as Dr, Kopetzky and 
several others have said they did not under- 
stand it, I should like to read Dr. Bedell’s resolu- 
tion again. 

Speaker Bauer: Please do so. 

Dr. Guess: It reads: 

“Whereas, it has come to our attention 
that resolutions may be introduced in the 
House of Delegates of the American Medical 
Association which we believe will lower the 
ethical standing of the members of the profes- 
sion; and 

“Whereas, we are convinced that any at- 
tempt to so alter the professional standing of 
our members would be detrimental to the pub- 
lic health; be it therefore 

'‘Resolved, that the House of Delegates ol 
the Medical Society of the State of New York, 
in annual session assembled, hereby registers 
its protest of any such contemplated changes; 
and further be it 

"Resolved, that the delegates from the Medi- 


cal Society of the State of New York to the 
American Medical Association be instructed to 
oppose any and every attempt to lower the 
standing of medical practice or conduct.” 

The committee recommends approval of this 
resolution, and I so move. 

Speaker Bauer: It has already been moved. 
It was also moved that action on this be delayed 
until the other resolution was presented. No 
motion was made with reference to the other 
resolution of Dr. Blaisdell’s, so the motion before 
the House now is still the original motion to 
adopt the report of the reference committee, 
which carries with it approval of the resolution 
introduced by Dr. Bedell. 

Dr. Abraham Koplowitz, Kings: I am in 
entire sympathy with Dr. Bedell in his ideas, but 
I do not think that this resolution is in any way 
going to further them. This is instructing the 
delegates to do a very obvious thing, a thing 
which if they did not think of they have no right 
to be delegates. I would suggest or, rather, 
move you that this be resubmitted to the refer- 
ence committee with very definite instructions as 
to the wording of the resolution to make it apply 
to the particular rescinding that Dr. Bedell 
speaks of. After there is a rewording of that, we 
could then take a definite stand. 

The motion was seconded by several 

Speaker Bauer: It has been moved and 
seconded that the resolution introduced by Dr. 
Bedell be recommitted to the reference com- 
mittee. Is there any discussion on the recom- 
mittal? 

Db. James F. Rooney, Past-President: I can 
see no reason for recommitting the resolution. 
It merely calls attention to the need for our 
delegates to the A.M.A. to stand for the preser- 
vation of our present Code of Ethics. It may 
seem to some superfluous, but it does not seem 
so to me. I feel that the resolution is perfectly 
proper, and in view of Dr. Bedell's lucid explana- 
tion not alone is it proper, but it is needed at this 
time. I hope the motion to resubmit will not 
pass and that the House will vote to sustain the 
Code of Ethics of the A.M.A., and will so direct 
our delegates to that body. 

The question being called, the motion to 

recommit was put to a vote, and was lost. .... 

Speaker Bauer: The motion before you 
now is the adoption of the reference committee’s 
report, which carries with it adoption of Dr. 
Bedell’s resolution. Is there any further dis- 
cussion? 

The question being called, the motion was 

put to a vote, and was carried 

Dr. Guess : We will now go back to the other 
resolution by Dr. Blaisdell on the same subject. 
Shall I re-read it? 

Chorus: No! 

Speaker Bauer: Does anyone wish that 
second resolution re-read? 

Chorus: No! 

Speaker Bauer: It is the wish of the House 
not to have it re-read. 

Dr. Guess: The reference committee believes 
the purpose of this resolution has been ade- 
quately covered by the resolution of Dr. Bedell 
and, therefore, believes that it is unnecessary to 
bring it before the House at this time, although 
the purpose has been approved by the committee. 
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Db. Aranow: Yes, I will move that. 

Dr. John L. Baxter, Kings: I will second 
that. 

Speaker Bauer: It has been moved that the 
other resolution pertaining to this subject-mat- 
ter be taken up before final action is taken on the 
resolution just read. Is there any discussion? 

.... There were calls for the question, and the 
motion was put to a vote, and was unanimously 
carried 

Speaker Bauer: We will take up the other 
resolution first, and then come back to this one. 

Section 42- ( See 18) 

Report of Reference Committee on New Business 
C— Opposition to Change in A.M.A. Rule of 
Ethics Against Consultation with Nonmedical 
Persons 

Db. Guess: This is the resolution referred to 
that was presented by Dr. Irl H. Blaisdell, secre- 
tary of the Syracuse Eye, Ear, Nose, and Throat 
Club: 

“Whereas, there is a Rule of Ethics gov- 
erning the relationship of members of the 
American Medical Association in the matter of 
giving lectures or courses of instruction or to 
consult with anyone not associated with actual 
medical service, adopted by the House of Dele- 
gates of the American Medical Association in 
1935; and 

“Whereas, this Rule of Ethics in the 
opinion of this organization is still satisfactory 
and adequate; and 

“Whereas, the motion passed at the 1941 
meeting of the Section on Ophthalmology of 
the American Medical Association in Cleve- 
land asking the House of Delegates to rescind 
this motion was not adequately discussed ; and 
“Whereas, the one hundred and fifty mem- 
bers present did not fully represent the opin- 
ions of this organization; be it 

“Resolved, that it is the opinion of this or- 
ganization, the Syracuse Eye, Ear, Nose, and 
Throat Club, that the Rule of Ethics estab- 
lished in 1935 by vote of the House of Dele- 
gates not be rescinded: and be it 

“Resolved, that the Secretary be instructed 
to convey a copy of these resolutions to the 
delegates of the New York State Medical 
Society to the House of Delegates of the 
American Medical Association and such others 
as may be advisable; namely, the President 
of the American Academy of Ophthalmology, 
Dr. Ralph I. Lloyd, of Brooklyn, New York, 
and the Secretary of the Ophthalmologies! 
Section of the American Medical Association, 
Dr. Derrick Vail, of Cincinnati, Ohio.” 

The committee believes the purpose of this 
resolution has been adequately covered by the 
resolution of Dr. Bedell and, therefore, believes 
that it is unnecessary to bring it before the House 
at this time, although the purpose has been ap- 
Droved by the committee. 

Mr Speaker, I think that Dr. Bedell, who is 
the crime mover of this, could enlighten us a 
lot on the conditions which are existing and which 
might be contrary to the welfare of the medical 

^Speaker Bauer: Dr. Bedell, the chairman 
would be very glad to have you come up here 
and explain this in more detail. 


Dn. Arthur J. Bedell, Past-President: Mr. 
Speaker and Members of the House, I regret 
that. Dr. Kopetzky’s knowledge is so limited 
that he will have to refer to the Bible for his 
spiritual education. 

I refer particularly to the final portion of my 
resolution, "that the delegates from the Medical 
Society of the State of New York to the American 
Medical Association be instructed to oppose any 
and every attempt to lower the standing of 
medical practice or conduct.” 

That is certainly clear to anyone who wishes to 
have it clear — “to oppose any and every attempt 
to lower the standing of medical practice or con- 
duct.” This organization has gone on record 
as approving certain rules of conduct. Among 
those rules are that we do not consult with those 
who are not engaged in the practice of medicine. 
There is not a man on the floor who does not 
know that it is unethical to consult with an 
osteopath.* 

I am sorry to have to go into this in detail, 
but let us go back, so if you are asked to vote on 
a specific question — incidentally, this resolution 
was not for a specific purpose, but the question 
has been raised that it is — you will know the 
background. In 1934 or 1935 there was a great 
deal of agitation regarding the consultations and 
the fee-splitting between ophthalmologists and 
opticians. Every one of you knows how that 
has been spread through the literature in the 
country. .You know the article in Fortune. 
You know all that that has led to. A certain 
individual, a professor of ophthalmology in a 
western university, and the attending ophthal- 
mologist in a hospital, came before the Section 
on Ophthalmology, and asked that the Section 
go on record as disapproving instruction by 
doctors of laymen — and opticians and optome- 
trists are laymen in our sense. It came about 
then that this resolution was passed by the Sec- 
tion, and passed by an overwhelming vote. 
It was then carried to the House of Delegates of 
the American Medical Association, and they ap- 
proved it unanimously. 

Subsequent to that, some very few felt that 
that curtailed their activities in one way or an- 
other, so they started a campaign for the re- 
scinding of this resolution. As a result, a refer- 
endum vote was sent to every registered oph- 
thalmologist in the Section on Ophthalmology 
of the American Medical Association, and much 
to the surprise of those that sponsored that 
referendum the vote was overwhelmingly in favor 
of the retention of it. Please take that in note: 
that instead of any small group; it was sent to all 
registered members of the Section on Ophthal- 
mology, and an overwhelming vote came back, 
“Do not rescind it.” 

That was not sufficient for those who wished for 
some motives to change it, so they brought it up 
before the Section on Ophthalmology, and again 
they were defeated. Finally, at the last meeting, 
late in the afternoon, someone arose and said, 

“I move we go into executive session. At 
that time the House was almost empty— well, 
certainly, there was less than one-tenth o£ the 
number of men that had been there. Theresolu- 
tion for rescinding was then placed 


* Should bo "chiropractor," according to later correc- 
tion. 
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small crowd, and, by about eight votes, was then 
passed. That is the history of the movement. 

In my pocket upstairs — unfortunately not on 
my person — is a letter from the secretary of the 
Section on Ophthalmology. (For those who do 
not know it, I happen to be the delegate to the 
American Medical Association representing the 
Section on Ophthalmology of the A.M.A.) As I 
said, I have a letter from the section chairman 
saying, “Do not introduce that rescinding resolu- 
tion until you hear more from us. Further, 
there null be a meeting of the Section before 
action will be taken." 

Let us understand what that means. There 
has been a nation-wide rising up in wrath and 
indignation against this rescinding resolution, 
and that has come from all over the country. 
It has come from the West Coast, the Middle 
States, and so on. If you pass the resolution 
which your committee approved of, it simply 
says you are going to oppose any and every 
attempt to lower the standards of medical prac- 
tice or conduct. I sincerely trust you will not 
think there is any hidden motive, for there is not. 
(Applause) 

Speaker Batter: I think for clarification that 
perhaps some misunderstanding exists in this 
House as to the intent of this resolution. As the 
chair understands it — and if I am wrong, Dr. 
Guess, please correct me — this is not a resolution 
directing our delegates to take a resolution to the 
American Medical Association and introduce it, 
but merely that if such a resolution as has been 
described is introduced by anyone else, they are 
instructed to oppose it. Am I correct in that? 
Dr. Guess: Right. 

Speaker Bauer: Is there any further dis- 
cussion? 

Dr. John J. Mastekson, Kings: Dr. Bedell 
made a statement that it was not ethical to con- 
sult with an osteopath. Does he mean an osteo- 
path or a chiropractor? An osteopath is licensed 
to practice in this state. 

Dr. Bedell: Thank you! I mean a chiro- 
practor. 

Dr. Masterson: 1 brought that before you 
because we have the press here. 

President Kopetzky: I did not understand 
it, as it has now been presented. 

Chorus: Nor did we. 

Dr. Guess: Inasmuch as Dr. Kopetzky and 
several others have said they did not under- 
stand it, I should like to read Dr. Bedell’s resolu- 
tion again. 

Speaker Bauer: Please do so. 

Dr. Guess: It reads: 

“Whereas, it has come to our attention 
that resolutions may be introduced in the 
House of Delegates of the American Medical 
Association which we believe will lower the 
ethical standing of the members of the profes- 
sion ; and 

“Whereas, we are convinced that any at- 
tempt to so alter the professional standing of 
our members would be detrimental to the pub- 
lic health; be it therefore 

“ Resolved , that the House of Delegates of 
the Medical Society of the State of New York, 
in annual session assembled, hereby registers 
its protest of any such contemplated -changes; 
and further be it 

“Resolved, that the delegates from the Medi- 


cal Society of the State of New York to the 
American Medical Association be instructed to 
oppose any and every attempt to lower the 
standing of medical practice or conduct.” 

The committee recommends approval of this 
resolution, and I so move. 

Speaker Bauer: It has already been moved. 
It was also moved that action on this be delayed 
until the other resolution was presented. No 
motion was made with reference to the other 
resolution of Dr. Blaisdell’s, so the motion before 
the House now is still the original motion to 
adopt the report of the reference committee, 
which carries with it approval of the resolution 
introduced by Dr. Bedell. 

Dr. Abraham Koplowitz, Kings: I am in 
entire sympathy with Dr. Bedell in his ideas, but 
1 do not think that this resolution is in any way 
going to further them. This is instructing the 
delegates to do a very obvious thing, a thing 
which if they did not think of they have no right 
to be delegates. I woidd suggest or, rather, 
move you that this be resubmitted to the refer- 
ence committee with very definite instructions as 
to the wording of the resolution to make it apply 
to the particular rescinding that Dr. Bedell 
speaks of. After there is a rewording of that, we 
could then take a definite stand. 

. . . .The motion was seconded by several 

Speaker Bauer: It has been moved and 
seconded that the resolution introduced by Dr. 
Bedell be recommitted to the reference com- 
mittee. Is there any discussion on the recom- 
mittal? 

Dr. James F. Rooney, Past-President: I can 
see no reason for recommitting the resolution. 
It merely calls attention to the need for our 
delegates to the A.M.A. to stand for the preser- 
vation of our present Code of Ethics. It may 
seem to some superfluous, but it does not seem 
so to me. 1 feel that the resolution is perfectly 
proper, and in view of Dr. Bedell's lucid explana- 
tion not alone is it proper, but it is needed at this 
time. I hope the motion to resubmit will not 
pass and that the House will vote to sustain the 
Code of Ethics of the A.M.A., and will so direct 
our delegates to that body. 

The question being called, the motion to 

recommit was put to a vote, and was lost 

Speaker Bauer: The motion before you 
now is the adoption of the reference committee’s 
report, which carries with it adoption of Dr. 
Bedell’s resolution. Is there aDy further dis- 
cussion? 

The question being called, the motion was 

put to a vote, and was carried 

Dr. Guess: We will now go back to the other 
resolution by Dr. Blaisdell on the same subject. 
Shall I re-read it? 

Chorus: No! 

Speaker Bauer: Does anyone wish that 
second resolution re-read? 

Chorus: No! 

Speaker Bauer: It is the wish of the House 
not to have it re-read. 

Dr. Guess: The reference committee believes 
the purpose of this resolution has been ade- 
quately covered by the resolution of Dr. Bedell 
and, therefore, believes that it is unnecessary to 
bring it before the House at this time, although 
the purpose has been approved by the committee. 
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De. Aranow: Yes, I will move that. 

Dr. John L. Bauer, Kings: I will second 
that. 

Speaker Bauer: It has been moved that the 
other resolution pertaining to this subject-mat- 
ter be taken up before final action is taken on the 
resolution just read. Is there any discussion? 

.... There were calls for the question, and the 
motion was put to a vote, and was unanimously 
carried 

Speaker Bauer: We will take up the other 
resolution first, and then come back to this one. 


Section 42. (See 18) 

Report of Reference Committee on New Business 
C — Opposition to Change in A.M.A. Rule of 
Ethics Against Consultation with Nonmedical 
Persons 


Dr. Guess: This is the resolution referred to 
that was presented by Dr. Irl H. Blaisdell, secre- 
tary of the Syracuse Eye, Ear, Nose, and Throat 
Club: 

“Whereas, there is a Rule of Ethics gov- 
erning the relationship of members of the 
American Medical Association in the matter of 
giving lectures or courses of instruction or to 
consult with anyone not associated with actual 
medical service, adopted by the House of Dele- 
gates of the American Medical Association in 
1935; and 

“Whereas, this Rule of Ethics in the 
opinion of this organization is still satisfactory 
and adequate; and 

“Whereas, the motion passed at the 1941 
meeting of the Section on Ophthalmology of 
the American Medical Association in Cleve- 
land asking the House of Delegates to rescind 
this motion was not adequately discussed ; and 
“Whereas, the one hundred and fifty mem- 
bers present did not fully represent the opin- 
ions of this organization; be it 

“Resolved, that it is the opinion of this or- 
ganization, the Syracuse Eye, Ear, Nose, and 
Throat Club, that the Rule of Ethics estab- 
lished in 1935 by vote of the House of Dele- 
gates not be rescinded: and be it 

“Resolved, that the Secretary be instructed 
to convey a copy of these resolutions to the 
delegates of the New York State Medical 
Society to the House of Delegates of the 
American Medical Association ana such others 
as may be advisable; namely, the President 
of the American Academy of Ophthalmology, 
Dr. Ralph I. Lloyd, of Brooklyn, New York, 
and the Secretary of the Ophthalmological 
Section of the American Medical Association, 
Dr. Derrick Vail, of Cincinnati, Ohio.” 


The committee believes the purpose of this 
resolution has been adequately covered by the 
resolution of Dr. Bedell and, therefore, believes 
that it is unnecessary to bring it before the House 
at this time, although the purpose has been ap- 
nroved by the committee. , 

Mr. Speaker, I think that Dr. Bedell, who is 
the prime mover of this, could enlighten us a 
lot on the conditions which are existing and which 
might be contrary to the welfare of the medical 

^Speaker Bauer: Dr. Bedell, the chairman 
would be very glad to have you come up here 
and explain this m more detail. 


Dn. Arthur J. Bedell, Past-Presidenl: Air. 
Speaker and Members of the House, I regret 
that. Dr. Kopetzky’s knowledge is so limited 
that he will have to refer to the Bible for his 
spiritual education. 

I refer particularly to the final portion of my 
resolution, “that the delegates from the Medical 
Society of the State of New York to the American 
Medical Association be instructed to oppose any 
and every attempt to lower the standing of 
medical practice or conduct.” 

That is certainly clear to anyone who wishes to 
have it clear — “to oppose any and every attempt 
to lower the standing of medical practice or con- 
duct.” This organization has gone on record 
as approving certain rules of conduct. Among 
those rules are that we do not consult with those 
who are not engaged in the practice of medicine. 
There is not a man on the floor who does not 
know that it is unethical to consult with an 
osteopath. * 

I am sorry to have to go into this in detail, 
but let us go back, so if you are asked to vote on 
a specific question — incidentally, this resolution 
was not for a specific purpose, but the question 
has been raised that it is — you will know the 
background. In 1934 or 1935 there was a great 
deal of agitation regarding the consultations and 
the fee-splitting between ophthalmologists and 
opticians. Every one of you knows how that 
has been spread through the literature in the 
country. .You know the article in Fortune. 
You know all that that has led to. A certain 
individual, a professor of ophthalmology in a 
western university, and the attending ophthal- 
mologist in a hospital, came before the Section 
on Ophthalmology, and asked that the Section 
go on record as disapproving instruction by 
doctors of laymen — and opticians and optome- 
trists are laymen in our sense. It came about 
then that this resolution was passed by the Sec- 
tion, and passed by an overwhelming vote. 
It. was then carried to the House of Delegates of 
the American Medical Association, and they ap- 
proved it unanimously. 

Subsequent to that, some very few felt that 
that curtailed their activities in one way or an- 


other, so they started a campaign for the re- 
scinding of this resolution. As a result, a refer- 
endum vote was sent to every registered oph- 
thalmologist in the Section on Ophthalmology 
of the American Medical Association, and much 
to the surprise of those that sponsored that 
referendum the vote was overwhelmingly in favor 
of the retention of it. Please take that in note: 
that instead of any small group, it was sent to all 
registered members of the Section on Ophthal- 
mology, and an overwhelming vote came back, 
“Do not rescind it.” 

That was not sufficient for those who wished for 
some motives to change it, so they brought it up 
before the Section on Ophthalmology, and again 
they were defeated. Finally, at the last meeting, 
late in the afternoon, someone arose and ( said, 
“I move we go into executive session. At 
that time the House was almost empty— well, 
certainly, there was less than one- 

number of men that had been there. 

tion for rescinding was then plac 


* Should be "chiropractor," according to later corroc 
tion. 
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their practices, and if government agencies 
refuse to commission in the Armed Services 
graduates of foreign schools, both natives and 
foreigners who are refugees here, the result will 
be that these graduates of foreign schools will 
have the practice, whatever there is of it, by the 
time our native sons return from military duty. 
On the other hand, it should be honestly stated 
that most of these men are knocking at the door 
of government agencies and offering their services 
to the government because they realize the pe- 
culiar position in which conflicting and multi- 
tudinous regulations place them, and they do 
not wish to assume the role of displacing 
the native-born American physician. Conse- 
quently, some time ago I wrote a memorial on 
their situation to the President of the United 
States and asked that some government agency 
formulate a policy which would, on the one hand, 
utilize their services, and on the other hand not 
put them into the classification of displacing 
American physicians who are out on government 
service in the military forces, to prevent inter- 
racial and inter-religious hatreds. 

This memorial that I sent forward has been 
passing through various departments in Washing- 
ton, and has not as yet been officially answered. 
Unofficially, I have heard from Dr. Irving Abell, 
the chairman of the National Committee that 
sits on the committees with the Surgeons General 
of the Army and Navy and the Public Health, 
that they are tryingto work out a formula. The 
action of Surgeon General Parran’s editorial, to 
which reference is made in the resolution, was a 
bite, to see the reaction, and in essence it meant 
that they recognize the danger of leaving these 
men to assume the practices of Americans who go 
into the Armed Forces and the natural reaction 
of our native-born doctors who, when they come 
hack, will find this competition seated and en- 
trenched and have a harder job re-establishing 
themselves. They recognize that as a potent 
factor and tried to find a way of utilizing these 
men’s services away from New York, and they 
ask states which have not as liberal a policy in 
regard to licensure as New York State has to let 
down the bars, because if they did these men 
would not be crowding by the thousands in the 
State of New York but would spread all over the 
country. They merely ask that these states let 
doom the bars temporarily while these men are 
in government service, not in the Army, because 
in the Armed Forces, for reasons of strategy and 
policy, these men cannot be commissioned and 
cannot be vised; hence this effort. 

This effort is indirectly a service to our own 
people. This effort indirectly is taking these 
men, these unfortunate men, whom when we 
return from service we will envy because they 
will have seated themselves into our practices, 
out of such a precarious position. In other 
words, they, too, will leave their home stations 
and take their chances to re-establish themselves 
when and if the emergency is over. Inherent in 
the thing is the fact that they have a temporary 
license to practice in a specific place. For in- 
stance, they may get a temporary license to prac- 
tice in Sitka, Alaska, on a government project, 
while the emergency is on and for six months 
thereafter, and when that period is over they can 
come back at the same time as our American 
doctors come back from the Armed Forces. 


Thus there is behind the program the essence of 
what we want, namely, its demobilization after 
the war. That is the situation. Procurement 
and Assignment insists that they enroll. Pro- 
curement and Assignment will then assign them 
for temporary work with the Public Health 
Service or for civilian work away from home. 
That is all there is to it. 

Dr. J. Richard Kevin, Past-President: I 
move we lay this on the table. 

Dr. Koplowitz: I second the motion. 

. . . .The motion to table was put to a vote, and 
was lost 

Dr. James F. Rooney, Past-President: In 
connection with the memorial which Dr. 
Kopetzky has just spoken about, the Congress 
in the last two weeks has taken some action on 
this question relating to the admission of aliens 
into the Army. There has never been any pro- 
vision in the statute law of the United States 
which prevents any alien from being commis- 
sioned in the Army. He could not be paid, but 
he could be commissioned. Two weeks ago both 
houses, the Senate and the House of Representa- 
tives, passed a bill providing that aliens other- 
wise acceptable to the government for commis- 
sion in the Armed Services could be commis- 
sioned and paid. Whether that bill has been 
signed by the President or not, I am not yet in- 
formed. My information is from the official 
Army and Navy Journal, so I take it something 
is already being done in relation to admitting 
these men to the Army and eventually in all 
probability some will be admitted. Of course 
not all will be, but many of them who are crying 
that they want to be commissioned may be, and 
the other services may take this up. 1 felt the 
House should know that has already been done. 
The Navy in all probability will not accept them. 
The Navy never has, but the other services I be- 
lieve very shortly will. They are going to be 
needed, and they will probably be utilized 
where they can best be fitted in. 

President Kopetzkt: I want to make a 
correction of Dr. Rooney’s statement. I am re- 
ferring to men who have taken out their first 
papers and have been here for some time; not to 
a nondeclarant personage who lives in this coun- 
try and was admitted under the quota, which is 
in a strict sense what an alien is. 

Db. Rooney: It does not make any differ- 
ence now. 

President Kopetzky: The ones I have 
reference to are not in the strict sense of the 
word aliens under the law. 

The question was called for, and the mo- 
tion was put to a vote, and was adopted 

Section 44 . ( See 22) 

Report of Reference Committee on New Business 
C— Licensure, Full Citizenship Requirement 
Db. Guess: This is a resolution presented by 
Dr. John L. Edwards, of Columbia County, Dr. 
Denver N. Vickers, of Washington County, and 
Dr. Joseph H. Cornell, of Schenectady County: 

“Whereas, the large influx of foreign- 
educated physicians permitted to practice 
medicine in this state without known scholastic 
and medical training has tended to lower the 
standards of medical ethics and practice; 

“ Resolved , that applicants for the practice of 
medicine in this state from foreign schools 
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Speaker Batter: What is your recommenda- 
tion, that no action be taken on it? 

Dr. Guess: No, it can be brought before the 
House, but we make no comment on it. 

Dr. Rooney: I move that that lay on the 
table. 

The motion was seconded, put to a vote, 

and was carried 


state health departments, how they rate them. 
Then all that information goes to Procurement 
and Assignment, and they assign the man on 
requisitions of various agencies, the Army, the 
Navy, the Panama Service, the Indian Service, 
full-time Civil Service, full-time civilian defense, 
etc., according to the requisitions coming in 
from these agencies for doctors. 


Section. 43. (See 24) 

Report of Reference Committee on New Business 
C — Foreign Physicians Under Procurement 
and Assignment 


Dr. Guess: This resolution was introduced 
by Dr. John D. Carroll, of the Medical Society 
of the County of Rensselaer: 

“Resolved that the Delegates representing 
the Medical Society of the County of Rensse- 
laer of the State of New York put forward this 
resolution: 

"Pursuant to Surgeon General Parran’s 
editorial of recent date in the Journal of the 
American Medical Association, concerning the 
shortage of medical practitioners throughout 
the country and advocating the lessening of 
licensure restrictions in the case of foreign 
physicians, we of the Medical Society of the 
County of Rensselaer respectfully submit: 

“Resolved that (1) Since the majority of said 
foreign doctors are engaged in the practice of 
medicine in the State of New York, the Office 
of Procurement and Assignment shall in the 
future select from among these same foreign 
doctors now practicing in this state physicians 
for practice in other states that meet with 
New York State’s reciprocity laws; 

“(2) All foreign physicians who have been 
licensed to practice in the United States be 
brought under the jurisdiction of the Procure- 
ment and Assignment Board and, if they are 
not eligible for Army or Navy duty, they shall 
be placed in other governmental service for 
the duration of the war." 

The committee recommends approval of this 
resolution, and I so move. 


The motion was seconded 

Dr. Laurance D. Redv'ay, Westchester; It is 
my understanding that the Procurement and 
Assignment Service has no authority whatever 
to assign anybody any place anywhere but merely 
to furnish material to be assigned by the service 
generally. If I am correct in that, 1 cannot see 
how this motion can be entertained for the ap- 
proval of this resolution. 

Speaker Bauer: Maybe Colonel Kopetzky 


;ould enlighten us. . 

A question has been raised in reference to this 
-esolution (handing Colonel Kopetzky a copy of 
Dr. Carroll’s resolution) as to whether or not the 
Procurement and Assignment Service has any 
ruthority to assign any physician anywhere, or 
whether theirs is purely an informative function, 
inmelv getting the necessary information and 
ivai lability of an individual for such assignment. 

President Kopetzky: Procurement and As- 
-irmment catalogues physicians according to their 
’^abilities and their availability. In estimating 
ivaiiability, it asks the institutions where they 
inf working, it asks competent committees in the 
'nmmunities where they practice, and, lastly , if 
thej^are 1 connected with teaching institutions or 


Speaker Bauer: Thank you, Doctor! 

Apparently the point made by Dr, Redway 
was in order. 

Dr. Walter P. Anderton, New York: What 
states reciprocate with New York State in the 
licensure of physicians? 

Dr. Guess: There is no reciprocity that I 
know of. 

Dr. Rooney: There is no reciprocity of New 
York with any other state in the Union. 

Speaker Bauer: In view of the points which 
have been raised, I think if there is no objection 
we will recommit the resolution for redrawing. 

Dr. Guess: In all fairness to the committee, 
let me say that we realized there is no reciprocity 
of New York State with any other state in the 
Union, but Procurement and Assignment has 
nothing to do with reciprocity. When that 
begins to work, it will not be necessary to have 
reciprocity for the man to practice in the other 
state. 

Chorus: Read it again! 

Speaker Bauer: Will you read that again? 
Some of them apparently did not hear it or wish 
it read again. 

Dr. Guess: The resolution reads: 


“Pursuant to Surgeon General Parran’s 
editorial of recent date in the Journal of the 
American Medical Association, concerning the 
shortage of medical practitioners throughout 
the country and advocating the lessening of 
licensure restrictions in the case of foreign 
physicians, we of the Medical Society of the 
County of Rensselaer respectfully submit : 

“ Resolved that (1) Since the majority of said 
foreign doctors are engaged in the practice of 
medicine in the State of New York, the Office 
of Procurement and Assignment shall in the 
future select from among these same foreign 
doctors now practicing in this state physicians 
for practice in other states that meet with New 
York State’s reciprocity laws;’’ 

We have no reciprocity, so that would have to 
be deleted, but according to the intent of the 
resolution, applying it to the Procurement and 
Assignment it seems to be irrelevant anyway, so 
we could delete the clause "that meet with New 
York State’s reciprocity laws,” and not affect it 
in any way. 

“(2) All foreign physicians who have been 
licensed to practice in the United States be 
brought under the jurisdiction of the Procure- 
ment and Assignment Board and, if they are 
not eligible for Army or Navy duty, they shall 
be placed in other governmental service for 
the duration of the war.” 


President Kopetzky: Gentlemen, if there 
is one group in the community who are between 
the devil and the deep sea it is the forcign pnyiii- 

cian. National Headquarters says it is a New 
York problem. If our native sons are put into 
the service, 'and if our native sons must leave 
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ten years in a foreign country, and has since 
come to this country — if you want him to do 
nothing for five years, waiting for citizenship, 
you are either going to drive hi in into illicit 
practice or you are going to make him a recipient 
of relief, whether it be official or nonoffieial, direct 
or indirect, and some other part of the commu- 
nity will have to support him 
Don't forget one other factor, gentlemen 
The Medical Practice Act was not intended to 
act as a bar to any qualified man to practice 
medicine It was enacted with the idea of pro- 
tecting the community from illicit, unqualified 
practitioners, and I believe sooner or later by 
injudicious action of the medical profession itself 
that differentiation, and decision, and interpreta- 
tion will have to be made You will force it into 
the courts, and then these ancillary regulations 
that the Regents are making to protect us from 
the quantity of men who enter practice rather 
than protect us from the quality of men w ho enter 
practice will be decided by our courts 
As far as my weak voice can influence you, I 
would suggest m the interests of the Regents as 
w ell as in the interests of this State Society and its 
dignity that we should leave this question alone 
Dr. Homer J Knickerbocker, Ontario I 
move we table the matter. 

The motion was seconded by several 
Speaker Baiter- It has been moved and 
seconded that the resolution be tabled All 
those in favor of tabling it say “Aye”; those 
opposed, “Ho ” Apparently the motion is lost, 
but the chair will call for a rising vote All 
those in favor of tabling the resolution will 
please nse. 

Eighty-one arose 

Speaker Bauer: Now those opposed to 
tabling the resolution will please rise 
Sixty-three arose 

Speaker Bauer. The motion is tabled by a 
vote of eighty-one to sixty-three (Applause) 

Section 15 

Report of Reference Committee on Report of the 
Council — Part VI: Medical Relief 

Dr Roy B Hemline, New York Your com- 
mittee wishes to compliment the Subcommittee 
on Medical Rebef, of which Dr. E Christopher 
Wood is chairman, on the tremendous progress it 
has made toward the solution of this difficult 
problem of medical relief, and approve their 
report as published The principles governing 
working arrangements between the medical 
profession and the Departments of Public Wel- 
fare have been previously reported During the 
past year many conferences and discussions have 
led to a joint statement by the Subcommittee 
on Medical Rebef and the Departments of Pubhc 
Welfare outlining their progress Through the 
combined efforts of these tv. o agencies the medi- 
cal care plan has been instituted in our state 
Under the general principles set forth, great 
strides have been made in procuring good medical 
care of all types for persons on rebef, only 
through the complete understanding and coopera- 
tion of the Subcommittee on Medical Relief of 
the Medical Society of the State of New York m 
conjunction with the Departments of Public 
Welfare This work has not yet been completed, 
and, through wider experience, many of the path- 


ways for this service may have to be altered. 
There are still many features which are not com- 
pletely desirable to either group, but they have 
accomplished much through their cooperation 
and understanding and willingness to sacrifice 
many of these controversial points for the general 
good of the patient. It is hoped that this work 
can continue under their competent leadership 
We wish to commend Deputy Commissioner Lee 
C Don hug and Dr H Jackson Davis for their 
splendid cooperation with the Medical Society of 
the State of New York. It is suggested that 
attention of the membership be called to a 
Special Article on “New York State’s Public- 
Medical Care Program," which will appear in 
the May 1, 1942, issue of the State Journal 
I move the approval of the complete report 

The motion was seconded 
Speaker B auer: You have heard the repoi t 
of the reference committee It has been moved 
and seconded that it be adopted Is there any 
discussion? 

Dr Arthur J. Bedell, Past-President ■ A 
question of information — I would like a little in- 
formation regarding the record of this man Davis 
that is specifically recommended for his activi- 
ties because, if my memory serves me well, it 
might be illuminating for this organization to 
understand whom they are recommending today 
Speaker Bauer: Dr Wood, would you like 
to answer that question? 

Dr E Christopher Wood, Westchester I 
would like to have the chairman of the reference 
committee re-read that portion I am not sure 
I remember the wording 
Dr Henline- “We wish to commend 
Deputy Commissioner Lee C. Dowling and Dr 
H Jackson Davis for their splendid cooperation 
with the Medical Society of the State of New 
York ” 

Dr Wood: In arise er to Dr. Bedell’s ques- 
tion, I interpret that to mean that the committee 
commends the cooperation of these two men m 
working out w-hatever solution we have so far 
obtained, and does not refer to, shall we say, the 
past record of either of these men. 

Dr. Bedell: I move you, sir, as a substitute 
that we recommit this portion of the report for 
further clarification before action is taken on it. 

The motion was seconded 
Speaker Bauer: It has been moved and 
seconded that this portion of the report be re- 
committed 

Secretary Irving : It so happens that I have 
had the privilege of sitting m with Dr. Wood’s 
committee and representatives of the State De- 
partment of Social Welfare throughout the last 
two years in all this work , I can state without 
the slightest reservation that the cooperation of 
those two men has been during that time excel- 
lent, and that is all that I understand the com- 
mendation of the reference committee indicates 
I do not think it needs to be recommitted 
Speaker Bauer- Is there any further dis- 
cussion? 

The question was called for, and the mo- 
tion to recommit was put to a vote, and was 
lost 

Speaker Bauer: The report is before jou 
for jour consideration as to its adoption R 
there any further discussion f 
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other than Canada be required to have full 
citizenship, premedical and medical education 
comparable with class A medical schools of the 
United States and Canada,” 

The committee, Mr. Speaker, wishes to bring 
this before the House of Delegates by paragraph, 
or in two parts. 

Paragraph 1 — the committee is agreed and 
recommends a vote be taken on this parasranh 
at this time. 

Speaker Bauer: Will you read that para- 
graph again, please? 

Dr. Guess: It reads: 

“Whereas, the large influx of foreign- 
educated physicians permitted to practice 
medicine in this state without known scholastic 
and medical training has tended to lower the 
standards of medical ethics and practice;” 
Speaker Bauer: Well, what about it? 

Dr. Guess: We move the adoption of that 
paragraph. 

Dr. George S. Towne, Saratoga: I second 
the motion. 

Speaker Bauer: I think the motion is out of 
order in that you cannot adopt a preamble to a 
resolution before you adopt the resolution itself. 
You can adopt the resolution and then modify 
the preamble to suit the resolution, but if you 
adopt the preamble first, then you may have 
adopted something that may have no bearing at 
all on the body of the resolution. 

Dr. J. Richard Kevin, Past-President: We 
have no power to suggest to the Regents to 
modify their requirements that I know of. 
Chorus: We have. 

Speaker Bauer: I will rule that motion out 
of order, Dr. Guess. Do you want to go on to 
the resolution itself? 

Dr. Guess: Paragraph 2 — after prolonged 
and considerable discussion the committee be- 
lieves that this paragraph, deleting the reference 
to Canada, be brought to a vote of the House of 
Delegates without comment. 

Speaker Bauer: Will you read the para- 
graph involved so it may be clear in the minds 
of the Blouse? 

Dr. Guess: The second paragraph reads: 

“Resolved: That applicants for the practice 
of medicine in this state from foreign schools 
other than Canada be required to have full 
citizenship, premedical and medical education 
comparable with class A medical schools of the 
United States and Canada.” 

Speaker Bauer: The committee makes no 
recommendation except to delete the words with 
reference to Canada. Is that correct? 

Dr. Guess: Right. 

Speaker Bauer: There is no motion before 

the House. , . _ 

Dr. John L. Edwards, Columbia: 1 move it 

be adopted. ,, , . 

Speaker Bauer: Do you move the adoption 
with the deletion of the words with reference to 
Canada? 

Dr. Edwards : X do. 


What was the ques- 


Dr. Joseph Lawrence: 
tion? 

Speaker Bauer: The question was whether 
or not the adoption of this resolution as moved 
would require a change in the state law. 

Dr. Lawrence: It would. 

Speaker Bauer: Does that answer your 
question? 

Dr. Aranow: Yes. 

Speaker Bauer: Is there any other ques- 
tion, or any other discussion? 

Dr. J Ames F. Rooney, Past-President: I hate 
to disagree with my good friend, Dr. Lawrence, 
but in this case I do disagree witli him. I don’t 
think it does embody any special change in the 
state law; it embodies a change in the regula- 
tions of the Board of Regents. The resolution 
requires citizenship, and that will embody a 
change in the law, but the remainder of it will 
require no change in the basic law. 

Dr. Alfred Hellman, New York: I should 
like to move a substitute resolution as follows: 
That the resolution as read be adopted omitting 
the word “Canada” and omitting the require- 
ment of full citizenship. 

Chorus: No. 

Speaker Bauer: Dr. Heilman has moved a 
substitute motion, or really an amendment to the 
motion by deleting the requirement of full citi- 
zenship. Is that seconded? 

— There was no response 

Speaker Bauer: There is no second to your 
motion, Dr. Heilman, so it is lost. 

Is there any further discussion of the motion? 

President Kopetzky: I am sorry that Dr. 
Madiil is not present. We have bad this bind of 
a resolution before in this House. I well realize 
the emotional reaction which is back of the 
resolution and back of the recommendations of 
the committee, and I am totally unconcerned 
whether you pass it under this emotional reaction 
or whether you do not. But this, please, re- 
member: If you insist on citizenship for these 
men, some politician who wants to Snd a cause 
to reach the headlines will use that as a platform, 
and, as Dr. Madiil said here when such a motion 
was pending — I think last year and also the year 
before — you will open the Medical Practice Act, 
involving citizenship and a whole lot of other 
questions, in your state legislature, which under 
an emotional reaction will not be to the best 
interests of the practicing physicians. 

There are a limited number of men who have 
come in under our laws. The Regents up to 
date have insisted on giving every one of them 
an examination. There is no more endorsement 
of licensure. During the war period immigration 
has stopped. Your problem is no larger than the 
quota of these men that are now before you. 
These are facts that you should remember, and 
also bear in mind that it is through no fault of 
theirs that they are here. It is no fault of theirs 
any more than it was the fault of my ancestors 
when they came here. Except those who lancled 
at Plymouth Rock and those who were among 
the original Dutch settlers in New York, if you 


Thp'motion was seconded by several look back at all the rest who came here, at some 

The motion was seconaeu fim* nno ,i« poirift iust as these men came. 


Dr. Harry Aranow, Bronx: 1 would like to 
know from Dr. Lawrence whether or not this 
will reauire a change in the state law. 

SpSb Bauer: Dr. Lawrence, can you 

answer that question? 


time each one of us came just as these i ... 
although not driven out and totally dissoc 
from all wordly goods as these men were when 

th A mmwtoio has been practicing eight, nine, or 
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Dr. Bedell: To instruct the Council as to 
our desire. 

Speaker Bauer: It will not interfere with 
the other motion. You are correct. 

Db. Klein: I move the Directory be not 
printed during the coming year. 

Dr. Bedell: 1 second that. 

Speaker Bauer: It has been regularly moved 
and seconded that the Directory be not printed 
during the coming year. 

Dr. Harry Aranow, Bronx: I think that was 
passed in the original motion that it be not pub- 
lished this year. 

Speaker Bauer: I thought it was merely left 
to the discretion of the Council, without 003' 
specific instructions. The motion before you, 
then, is that the Directory be not printed during 
the coming year. Is there any further discussion 
on it? 

The question being called, the motion u as 

put to a vote and was earned 

Dr. Klein: 2. The Board of Trustees should 
be memorialized to effect as many savings as they 
can m various committees. 

3. The county medical societies should be 
asked to discriminate betneen members who can 
and those on whom it would be a hardship to pay 
dues during the term of their service. 

I want to explain that the committee felt that 
too many men, though in the service, can very 
well afford to pay the dues, and with such a defi- 
cit as we will be faced with, probably next year, 
more careful recommendations for the reduction 
of dues should be made by the county societies to 
the Council which has, I understand, the pow er 
to reduce. 

Speaker Bauer: The resolution passed last 
year was to the effect that the Council m its 
judgment could remit dues, a part or ail of the 
dues. 

Dr. Klein: 4. The Board of Trustees should 
be empowered to use some or all of the income 
from investments or from the reserve fund for 
expenditures that may not he covered by the in- 
come from dues during the year 1942 
Speaker Bauer: I think that that is contrary 
to the Bylaws The Bylaws specifically state 
that all motions w ith reference to the expenditure 
of funds must be approved b> r the Board of 
Trustees They already have that authont> r , and 
therefore I think the motion itself is out of order 
Secretary Irvtng: Mr. Speaker, may I say 
a word? This House has gone on record several 
times about not using the income from invest- 
ments but putting that back into a war chest, so 
that I think you would have to have the House 
authorize the Trustees to that effect 
Speaker Bauer: A resolution or motion to 
the effect that it is the opinion of the House that 
the Trustees should m their discretion use this 
income from investments w ould be in order, but 
I thmk as drawn this is out of order Do you 
wish to reword it m accordance w'lth the sugges- 
tion? 

Dr. Klein: I would be glad to. 

Speaker Bauer: The committee simply 
recommends that the House recommend to the 
Trustees that they use the income from invest- 
ments, if they deem it necessary to do so 
Dr. Klein: Yes, 1 so move. 

. . . The motion w as seconded, put to a vote, 
and w as unanimously earned 


Dr. Klein: Your committee wants to compli- 
ment the treasurer for a clear and concise report, 
and Dr. Peter Irving for his assistance to the 
committee; also Mr. Anderson and Dr. Winslow. 

I move the adoption of the report as a whole as 
amended. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 
unanimously earned. . . . 

Speaker Bauer: Thank you, Dr. Klein' 

Section lf[. (See 8) 

Report of the Reference Committee on Report 

of the Council — Part IH: School Health 

Program 

Dr. Leo F. Schist, Clinton Your committee 
has considered the report and supplementary re- 
port of the Council subcommittee on school 
health. We note with approval that the Council 
has continued its efforts as directed by’ the House 
of Delegates at the 1 941 session, and share in their 
dissatisfaction that, notwithstanding discussions 
last year by the representative subcommittees of 
the Regents Advisory Council and of the State 
Medical Society, the State Department of Educa- 
tion has shown no disposition to make the basic 
changes in departmental procedure that were 
recommended bv the State Medical Society in 
1940. 

We approve of the eight principles laid down 
on pages 641 and 642 of the report under the 
headings “General,” “School Health Service,” 
and “Health Education.” 

We recommend that the Council through its 
subcommittee continue its efforts to bring about 
the changes whereby supervision of health and 
health problems among children of school age be 
under the charge of physicians. If this cannot be 
achieved through the cooperation of the State 
Education Department, we recommend that 
further steps be taken, particularly efforts to 
bnng the matter to the attention of Parent- 
Teachers Associations, to the bodies interested m 
the school health problem, and to the pubbe m 
general, and if necessary through attempts to 
secure legislative action. 

I move the adoption of this portion of the re- 
port. 

.... The motion was seconded, and there be- 
ing no discussion, it was put to a vote and was 
unanimously earned 

Dr. Schiff: We present the following as the 
minimum requirements for an adequate school 
health setup: 

1. That it be directed by a physician of ex- 
perience m these matters and with a broad view- 
point of the responsibilities of the school for the 
health of its pupils; and that he have authority 
and sympathetic cooperation of the heads of the 
other divisions in ins department. 

2. That the program cover complete health 
supervision of children during their school life, in- 
cluding not only physical examination and atten- 
tion to correction of defects, but any other mat- 
ters that affect health, such as the physical condi- 
tion of school rooms, the relation of study hours 
to recreational hours, and types of recreation. 

3 That these health benefits be extended 
equally to all children attending schools, hethei 
under direct charge of departments of education 
or not 
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The question was called for, and the mo- 
tion was put to a vote, and was carried 

(A five-minute recess was taken at this point.) 
Speaker Bauer: The House will be in order. 

Section. 46. ( See 7) 


reduction in income from investments. These 
will certainly not be on the increase. 

At Dr. Irving’s suggestion this placard was 
made in the office, which I simply enlarged 
[holding it up], and which shows the comparative 
rise in membership from year to year for a 
number of years: 


Report of Reference Co mmi ttee on the Reports 
of the Treasurer and Board of Trustees 

Dr. W. Klein, Bronx: Report of the Board, of 
Trustees — Your reference committee studied the 
reports of the Board of Trustees. Their concern 
about the future financial standing of the Society 
is well taken. It is cheering to see that they were 
and are alert and have the foresight so important 
at this time. Their recommendations for econ- 
omy to the various heads of committees was a 
timely and important warning 

Your committee has no comments except to 
congratulate them on their performances for the 
year. I move the adoption of this report as 
printed. 


— The motion was seconded, and there being 
no discussion, it was put to a vote and was unani- 
mously carried 

Dr. Klein: Report of the Treasurer — The 
yearly report of the treasurer as printed gives but 
scant information for a thorough study and 
understanding of the financial state of our 
organization. Unless we read these reports in 
conjunction with many activities during the 
current year and compare those with reports 
and activities of previous years, we are apt to fail 
in a proper understanding of the figures. Your 
committee studied the report and compared this 
with various activities and with a view to the 
future. The first item to be noted is the income. 
It compares well with the 1940 figures. The 
total income for 1940 was SI79,148, while that of 
1941 was 5176,369. The difference was due to 
the collection of dues in arrears amounting to 
38,664 in 1940, while in 1941 income from the 
same source was only S2,237. The accountant’s 
figures show an income over expenses for the year 
1941 of only SI 1,517 as against 518,982 in the 
previous year. The difference is more apparent 
than real. Our inventories compared to lia- 
bilities are more by nearly 53,400, while there 
was an appreciable decline in the income from 
investments. The apparent rise in the Public 
Relations Bureau of nearly S5.000 is not to be 
taken at its face value. The allocation of part of 
the salaries previously paid out to administration 
and other bureaus were charged to this activity. 
The District Branch Executive Committee meet- 


ings cost nearly S400 more than in previous years. 
We mention these figures not to bore you but to 
bear in mind the constant rise in cost of manage- 
ment of our organization. The reason for this 
is the constant expansion of our activities. Your 
committee is anxious about the near future. 
Last year it was not predictable, while at this 
time we can safely say that the economic outlook 
for our Society is not cheering. Aside from 
many members being called to the colors who 
will have their dues remitted, the new graduates 
will be inducted in the Army and will not join 
with organized medicine during the duration. 
We will therefore have a marked reduction in in- 
come Our estimate is that the income will be 
less by about S35,000, not counting the possible 


1928 

1929 

1930. 

1931. 

1932. 

1933. 

1934. 

1935. 

1936. 

1937. 

1938. 

1939. 

1940. 

1941. 


.11.S06 
.12,314 
.12,812 
.13,195 
. 13,457 
. 13,299 
.13,417 
. 14,064 
.14,662 
15,529 
16,177 
16,785 
17,409 
17,781 


As you see, in 1941 we had 17,781 membership, 
and in 1928 we had 1 1,806. These increases will 
not occur during the coming year. 

An attempt was made to estimate the decline 
in membership or the decline in income from dues 
membership, and this graph was made [holding it 
up]. However, I think it is very, very con- 
servative, and it will come down to about 15,000 
by the end of 1942. 

In our present state of the nation new activities 
and burdens are constantly added which we as 
citizens and as organized medicine will not shirk. 
Our organization may have to undergo an eco- 
nomic change which is unprecedented. If we 
continue to sustain all activities as of the past 
year and the new ones added, such as Procure- 
ment and Assignment work, a saving in expendi- 
tures is an apparent improbability. There surely 
will be some savings in the publication bureau 
with a constant increase in advertising matter, 
but your committee fails to see where substantial 
reductions can be made without curtailing im- 
portant activities that have taken years to bring 
into existence. 

The treasurer’s report is a fine example of well- 
managed business. Your committee begs to 
make the following recommendations : 

1. The Directory should not be printed during 
the year. This will effect a saving of a number 
of thousands of dollars. 

Speaker Bauer: That already has been 
voted on — that it is to be left to the discretion of 
the Council. 

Dr. Klein: We recommend that the Direc- 
tory be not printed next year. 

Speaker Bauer: The House has already 
taken action which I think makes that motion 


mnecessary at the present time. 

Dr. Arthur J. Bedell, Past-President. 
Question of information— I was out of the Ho 
vhen the House took action on that. » hat " as 


he action? , ., 

Speaker Bauer: The action of the House 

vas that the Directory should be t P"“mereency 
liscretion of the Council during th 

Rv.nmx: Could we not take action on 


this as well? 

Speaker Bauer: 


Yes, you can, if you wish 


to. 
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burned by the Federal Government, it was 
brought to our attention that New York State de- 
sired to participate in these federal funds. 
Therefore they wished to change the method, and 
instead of paying the doctor directly to pay the 
patient directly. 

I wish to bring to your attention that we, your 
subcommittee and the others attending this con- 
ference, were placed by this proposal in a very 
difficult position as to judging and forming an 
opinion either for or against this proposal. If we 
said that we were opposed to it, we would be im- 
mediately subjected to very serious judgments. 
First of all, it could be said that the New York 
State Medical Society opposed a procedure of the 
State Department of Social Welfare which would 
permit the state to receive some six, seven, or 
eight hundred thousand dollars from the Federal 
Government. Secondly, the State Society or its 
representative would be put in the position of say- 
ing in effect that they had no faith in the in- 
tegrity of the relief chent to pay his own bills. 
So your committee said it would go along and ob- 
serve this method of payment, which it has done. 

The subcommittee made every effort to inform 
the Society and the whole membership that it 
wished each county society in its locality to keep 
records, if possible, of just how this worked out, 
and requested each group to notify your sub- 
committee if it had objections. 

We have received statements that various 
ocalities have objected to this method. We have 
not, however, received any definite factual ma- 
terial that we could present to the State Depart- 
ment which would show exactly upon what fac- 
tual grounds these objections were based. 

I would like to say now entirely from my own 
standpoint — because I am not certain how the 
subcommittee feels about this — that I feel it 
would be a big mistake for this Society to go on 
record as favoring a return to the old system of 
the state paying the doctor directly. 

Two years ago, as I recall it, in Buffalo, we met 
with several representatives of the Federal Social 
Security Board, and at that time they were very 
much in favor of paying the patient for medical 
services because they felt that that upheld the 
integrity and the independence of the relief client, 
that it permitted him to pay his own doctor in 
exactly the same manner that the self-supporting 
population did, and that it taught him to be inde- 

G dent, and, in a sense, self-reliant, and to 
get what money he had. 

If we object to this, and if we go on record as 
favoring going back to the old system of paying 
the doctor directly, it seems to me very, very 
definitely that we are favoring a form of state 
medicine. We are favoring a procedure in which 
the state pays the doctor directly for medical 
services. The patient has no part in the financial 
transaction. He has no part in deciding how 
much or how little, perhaps, he can spend in any 
one month for medical services. I believe also 
that it is the intention of the Federal Govern- 
ment and also of the state government to change 
this resolution, and on their part to return to the 
system of paying the physician directly. I hope 
I am not being unfair, but I cannot help but be- 
lieve that this return to this system of paying the 
doctor directly is not without motive. There- 
fore, I would ask of you to consider this proposal 
very carefully, and I trust that you will not ap- 


prove a return to the indirect method of paying 
the physician directly. 

Speaker Bauer: Is there any other discus- 
sion? 

Dr. Abraham Koplowitz, Kings: Mr. 
Speaker and Gentlemen, this resolution was 
offered by Kings County because the membership 
in our county had requested it. Various mem- 
bers had spoken to us personally about it, and 
some had written in demanding it. 

It seems that the Federal Social Security 
Board, or whatever the agency involved is, 
would rather pay it to the patient than the 
doctor, but let us see how that works out. They 
limit the price they are going to pay. It is not 
the personal relationship between doctor and 
patient, so that the doctor will charge whatever 
he pleases or thinks he is worth. There is a cer- 
tain fixed sum. The number of times he is going 
to call depends upon the condition. They are 
giving the patient money to pay the doctor, 
which a number of patients do not do. 

Dr. Wood spoke about a motive being behind 
it. Of eourse there is a motive: to get paid for 
the work you do. We know the charitable or- 
ganizations very often do regulate it a whole lot 
more clearly perhaps — let us say — than giving it 
to the patient. In New York City, where a great 
deal of money is given out for relief, a great many 
of you know that they get tickets to buy grocer- 
ies. Well, why not give them the money? 
Everything is regulated. We are not asking for 
anything unusual. We are asking that for the 
service we give, for which the price is limited, we 
should be paid. 

In what way is that degrading to the patient? 
I don’t see that we have to worry particularly 
about causing any bad effect. We are asking for 
what is coming to us. The least we can do is to 
ask for it, and if we don't get it we can shut up. 
We are meeting economic conditions as they 
exist, and I don’t see why we should pussyfoot 
around this. 

Secretary Irvtxg: It is my information that 
for the Greater City of New York the experience 
up to date is that only 5 per cent have not paid 
the doctor. 

President Kopetzkt: Gentlemen, you heard 
a number of speakers at various times warning 
the profession to be on guard, and I am here now 
again to ask you to be true to the principles that 
you have been reiterating for years. When it 
did not concern particularly the individual’s 
pocketbook, we stood for the principle that we 
wanted no intervention between our patient and 
ourselves. 

We are trying to scrutinize every measure that 
comes up, on which there is government money 
expended for medical services, with the criterion 
that there shall be no intervention between the 
patient and ourselves. The dilemma in which 
the Council found itself during the last year was 
to make the desires of the various doctors to get 
the money due them from the client fit in with 
the criterion that no second party — and that in- 
cludes government — shall intervene between the 
doctor and the patient. Therefore, your decision 
this afternoon will imply a further nibbling away 
of a fundamental principle that you have re- 
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I move the adoption of this portion of the re- 
port. 

.... The motion was seconded, and there being 
no discussion, it was put to a vote and unani- 
mously carried 

Dr. Schiff: We approve the recommenda- 
tion that Section 491 of the Education Law be 
altered to require that State grants to local school 
authorities be made on the basis of school enroll- 
ment rather than of daily attendance. The 
ieason for this is obvious; Under the present 
system, many children who should stay at home 
are urged to attend school in order to keep up the 
attendance record for the purpose of increasing 
the State-Aid grant. 

I move the adoption of this portion of the re- 
port. 

.... The motion was seconded, and there being 
no discussion, it was put to a vote and unani- 
mously carried 

Dr. Schiff: As to the supplementary report 
of the committee, your reference committee has 
reviewed this report and concurs completely with 
the recommendations therein submitted by the 
special subcommittee consisting of Drs. A. Clem- 
ent Silverman and William E. Ayling, disap- 
proving of the proposal to add an hour to each 
school day for physical education activities. I 
move the adoption of the supplementary report. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote and 
unanimously carried 

Dr. Schiff: I now move the adoption of the 
report as a whole. 

.... The motion was seconded, and as there 
was no discussion, it was put to a vote and 
unanimously carried 


Section 48. ( See 29) 

Report of Reference Committee on New Business 
B — 1943 Annual Meeting, Invitation to Buffalo 


Dr. Masterson: This is a resolution from 
Erie County: 

“Whereas, the 1941 Annual Meeting of the 
Medical Society of the State of New York was 
a great success in Buffalo ; and 
“Whereas, the President-Elect, George W. 
Cottis, is a resident of western New York; and 
“Whereas, the Medical Society of the 
County of Erie would indeed deem it an honor 
and great pleasure to have its colleagues from 
the rest of the State meet in Buffalo; there- 
fore be it 

“Resolved, that the Medical Society of the 
County of Erie extend an invitation to the 
Medical Society of the State of New York to 
hold its 1943 Annual Meeting in Buffalo.” 

Our committee looks with favor upon the in- 
vitation of the Medical Society of the County of 
Erie to hold its 1943 Annual Meeting m Buffalo, 
and would recommend the Council be apprised 
of our action. 

I so move. 

The motion was seconded, and as there 
was no discussion, it was put to a vote, and was 
carried 


Section 49- (See 16) 

Renort of the Reference Committee on New 
jBusiness B-Medical Relief, Direct Payment 
of Medical Fees 


Dr. Masterson: On the resolution presented 
by Dr. Koplowitz, of the Kings County Medical 
Society, reading: 

“Whereas, under the Social Security Act 
payments for medical care given to recipients- 
of-aid from the Blind, Old Age, and Depend- 
ent Children’s divisions of the Department of 
Social Welfare can no longer be made to physi- 
cians directly, but, instead, these payments 
must be made to the patient; and 

“Whereas, this method of payment has 
worked a hardship on the physicians who have 
rendered medical care to these persons by 
forcing them to make one or more additional 
calls to collect their bills; and 

“Whereas, in New York City it has been 
proven that nearly 5 per cent of these patients 
have not paid their doctors for medical care 
rendered with the money which the State De- 
partment of Social Welfare gave them, but in- 
stead have spent the money for other uses; 
and 

“Whereas, we are informed by the New 
York City Department of Welfare that this 
percentage is only a fraction of the number of 
patients who did not pay their physicians for 
medical care, as shown by the great many com- 
plaints from physicians who have telephoned 
to that Department, rather than written letters 
which could be submitted in evidence; and 

“Whereas, a similar resolution was intro- 
duced into the House of Delegates of the 
Medical Society of the State of New York at 
Buffalo, in 1941, at which time it was agreed 
that the State Society would carefully watch 
the experiment of using this method of pay- 
ment; and 

“Whereas, we feel that in New York City 
this experiment has not been a success; there- 
fore be it 

“ Resolved , that the New York State Medical 
Society, through its Delegates to the American 
Medical Association, request that the American 
Medical Association have legislation initiated 
to provide a change in the Social Security Act 
so that persons rendering medical care to re- 
cipients-of-aid from any government agency 
may be paid directly by that agency,” 

your committee recommends the approval of this 
resolution. 

I so move. 


.... The motion was seconded . . 

Speaker Bauer: The committee moves the 
adoption of the resolution. Is there any dis- 
cussion? 

Dr. E. Christopher Wood, Westchester: Mr. 
Speaker and Members of the House, in regard to 
your consideration of this report and this resolu- 
tion, I would like to bring to your attention the 
following: It has been the custom for a number 
of years for this state at least — New York State 
to pay physicians directly for their services to 
medical relief clients, and although the physi- 
2 ian is paid directly, that is called the indirect 
nethod of payment. Last year, because the 
Federal Social Security Board was in favor of 
laying the patient rather than the doctor the 
noney for the services rendered by physicians, 
his was called the direct payment, and because 
he Social Security Board insisted that this 
nethod be adopted if a state were to be reim- 
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to record itself as being opposed to this pro- 
cedure; and to have the Medical Society of 
the State of New York also request the De- 
partment of Welfare to pay those physicians 
directly, as heretofore; and be it also 
“Remind, that the Medical Society of the 
State of Yew York recommend to the Ameri- 
can Medical Association to request the Govern- 
ment at Washington to alter that provision of 
the Social Security Law necessary to permit 
doctors to be paid directly.’' 

Inasmuch as the matter covered by this resolu- 
tion is practically the same as that introduced by 
Dr. Koplowitz, of Kings, we do not feel it is 
necessary to take any action on the resolution 
introduced by Dr. Gibbs, Jr., of Yew York. 

Speaker Bauer : Inas much as the resolution 
is practically identical, the chair will rule no 
action is essential on this resolution. 

I will ask Dr. Masterson if he would mind de- 
ferring the rest of his report until tomorrow morn- 
ing because there are a number of resolutions that 
the delegates wish to present, and it would help 
their consideration considerably' if they' could be 
presented this evening so that the reference com- 
mittees can get them in their hands as soon as 
possible. 

Sectional. ( [SeeSS ) 

Social Security, Physicians 

Dr. B. M. Bebxstbin': My- resolution con- 
cerns social security' for physicians when, as, and 
if social security should so "have its base widened 
as to include many' more than it includes at the 
present time. Even though I 3m instructed by 
the Society 

Speaker Bauer: Please don’t discuss your 
resolution; you can discuss it all you want to 
when the reference committee brings it in. 

Mb. Bernstein’: My resolution reads: 

“Resolved, that the Delegates of the Medical 
Society of the State of Yew York to the 
American Medical Association be instructed to 
petition the American Medical Association to 
study Social Security and methods whereby 
physicians may participate in its program and 
benefits.” 

Speaker Bauer: This resolution will be Re- 
ferred to the Reference Committee on Yew 
business A, of which Dr. Simpson is the chair- 
man. 

Section 52. (See 70) 

Workmen’s Compensation Fee Schedule 

Da. Ratmo.vd F. Kircheb, Albany: This 
resolution is from the Medical Society of the 
County of Albany and concerns the Workmen’s 
Compensation Fee Schedule: 

“Whereas, the Workmen’s Compensation 
Fee Schedule has been in existence in this 
State since 1935; and 

“Whereas, at the time of its adoption many 
items were generally considered too low; and 
“Whereas, there has been an increase in the 
cost of conducting practice due to a general 
price rise amounting in some necessary' items 
to as much as 35 per cent; therefore be it 
“ Resolved , that the Delegates from the 
Medical Society of the County of Albany be 
instructed to introduce a resolution at the next 


meeting of the House of Delegates to the effect 
that the Council of the Medical Society of the 
State of Yew York through its appropriate 
representatives take immediate steps to re- 
view the present fee schedule with the Com- 
missioner of Labor with a view of increasing 
the minimum fees now established by law 
(suggested increase 25 per cent), and that the 
component County Societies be informed from 
time to time of the status of these proposed 
negotiations with the Commissioner oi Labor. 
Speaker Bauer: This will be referred to the 
Reference Committee on Yew Business C, oi 
which Dr. Guess is the chairman. 


Section 53. 

Constitution and Bylaws — Proposed Amendment 

Dr. Yatha.v B. Van' Ettex, Past-President: 
In the interests of promoting a better coordina- 
tion between the scientific and the admimstra- 
tive functions of the Medical Society of the State 
of Yew York, I desire to present an amendment 
to the Bylaws: 

“Be it resolved, that Section 1 of Chapterll of 
the Bylaws of the Medical Society of the State 
of Xew York be amended so as to provide for 
the inclusion in the membership of the House 
of Delegates a representative from each scien- 
tific section, and that Section 1 of Chapterll 
of the Bylaws of said Society be amended so as 
to read as follows: 

‘Section 1. The House of Delegates shall 
be composed of (a) Delegates elected by the 
component County Medical Societies, (b) 
Officers of the Society and other members of 
the Council and of the Board of Trustees; 
(c) the Presidents of the District Branches 
sitting as District Delegates; and (d) « 
representative from each Scientific Section to 
be elected by each such Section. Past-1 resi- 
dents of the Society shall be life members of 
the House of Delegates. Each component 
County Societv shall be entitled to elect as 
many delegates as there shall be State 
■Assembly Districts in such county at the 
tune of the election, but each component 
County Medical Society shall be entitled to 
elect at least one delegate. A component 
Society representing by its name more than 
one county shall be entitled to as many dele- 
gates as there are Assembly Districts in the 
counties named in the title of such society. ’ 
Speaker Bauer: This being a proposed 
amendment to the Bylaws, it must remain m the 
secretary’s hands for one year, when it will be 
acted on next year after being published at least 


Section oi. ( See S6 ) 

Proposed Subcommittee on Chest Diseases 
Dr. Nelson' W. Strohm, Erie: I wish to intro- 
duce the following resolution: 

“Whereas, at the 1941 meeting of the House 
of Delegates in Buffalo, Yew York, a resolu- 
tion was introduced asking for a session on 
chest diseases by the Yew York State Chapter 
of the American College of Chest Physicians; 
and 

“Whereas, the House of Delegates Befer- 
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Irving just gave you — “because 15 per cent, failed 
to pay their doctor.” 

Secretary Irving: Five per cent. 

President Kopetzky: “Five per cent failed 
to pay; therefore, let us scrap our principles and 
change the method of payment, and permit and 
endorse the government's paying directly to 
physicians rendering medical services in the com- 
munity to underprivileged groups.” Here is a 
test of the sincerity as to whether you practice 
what you preach. 


Speaker Bauer: Does anyone else wish to 
discuss this subject? 

Dr. Peter Murray, New York: I should 
greatly desire to support any movement which 
would preserve the principles for which we have 
fought for so long; that is, that there shall be no 
interposition of a third party between the doctor 
and the patient, but I am more concerned about 
being realistic. 

Up in my section of the town we do a lot of 
relief work. If we had to depend on collecting 
the fees for that relief work from the patient we 
would be doing all that relief work for nothing. I 
cannot see the difference between expecting relief 
clients to pay the doctor and having the Welfare 
Department send the check on to the doctor, 
and having the old-age people pay the doctor 
and having that Department send the check on to 
the doctor. There has been an interposition be- 
tween us and those clients already, namely, the 
municipal authorities or the government authori- 
ties. They assign to you cases. They tell you 
how often you shall see them. They fix your rate 
of compensation. I think it is little enough to 
try to guarantee to the members of our profession 
that after we have accepted these conditions, 
after we have accepted assignments, after we 
have accepted a limitation of visits, and after we 
have accepted a reduction of fees, We should be 
guaranteed the collection of those fees. I wish 
to say that if we applied the same parallel to re- 
lief clients that we do to all the old age, and ex- 
pect those people in turn to turn the money over 
to us, the bottom would fall out of the whole re- 
lief situation. It would collapse, and the doctors 
would either do that work for nothing or would 
not be paid. I hope we will ask for a return of 
the direct payment to the doctor in order that we 
may collect the money we honestly have earned. 


Dr. Harold B. Davidson, New York: I 
would only like to add one point to what Dr. 
Murray has said, referring to the fact that in 
having these patients as welfare and relief pa- 
tients the interposition is already there. Maybe 
there have only been 5 per cent of the doctors who 
have written in complaining that they have not 
received such payment, but that 5 per cent may 
constitute a very large proportion of the doctors 
in certain sections of the town. I have heard the 
complaint that Dr. Murray voiced in the down- 
town section of New York as well as the uptown 
section A great many doctors will not take the 
time to write letters, but they do constantly 
make telephone calls complaining about it. 
Furthermore, a number of them will not take 
such cases, fearing they will not get paid. 

The question of the principle goes further than 
just the payment of the doctors who do the work 
if La question of whether the interposition of 
[he government, which is there, shoulu be there; 


but if it is there, the doctors do deserve payment 
for the work they do. 

Dr. Harry Aranow, Bronx: One of the com- 
mittees of the Council under the able chairman- 
ship of Dr. Wood has been working on this 
problem for over a year. It is not an offhand 
opinion that he gives you, therefore, but a con- 
sidered one. He has told you that it is almost 
solved without any special resolutions; therefore, 
I do not see why this action should be taken. 

Dr. Masterson: May I read one paragraph 
of this resolution apropos of what Dr. Irving and 
Dr. Kopetzky have said: 

“Whereas, in New York City it has been 
proven that nearly 5 per cent of these patients 
have not paid their doctors for medical care 
rendered with the money which the State De- 
partment of Social Welfare gave them, but in- 
stead have spent the money for other uses, 
and” 

Speaker Bauer: The question before you is 
the adoption of the reference committee’s re- 
port which recommends adoption of the resolu- 
tion as drawn. Is there anything else to be said? 
If not, all those in favor of the reference com- 
mittee’s report, which carries with it the adop- 
tion of the resolution, say “Aye;” those opposed, 
“No." 

The chair is in doubt. Will those in favor of 
the committee's report stand; now those 
opposed? 

.... All but ten were in favor of the mo- 
tion 

Speaker Bauer: The reference committee’s 
report is adopted, and the resolutions are carried 
also. 


Section 50. [See 1 9) 

Report of Reference Committee on New Business 
B — Medical Relief, Direct Payment of Medical 
Fees to the Aged, the Blind, and Dependent 
Children 


Dr. Masterson: The next resolution is from 
Dr. William Travis Gibbs, Jr., of New York 
County. This resolution is about the same as the 
resolution we just discussed, introduced by Dr. 
Koplowitz, of Kings, and recommends the same 
thing: 


“Whereas, after April 1, 1941, checks from 
the Department of Welfare of the City of New 
York (Q. V. Form M. med 383 b) for the 
medical care of those patients entitled to Old 
Age Assistance and Blind Assistance will be 
issued directly to the recipients of the care and 
not to the doctors rendering it; and 

“Whereas, this is patently unjust, as it 
forces the physician to collect these fees from 
indigent people who may be unreliable; and 
“Whereas, this is an example of the unfair 
advantages being taken of physicians; there- 
fore be it . _ . , 

“Resolved, that the Medical Society of the 
County of New York go on record as being op- 
posed to the proposed change in method of 
payment; and that the Society request the 
Department of Welfare to continue its former 
method of paying these physicians directly; 
and be it further , , 

“Resolved, that tins House of Delegates be 
instructed to vigorously protest this injustice, 
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“Whereas, an outline of this course has 
been submitted to and the idea approved by 
the Comitia Minora and the New York County 
Medical Society, in view of the fact that the 
Medical Advisory Board, composed of four- 
teen members of the New York State Medical 
Society, competent to direct this work, will 
have complete supervision of the instruction, 
to guarantee that those who finish this course 
shall be qualified, competent masseurs; be it 
"Resolved, that the idea of forming such a 
medically controlled school be approved by 
the New York State Medical Society.” 
Speaker Bauer: This will be referred to the 
Reference Committee on New Business C, of 
which Dr. Guess is the chairman. 

Section 58. ( See 72) 

Basic Science Law 

Dr. Charles Gullo, Livingston: The follow- 
ing resolution is introduced by the Livingston 
County Medical Society to provide a Basic 
Science Law: 

“Whereas, there are people in the State of 
New York practicing the Healing Art without 
having adequate knowledge of the human 
body; and 

“Whereas, experience has shown that it is 
most difficult and generally futile to effectively 
prosecute these people even when they have 
violated the Medical Practice Act; and 
“Whereas, it is the duty of organized 
medicine to promulgate medical information 
and prevent fraudulent and inferior medical 
service to our people; now, therefore, be it 
“Resolved, that the House of Delegates of 
the New York State Medical Society hereby 
authorizes and instructs its Legislative Com- 
mittee to present to the Legislature of the State 
of New York a suitable bill to correct this con- 
dition and that such bill shall provide sub- 
stantially as follows: 

'An Act to provide for examination in the 
basic sciences, authorizing the Board of 
Regents to issue a Certificate of Proficiency 
in the basic sciences, which Certificate shall 
be a prerequisite to eligibility for examina- 
tion for license to practice medicine and 
surgery, osteopathy, osteopathy and sur- 
gery, as now prescribed by law, dentistry', or 
any other system or method of healing that 
may hereafter be legalized in the State of 
New York, to define the Basic Sciences, the 
practice of healing, a license and to provide 
penalties for the violation of this Act. 
'Section 1. Definition as used in this Article: 

‘Wherever the term, “Practicing Healing,” 
or “Practice of Healing” is used in this Act, 
unless otherwise specifically defined, the 
same shall be understood and construed to 
mean and include any person not herein- 
after excepted from the provisions of this 
Act who shall in any manner for any fee, 
gift, compensation or reward or in expecta- 
tion thereof, engage in, or bold himself out 


to the public as being engaged in the prac- 
tice of Medicine or Surgery, the practice of 
Osteopathy, the practice of any legalized 
method of healing, or the diagnosis, analysis, 
treatment, adjustment, correction or cure of 
any disease, injury, defect, deformity, in- 
firmity, ailment or affliction of human beings 
or any condition or conditions incident to 
pregnancy or childbirth or examination into 
the fact, condition or cause of human health or 
disease or who shall for any fee, gift, com- 
pensation or reward or in expectation there- 
of, suggest, recommend or prescribe any 
medicine or any form of treatment, correc- 
tion or cure therefor; also any person or 
persons, not hereinafter excepted from the 
provisions of this Act, individually or col- 
lectively, who maintains an office for the 
reception, examination, diagnosis, or treat- 
ment of any person for any disease, injury, 

. defect, deformity or infirmity of body or 
mind, or who attaches the title of Doctor. 
Physician, Surgeon, Specialist, M.D., M.B., 
D.O., D.C., or any other word, abbrevia- 
tion, or title to his name indicating or de- 
signed to indicate that he is engaged in the 
practice of Healing. 

‘Section 2. Qualifications 

‘No person shall engage in the “Practice of 
Healing” unless he shall first have complied 
with the following prerequisites : 

'First: He must pass an examination given 
by the Board of Regents through its Board 
of Medical Examiners in the Basic Sciences, 
namely, Anatomy, Physiology, Physio- 
logical Chemistry, Bacteriology, Pathology, 
and Hygiene, and upon satisfactorily pass- 
ing such an examination shall receive a 
Certificate of Proficiency in the Basic 
Sciences which shall not be interpreted as 
conferring the right to engage in the Practice 
of Healing. 

‘ Second ; After receiving said Certificate 
of Proficiency, he must pursue other studies 
as established by the law and appear before 
the Board of Choice of the Board of Regents 
for further examination, and having ful- 
filled other requirements prescribed by law, 
he may be licensed to practice. 

‘Section 3. Exemptions 

‘All persons already licensed prior to en- 
actment of this Act. 

‘Section 4. Penalty 

‘Any person violating any provision or 
provisions of the foregoing Sections shall be 
guilty of a misdemeanor punishable by 
law.' " 

Speaker Bauer: This resolution will be re- 
ferred to the Reference Committee on New 
Business C, of which Dr. Guess is the chairman. 

If there is nothing further to come before the 
House at this time, we will stand adjourned until 
nine o'clock tomorrow morning. 

.... The session recessed at 6: 25 p,m 
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ence Committee on New Business gave serious 
consideration to this resolution by recom- 
mending to the House of Delegates that a 
symposium on chest diseases to be furnished 
by the New York State Chapter of the Ameri- 
can College of Chest Physicians be mcluded at 
a general session of the Annual Convention m 
1942; and 

“Whereas, the New York State Chapter of 
the American College of Chest Physicians have 
respectfully requested that a subcommittee on 
chest diseases of the Council Committee on 
Public Health and Education be established; 
therefore be it 

“Resolved, that the House of Delegates of the 
Medical Society of the State of New York 
establish such a subcommittee.” 

Speaker Bauer: That will be referred to the 
Reference Committee on New Business B, of 
which Dr. Masterson is the chairman. 


Section 55 

Recognition of Services of Civilian Doctors at 
Pearl Harbor 

Dr. Chas. Gordon Heyd, Past-President: 

I wish to present the following resolution: 

“Whereas, the civilian physicians and 
surgeons of the Honolulu Medical Society 
rendered a great service during the Pearl 
Harbor Attack on December 7, 1941; and 
“Whereas, at the outset of the emergency 
they promptly responded to a call for aid from 
the Tnpler General Hospital of the Army, and 
by their surgical skill and unremitting efforts 
rendered great aid to the wounded; and 
“Whereas, by this service a new chapter 
was added to the successful treatment of war 
casualties and certain surgical procedures were 
estabhshed which will result in the saving of 
many lives and limbs from war injuries; and 
“Whereas, their service was the more out- 
standing because only a few of them had ever 
been under fire, and by their courage and 
stamina they did much to aid the morale of the 
woimded, of the hospital personnel, and of the 
civilian population; and 

“Whereas, the services of the physicians 
and surgeons were recognized in the official 
Roberts Report of the Attack by the statement 
that 92 per cent of the medical profession were 
available on that eventful historic occasion; 
therefore be it 

“Resolved, that the Medical Society of the 
State of New York recognize their response to 
emergency duty and desires to pay a tribute to 
their demonstration of the traditional willing- 
ness of our profession to act promptly and skill- 
fully m all national emergencies.” 

Dr. Heyd: As this does not involve any policy 
but ls'a spreading on the minutes of our apprecia- 
tion of their services, I move you, sir, that the 
vote be taken now by the entire delegation of the 
House of Delegates. 

The motion was seconded 

Speaker Bauer: This amounts to a suspen- 
sion of the rules and requires a two-thirds vote. 

If there is no objection, however, the motion will 
be put. Is there any discussion on it/ 

Dr Abraham ICoplowitz, Kings Is there a 
way of notifying the physicians there? I mean 


have they any organization where you can wnte 
and tell them about this? 

Dr. Heyd: If it is passed, it would be trans- 
mitted to the Honolulu Medical Society, and I 
think a copy should go to the respective Navy 
and War departments 
Speaker Bauer: Is there any further discus- 
sion? 

.... The question bemg called for, the motion 
to adopt the resolution was put to a vote and was 
unanimously carried 

Section 56 

Thanks to Director of Selective Service in New 
York City Area 

Dr. Laurance D. Redway, Westchester 1 
have a resolution which reads: 

“Whereas, Col. Arthur McDermott, the 
Director of Selective Service in the New York 
City Area, has consulted the convenience of 
the medical profession assembled m Annual 
Convention at the Waldorf Astoria Hotel in 
the City of New York by establishing a branch 
of his headquarters for the registration of 
physicians from out of town who are attending 
this convention, thus permittmg them to 
register as required by the Selective Service 
law, while at this hotel; therefore be it 

“Resolved, that the House of Delegates of the 
Medical Society of the State of New York 
hereby expresses its sincere appreciation for 
this considerate action on the part of the Di- 
rector of Selective Service in the New York 
City Area; and be it further 
“ Resolved , that this expression of our appre- 
ciation be sent to Col. McDermott by the 
Secretary of the Society.” 

I move the immediate adoption of this resolu- 
tion. 

Dr Alfred Hellman, New York I will sec- 
ond that. 

Speaker Bauer: It has been moved and sec- 
onded that this resolution be given immediate 
consideration. Is there any objection? If not, 
is there any discussion''’ 

.... There being no discussion, the motion was 
put to a vote, and it was unanimously carried. . . . 


Section 57. {See 71) 

Blind Masseurs, Request for Approval of Instruc- 
tion 


Dr Madge C. L. McGuinness, New York: I 
have a resolution which is as follows: 


“Whereas, there does not exist, at the pres- 
ent time, any school for the instruction of blind 
adults in massage and remedial exercise similar 
to St Dunstan’s in London; and 

“Whereas, the New' Y ork Institute for the 
Education of the Blind is not permitted to give 
instruction of any kind to persons over 
twenty-one years of age, but having facilities, 
wishes to make them available for adult in- 


struction; and f , . . 

“Whereas such a course of instruction has 
been outhned’covermg about 963 hours, over a 
period of cine months, it has been proposed to 
form a school tentatively known as 'The 
National School for Blind Masseurs, under 
the auspices of the National Association of 
Blind Masseurs. Incorporated, and 
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“Whereas, an outline of this course has 
been submitted to and the idea approved by 
the Comitia Minora and the New York County 
Medical Society, in view of the fact that the 
Medical Advisory Board, composed of four- 
teen members of the New York State Medical 
Society, competent to direct this work, will 
have complete supervision of the instruction, 
to guarantee that those who finish this course 
shall he qualified, competent masseurs; be it 
“Resolved, that the idea of forming such a 
medically controlled school be approved by 
the New York State Medical Society.” 
Speaker Baxter: This will be referred to the 
Reference Committee on New Business C, of 
which Dr. Guess is the chairman. 

Section. 58. {See 72) 

Basic Science Law 

Dr. Charles Gtolo, Livingston: The follow- 
ing resolution is introduced by the Livingston 
County Medical Society to provide a Basic 
Science Law: 

“Whereas, there are people in the State of 
New York practicing the Healing Art without 
having adequate knowledge of the human 
body; and 

“Whereas, experience has shown that it is 
most difficult and generally futile to effectively 
prosecute these people even when they have 
violated the Medical Practice Act; and 
“Whereas, it is the duty of organized 
medicine to promulgate medical information 
and prevent fraudulent and inferior medical 
service to our people; now, therefore, be it 
“ Resolved , that the House of Delegates of 
the New York State Medical Society hereby 
authorizes and instructs its Legislative Com- 
mittee to present to the Legislature of the State 
of New York a suitable bill to correct this con- 
dition and that such bill shall provide sub- 
stantially as follows: 

*An Act to provide for examination in the 
basic sciences, authorizing the Board of 
Regents to issue a Certificate of Proficiency 
in the basic sciences, which Certificate shall 
be a prerequisite to eligibility for examina- 
tion for license to practice medicine and 
surgery, osteopathy, osteopathy and sur- 
gery, as now prescribed by law, dentistry, or 
any other system or method of healing that 
may hereafter be legalized in the State of 
New York, to define the Basic Sciences, the 
practice of healing, a license and to provide 
penalties for the violation of this Act. 
'Section 1. Definition as used in this Article: 

‘Wherever the term, “Practicing Healing,” 
or “Practice of Healing” is used in this Act, 
unless otherwise specifically defined, the 
same shall be understood and construed to 
mean and include any person not herein- 
after excepted from the provisions of this 
Act who shall in any manner for any fee, 
gift, compensation or reward or in expecta- 
tion thereof, engage in, or hold himself out 


to the public as being engaged in the prac- 
tice of Medicine or Surgery, the practice of 
Osteopathy, the practice of any legalized 
method of healing, or the diagnosis, analysis, 
treatment, adjustment, correction or cure of 
any disease, injury, defect, deformity, in- 
firmity, ailment or affliction of human beings 
or any condition or conditions incident to 
pregnancy or childbirth or examination into 
the fact, condition orcauseof humanheaith or 
disease or who shall for any fee, gift, com- 
pensation or reward or in expectation there- 
of, suggest, recommend or prescribe any 
medicine or any form of treatment, correc- 
tion or cure therefor; also any person or 
person s, not hereinafter excepted from the 
provisions of this Act, individually or col- 
lectively, who maintains an office for the 
reception, examination, diagnosis, or treat- 
ment of any person for any disease, injury, 

. defect, deformity or infirmity of body or 
mind, or who attaches the title of Doctor. 
Physician, Surgeon, Specialist, M.D., M.B., 
D.O., D.C., or any other word, abbrevia- 
tion, or title to his name indicating or de- 
signed to indicate that he is engaged in the 
practice of Healing. 

‘Section 2. Qualifications 

‘No person shall engage in the “Practice of 
Healing” unless he shall first have complied 
with the following prerequisites: 

‘First: He must pass an examination given 
by the Board of Regents through its Board 
of Medical Examiners in the Basic Sciences, 
namely, Anatomy, Physiology, Physio- 
logical Cbemistiy, Bacteriology, Pathology, 
and Hygiene, and upon satisfactorily pass- 
ing such an examination shall receive a 
Certificate of Proficiency in the Basic 
Sciences which shall not be interpreted as 
conferring the right to engage in the Practice 
of Healing. 

'Second: After receiving said Certificate 
of Proficiency, he must pursue other studies 
as established by the law and appear before 
the Board of Choice of the Board of Regents 
for further examination, and having ful- 
filled other requirements prescribed by law, 
he may be licensed to practice. 

‘Section 3. Exemptions 

‘All persons already licensed prior to en- 
actment of this Act. 

‘Section 4. Penalty 

‘Any person violating any provision or 
provisions of the foregoing Sections shall be 
guilty of a misdemeanor punishable by 
law.’ ” 

Speaker Bator: This resolution will be re- 
ferred to the Reference Committee on New 
Business C, of which Dr. Guess is the chairman. 

If there is nothing further to come before the 
House at this time, we will stand adjourned until 
nine o’clock tomorrow morning. 

.... The session recessed at 6: 25 p.ir 



1206 


CORRESPONDENCE 


[N. Y. State J. M. 


Correspondence 

[Continued from page 1142) 


“Section 1265, subd. 4 of the Education Law 
provides: 

. The Chairman of said committee, when 
charges are preferred, may designate three or 
more of the members of said committee includ- 
ing at least one member who represents the same 
school of practice as the physician against whom 

charges are preferred ’ 

“This provision is outworn and outmoded. 
The public generally recognizes no fine distinc- 
tions between licensed physicians and, in dealing 
as we are with the statute designed to promote 
and protect the public health, the profession it- 
self should not persist in perpetuating such classi- 
fications and differences. For example, the rights 
of osteopaths to expand their field of practice 
have been enacted by the Legislature and regard- 
less of the merits in granting such expansions, it 
is illustrative of the rapidly fading distinctions 
between schools of practice, and removes the last 
valid arguments for making such distinctions. 

“Any three members of the Medical Grievance 
Committee are qualified by ability and integrity 
to judge the merits of charges against a practi- 
tioner of medicine without regard to the school 
of practice of the physician thus charged or of the 
members constituting the committee. It is, in a 
sense, an unintended reflection upon the members 
of the Grievance Committee to require a member 
of the same school of practice to sit on a sub- 
committee. It is my firm belief and contention 
that the public health would be best promoted 


and the practitioner accused of wrongdoing 
amply protected by removing the requirement 
that one of the members of the subcommittee 
be of the same school of practice as the accused. 

“Instead of strengthening the statute, the Leg- 
islature is weakening it; instead of making it 
more flexible it has been made unwieldy; instead 
of simplifying the statute it has been made more 
complex. 

“I respectfully submit that as the bill is uniair, 
discriminatory, unsound and contrary to the 
policy of the state, it should not be approved." 

In view of the fact that my sentiments on this, 
bill were made clear by Dr. Lawrence, I request 
that my point of view be published iu the State 
Medical Journal in all fairness and justice to the 
people and profession of this state. 

Very truly yours, 

(Signed) Vincent P. Mazzola, M.D. 

133 Clinton Street 
Brooklyn, New York 

NOTE: TheCouncilof the Medical Societyof the 
State of New York received and considered this 
at its meeting on May 14, 1942. The Council 
directed publication of the letter together with a 
statement that the Council approved this legis- 
lation and that it had wired the Governor urging 
him to sign the bill. Since that time the Gover- 
nor vetoed the bill on the ground that the Board 
of Regents and the State Department of Educa- 
tion had unanimously opposed it . — Editor 


THE CITY OF NEW YORK 


EMERGENCY REVENUE DIVISION 
50 Lafatette Stkeet, New Yobk Citt 
WOrtk 2-4780 


May 25, 1942 

To the Editor; v 

It is called to your attention for the informa- 
tion of the members of your society that the 
New York City Excise Tax on Gross Receipts 
imposed under the General Business and Finan- 
cial Tax Law is due June 15, 1942. The tax is 
imposed for the privilege of carrying on or exer- 
cising for gain or profit within the City of New 
York any trade, business, profession, vocation, 
or commercial activity during the period com- 
mencing July 1, 1941, and ending June 30, 1942, 
or any part thereof. The tax is computed upon 
the gross receipts for the basic period (measuring 
period) outlined in the law. The basic period 
may vary according to the circumstances of the 
taxpayer. The calendar year 1941, however, 
constitutes the basic period where the taxpayer 
was engaged in business during the whole of such 
calendar year. 

A physician is required to 
42B and report thereon as 
ceipts (gross fees) from the 


file a return on Form 
Item 5 the gross re- 
practice of nis pro- 


fession. Interest and dividends received from 
investments and profits derived from stock and 
bond transactions should not be included in the 
return if such transactions are of a persona! 
nature not connected with the doctor’s profes- 
sional activities. In reporting gross receipts, no 
deduction may be taken for salaries, rent, and 
other office expenses. This year the tax is to be 
computed at the rate of V 20 of 1 per cent, which is 
a reduction of 50 per cent of the rate in effect 
last year. . , 

No tax is imposed when the gross receipts do 
not exceed 510,000, and no return need be Sled 
in such cases. There is, however, no specific 
exemption under the law, and all persons having 
gross receipts in excess of $10,000 must report the 
entire amount thereof. 

Returns must be filed on or before June la, 
1942, at the office of the City Collector in the 
borough in which the taxpayer maintains his 
office. A remittance for the total amount of tax 
due, drawn to the order of the City Collector, 
must accompany the return when filed. Form 
42B for filing such returns will be mailed to all 
taxpayers who have filed returns in prior years. 
This office wall be pleased to furnish further in- 
formation or assistance in the preparation of 

returns. . x , 

Very truly yours, 

George Marlin 
Special Deputy Comptroller 
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